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DEPARTMENTS  OF  LABOR  AND  HEALTH,  EDUCATION, 
AND  WELFARE  AND  RELATED  AGENCIES  APPROPRI- 
ATIONS FOR  FISCAL  YEAR  1972 


WEDNESDAY,  JULY  14,  1971 

U.S.  Senate. 

Subcommittee  of  the  Committee  ox  Appropriatioxs, 

W ashington.  D.C. 

The  subcommittee  met  ^t  10  a.m.  in  room  1223,  Xew  Senate  Office 
Building,  Hon.  Warren  G.  Magnuson  (chairman)  presiding. 

Present : Senators  Magnuson  and  Cotton. 

DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  M^ELFARE 

Noxdepartmextal  Witnesses 

subcommittee  procedure 

Senator  W\gxusox.  The  subcommittee  will  come  to  order. 

We  will  continue  to  receive  testimony  from  the  public  witnesses 
on  the  Health,  Education,  and  Welfare  Department  fiscal  1972  budget 
request. 

I do  hope  that  the  witnesses  will  cooperate  a little  bit  with  us  by 
being  as  brief  as  possible  in  your  presentations.  We  have  approxi- 
mately 170  witnesses,  and  these  are  iust  nondepartmental  witnesses, 
on  this  bill. 

So  if  you  will  cooperate  with  us — you  don't  have  to  try  to  unduly 
impress  us,  because  I think  we  understand  what  you  are  talking 
about,  which  mainly  is  the  fact  you  all  want  more  money. 

So  we  will  try  to  take  a look  at  it  and  do  the  best  we  can  within  our 
capabilities  and  considering  what  we  have  to  deal  with. 

STATEMENT  OF  DR.  PAUL  C.  BUCY,  NATIONAL  CENTER  FOR  RE- 
SEARCH IN  NEUROLOGICAL  DISORDERS,  NIH,  ILLINOIS 

ACCOMPANIED  BY: 

DR.  GEORGE  F.  REED 

DR.  CHARLES  E.  CANIFF,  NATIONAL  PARAPLEGIA  FOUNDA- 
TION, NIH,  ILLINOIS 
DR.  H.  HOUSTON  MERRITT 

INTRODUCTION  OF  DR.  BUCY  BY  SENATOR  PERCY 

Senator  ^Magnuson.  Now,  the  first  witness  this  morning  is  Dr.  Paul 
Bucy,  and  Senator  Percy  has  sent  up  a note  indicating  that  he  cannot 
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be  here  to  make  the  introductions,  Avliich  he  wanted  to  make  personally, 
because  he  is  absent  today,  but  the  introduction  will  be  put  in  the 
record  preceding  your  testimony. 

(The  introduction  follows :) 


2279 


Mr,  Chairman,  I am  pleased  that  we  have  before  us  today  Dr.  Paul  C.  Bucy, 
who  is  Chairman  of  the  National  Committee  for  Research  in  Neurological 
Disorders  and  Professor  of  Surgery  at  Northwestern  University  Medical 
School  in  Chicago.  With  him  today  are  Mr.  Charles  Caniff,  of  the  National 
Paraplegia  Foundation  in  Chicago;  Dr.  Houston  Merritt,  Professor  of 
Neurology  at  Columbia  University;  and  Dr,  George  Reed,  Professor  of 
Otolaryngology  at  Upper  New  York  State  University  in  Syracuse. 

Dr.  Bucy  and  his  colleagues  are  experts  in  the  field  of  neurological  and 
conmunicative  disorders  and  have  prepared  excellent  testimony  on  the  need 
for  adequate  funding  of  the  National  Institute  of  Neurological  Diseases 
and  Stroke  (NINDS). 

The  Committee  that  Dr,  Bucy  represents  is  composed  of  27  voluntary  health 
agencies  interested  in  neurological  disorders  and  deafness.  This  organiza- 
tion and  the  existence  of  the  NINDS  program  itself  testify  to  the  fact  that 
we  still  have  a long  way  to  go  in  the  proper  treatment  and  cure  of  such 
diseases  as  multiple  sclerosis,  Huntington's  disease,  muscular  dystrophy, 
and  many  other  disorders.  We  cannot  afford  to  be  swept  up  in  the  urgency 
of  a campaign  to  cure  cancer,  which  is  admittedly  a pressing  need, 
at  the  expense  of  ignoring  the  crippling  and  disabling  effects  that  these 
other  diseases  have  on  our  children  and  youth. 

I know  that  Dr,  Bucy  and  our  other  witnesses  will  provide  some  valuable 
insights  for  this  committee  in  our  deliberations  on  NINDS  funding. 

I welcome  them  here  today. 
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INTRODUCTION  OF  ASSOCIATES 

Dr.  Bucy.  Thank  you,  sir. 

Senator  Magnuson,  could  I introduce  the  three  other  gentlemen 
that  Senator  Percy  was  to  introduce  with  the  group. 

One  is  Mr.  Charles  Caniff.  Mr.  CanifF,  as  you  can  see,  is  a paraplegic, 
injured  as  a member  of  the  military  service  in  World  War  II  and  is  a 
member  of  the  board  of  directors  of  the  National  Paraplegic  Founda- 
tion and  Mr.  Houston  Merritt,  I am  sure  you  know,  professor  of  neu- 
rology at  Columbia  University,  and  Dr.  George  Reed  of  the  Medical 
School  of  Syracuse,  N.Y.,  otolaryngologist. 

Senator  Magnuson.  I am  glad  you  said  “medical  school,”  because 
I would  never  be  able  to  pronounce  that. 

Why  don’t  you  just  say  “nose  and  throat?” 

Dr.  Bucy.  Dr.  Reed  clobbers  me,  if  I do,  Senator. 

Senator  Magnuson.  Go  right  ahead,  Doctor. 

NATIONAL  INSTITUTE  OF  NEUROLOGICAL  DISEASES  AND  STROKE  I FUNDING 

INADEQUACY 

Dr.  Bucy.  We  are  here  to  testify  in  behalf  of  the  appropriation  for 
the  National  Institute  of  Neurological  Diseases  and  Stroke  and  we  are 
particularly  concerned  about  the  situation  in  that  Institute,  Senator 
Magnuson,  because  of  the  fact  that  that  Institute  has  been  suffering 
very  badly  the  past  few  years,  particularly  this  past  year,  and  is  also 
suffering  as  far  as  the  recommendations  of  the  President’s  budget  are 
concerned. 

Senator  Magnuson.  Right  there,  for  the  record  in  1971,  the  appro- 
priation was  $99,482,000. 

Dr.  Bucy.  The  appropriation  voted  by  you,  that  is,  by  Congress, 
was  $105  million. 

Senator  Magnuson.  Wait,  I will  come  to  that.  The  budget  as  sug- 
gested is  $96,521,000  and  there  was  a great  amount  of  money  with- 
held and  frozen  last  year. 

Dr.  Bucy.  That  is  correct. 

Senator  Magnuson.  Do  you  have  that  figure,  what  was  it,  100  and 
what? 

Dr.  Bucy.  Last  year  it  was  105  and  a fraction,  was  the  amount 
appropriated. 

Senator  Magnuson.  The  actual  amount  spent  then,  for  the  record 
was  $99,482,000  ? 

Dr.  Bucy.  That  is  correct. 

Although  the  Institute  is  concerned  in  a variety  of  areas,  there  are 
three  things  in  particular  we  wish  to  draw  to  your  attention. 

One  of  these  is  in  training.  In  training,  this  past  year  25  of  the  train- 
ing programs  formerly  supported  by  the  Institute  had  to  be  discon- 
tinued because  of  a lack  of  money.  Forty  new  programs  which  applied 
for  support,  and,  sir,  I am  not  going  to  read  the  statement. 

Senator  Magnuson.  No;  we  will  put  that  statement  in  the  record  in 
full  and  you  can  summarize  it. 

Dr.  Bucy.  Yes;  40  new  programs,  which  were  approved  by  the  vari- 
ous review  committees  and  the  council,  were  approved  but  could  not 
be  funded  because  of  the  lack  of  money. 
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Now,  the  result  is  we  are  very  short  of  training  and  we  badly  need 
training  in  this  area  because  the  training  is  predominantly  for  teachers. 
Practically  all  of  the  teachers  in  the  medical  schools  of  this  country 
have  been  trained  in  the  past  by  the  training  programs  supported  by 
this  Institute  in  the  neurological  field.  We  still  are  in  need  because  of 
the  great  increase  in  the  number  of  students,  approximately  a 50-per- 
cent increase,  which  is  true  in  my  own  medical  school,  and  because 
there  are  some  21  new  schools  which  are  either  beginning  to  be  formed 
or  in  the  planning  stage  where  we  are  going  to  have  to  have  teachers 
and  with  this  thrust  in  training  we  cannot  possibly  supply  the 
teachers. 

All  of  the  existing  training  programs  which  are  still  being  sup- 
ported have  been  cut  15  percent  in  their  funds  so  there  is  a very  serious 
problem  so  far  as  supporting  these  are  concerned. 

Now,  the  second  area  in  which  the  Institute  is  in  difficulty  is  con- 
cerned with  its  so-called  perinatal  program. 

As  you  know,  there  are  many  diseases  suffered  by  children,  with 
which  they  are  born,  and  in  many  instances  these  are  either  because 
of  drugs  that  the  mothers  were  taking  or  were  given  or  illnesses  which 
the  mother  suffered  during  pregnancy,  which  very  badly  affected  the 
children  so  that  the  children  are  born  with  defects  of  their  nervous 
system. 

These  do  not  necessarily  make  their  appearance  at  the  time  the  child 
is  born  and  may  not  make  their  appearance  for  10  or  12  years. 

In  an  effort  to  find  out  the  cause  of  these  defects  in  the  nervous 
system,  this  perinatal  program  was  set  up  to  study  a large  number 
of  mothers  and  to  study  then  the  children  born  to  them  and  to  attempt 
to  determine  what  were  the  factors  which  affected  these  children  dur- 
ing pregnancy  to  give  rise  to  these  disturbances. 

This  program  has  been  in  operation  for  approximately  10  years, 
approximately  $100  million  having  been  spent  on  it,  and  now  the 
recommendation  is  this. 

Senator  Magnuson.  You  mean  $100  million  Federal  money  ? 

Dr.  Bucy.  Yes,  sir. 

Senator  Magnuson.  Or  total  ? 

Dr.  Bucy.  Federal  money. 

Senator  Magnuson.  How  much  total  has  been  spent  on  it  ? 

Dr.  Bucy.  I think  the  support  was  practically  all  Federal  money, 
sir. 

Senator  Magnuson.  There  has  been  no  other  support  ? 

Dr.  Bucy.  Not  that  I know  of. 

Dr.  Merritt? 

Dr.  Merritt.  There  has  been  some.  United  Cerebral  Palsy  supported 
it  with  $1  million  a year. 

Senator  Magnuson.  It  has  not  been  much. 

Dr.  Bucy.  There  have  been  others. 

Senator  Magnuson.  Do  the  medical  schools  support  this  program 
in  any  way  ? 

Dr.  Bucy.  Yes. 

Senator  Magnuson.  How  do  they  do  it,  use  their  own  money  ? 

Dr.  Bucy.  I think  it  will  be  difficult  and  Dr.  Merritt  can  correct  me. 

Senator  Magnuson.  You  know.  You  have  a project  that  says  “Syra- 
cuse,” Dr.  Reed,  how  much  the  school  puts  in  and  how  much  the 
Government  puts  in. 
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Dr.  Bucy.  What  the  school  contributes,  Senator,  is  the  manpower 
to  do  this,  members  of  the  faculty  and  whatnot. 

Senator  ]V£\gnuson.  You  can  figure  it  out. 

Dr.  Bucy.  I don’t  know. 

Mr.  Merritt.  I think  almost  as  much,  because  many  of  the  people 
that  are  leading  these  concepts  are  not  paid  by  the  project  but  by  the 
university. 

Senator  Magnuson.  I know,  but  what  we  are  trying  to  find  out,  we 
are  hoping  there  are  contributions  from  the  people  involved.  It  may 
be  contributions  in  kind,  I suppose  physical  contributions  with  places 
and  equipment  and  that  sort  of  thing. 

Dr.  Merritt.  And  personnel. 

Senator  Cotton.  Excuse  me. 

I commend  you  for  using  layman  terms,  but  is  this  program  you  are 
now^  discussing  a program  that  has  been  referred  to  in  previous  testi- 
mony as  genetics  ? 

Dr.  Bucy.  No,  sir,  genetics  are  a part  of  this  problem  of  defects  in 
children,  sir,  but  here  we  are  dealing  with  something  else. 

Senator  Cotton.  That  is  a separate  program  ? 

Dr.  Bucy.  Yes,  sir.  The  genetics  concerns  a child  that  is  defective  be- 
cause of  his  heredity.  His  nervous  system  is  not  what  it  ought  to  be 
because  of  his  heredity. 

An  example  of  that  is  Huntington’s  disease  or  Huntington’s  chorea, 
which  is  a disease  which  one  inherits  and  which  usually  makes  its  ap- 
pearance in  the  late  thirties. 

This  is  a genetic  disease  in  which  a person  who  has  it  is  defective 
because  of  his  heredity.  What  we  are  talking  about  here  is  people  who 
are  defective  because  of  what  happened  to  the  mother  during  the 
pregnancy. 

Senator  Cotton.  I apologize,  Mr.  Chairman,  but  I just  wanted  to 
get  that  straightened  out. 

Dr.  Bucy.  The  third  area  in  which  I was  asked  to  call  to  your  at- 
tention was  one  you  and  I talked  about  in  the  past.  Senator  Cotton, 
also,  which  has  to  do  with  paraplegia,  which  is  paralysis  either  of  the 
legs  or  arms  and  legs  due  to  injuries  to  the  spinal  cord.  In  the  last  2 or 
3 years  both  the  Senate  and  House  have  included  in  their  reports  rec- 
ommendations for  centers  for  research  on  injuries  to  the  spinal  cord 
be  established. 

Last  year  you  designated  money  for  this  purpose.  At  this  very 
moment,  the  applications  to  develop  these  research  centers  are  being 
evaluated  by  the  Institute.  These  are  purely  planning  grants  and  the 
amount  of  money  is  relatively  small. 

Once  these  planning  grants  are  awarded,  which  they  will  be  this 
summer,  and  once  the  planning  has  been  done,  which  it  will  then  be 
in  the  next  few  months,  we  shall  need  money  for  the  creation  of  these 
research  centers. 

The  money  which  has  been  appropriated  thus  far  is  for  planning. 

For  that  reason,  we  specifically  ask  that  you  appropriate  $5  mil- 
lion for  these  clinical  research  spinal  cord  injury  centers  so  that  we 
may  proceed  with  development  of  the  centers  and  without  a specific 
designation  of  that  it  wdll  not  be  possible  to  proceed. 

Senator  Magnuson.  Specifically,  what  are  you  asking  for  money- 
wise? 
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Dr.  Bucy.  Total  for  the  Institute  is  $144  million.  This  has  been 
broken  down  by  the  national  committee,  who  have  reviewed  this. 
That  is  on  the  last  sheet  of  my  testimony,  Senator,  which  you  have. 

Senator  Magxusox.  I see  it. 

Dr.  Bucy.  It  has  been  broken  down  into  $85  million  for  research,  $5 
million  for  fellowships,  $25  million  for  training  in  the  grants  section 
and  for  direct  operations  by  the  Institute  it  is  $11.2  million  for  re- 
search in  the  intramural  program  and  $11.4  million  for  collaborative 
research  and  development,  $3.5  for  biometry,  epidemiology,  and  field 
studies  and  nothing  for  training  because  they  have  taken  care  of  that 
someplace  else. 

In  the  past  there  has  been  a figure  for  training,  but  it  was  not  needed 
at  this  time — $2.3  million  for  review  and  approval  of  applications  and 
$600,000  for  program  direction. 

That  makes  a total  for  the  direct  operation  of  $29  million  or  a total 
for  the  Institute  of  $144. 

Senator  Magxusox.  As  compared  to  the  budget  suggestion  of  what  ? 

Dr.  Bucy.  Ninety-five  and  a fraction. 

Senator  Magxusox.  That  is  $40  million  more. 

Dr.  Bucy.  Yes,  sir,  approximately.  No,  more  than  that,  sir,  it  is 
closer  to  48  or  49. 

Senator  Magxusox.  Forty-nine  or  $50  million  more. 

Dr.  Bucy.  Yes. 

Senator  Cottox.  When  you  say  “training  is  taken  care  of  some- 
place else,”  do  you  mean  some  other  place  in  this  bill  or  from  some 
other  source  ? 

Dr.  Bucy.  Sir,  the  training  I was  speaking  of  is  not  the  major 
training  effort.  This  was  the  intramural  training  at  Bethesda  at  the 
clinical  center  of  NIH  and  they  have  taken  care  of  this  within  their 
direct  operations  in  another  area. 

But  the  overall  training,  the  training  say  at  Columbia  or  Syracuse 
or  training  in  Chicago  comes  under  the  “grants”  section  of  this  and  that 
is  not  Avhat  I was  speaking  to. 

Senator  Magxusox.  Are  of  these  places  in  schools  ? 

Dr.  Bucy.  Practically,  sir. 

Senator  Magxusox.  Give  us  a good  example  of  a grant.  How  does 
it  operate  ? 

Take  one  of  your  colleagues  here  at  Syracuse  or  wherever  he  works, 
give  us  an  example. 

Dr.  Bucy.  Yes,  sir. 

These  are  young  men  who  have  finished  medical  school  who  have 
finished  internship  and  are  now  going  to  be  trained  in  their  specialty. 
In  this  case,  it  might  be  neurology,  neurological  surgery  rather  or  oto- 
larvngology.  Dr.  Reed’s  area. 

These  young  men  receive  training  in  research,  but  the  principal 
thing  which  they  receive  is  training  and  experience  in  their  particular 
specialty,  so  that  when  they  have  completed  this  training  they  are 
specialists  in  neurology  or  neurosurgery  or  otolaryngology  and  pre- 
pared to  go  into  medical  schools  and  teach. 

Senator  Magxusox.  Before  you  leave  that  subject,  what  percentage 
goes  back  to  teaching  ? 

Dr.  Bucy.  I would  say  that  most  of  the  ones  supported  by  our  train- 
ing grants  do,  sir. 
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Practically  every  teacher  that  we  have  in  this  country  today  was 
trained  in  one  of  these  trainiiifij  ^yrants. 

Now,  there  is  another  dividend  to  this.  Let  me  ^ive  you  an  example. 

In  Louisiana,  we  have  this  situation. 

Senator  Magnuson.  Well,  now,  it  has  been  said  many  times  that 
out  at  NIH  most  of  the  work  is  done  by  Ph.  D.’s  and  not  doctors. 

Dr.  Bucy.  Yes,  sir. 

Senator  Magnuson.  Which  is  true,  and  this  purpose  would  be  to 
train,  not  doctors  for  general  practice,  but  those  Avho  would  fro  back, 
they  w^ouldn’t  ^o  back  through  the  schools  or  to  NIH,  could  they  ? 

Dr.  Bucy.  Yes,  sir. 

Now,  there  are  Ph.  D’s  in  the  training  program,  particularly  those 
training  programs  which  are  in  the  basic  sciences,  like  anatomy  of  the 
nervous  system  or  physiology  of  the  nervous  system  or  pathology  of  the 
nervous  system.  These  are  Ph.  D.’s  but  there  are  training  programs 
such  as  Dr.  Merritt’s  or  Dr.  Reed’s  which  are  for  experts  in  certain 
fields. 

Senator  Magnuson.  All  right,  you  have  so  many  in  your  organiza- 
tion. How  many  people  do  you  have,  for  instance,  in  one  of  the  grants? 

How  many  people  would  you  have  ? 

Dr.  Merritt.  We  have  approximately  15  in  our  training  grant.  Not 
all  of  them  are  paid  by  the  grants,  but  some  by  us. 

Senator  Magnuson.  How  many  ? 

Dr.  Merritt.  About  half. 

Senator  Magnuson.  About  half.  Who  decides  who  is  paid  by  the 
Government  or  paid  by  you  or  by  the  school  ? 

Dr.  Merritt.  We  have  a certain  number  allowed  us  by  the  hospital 
and  school  and  this  enables  us  to  put  on  an  equal  amount  so  we  can 
train  j ust  twice  as  many. 

The  vast  majority  of  them  go  back  to  the  teaching.  In  my  program 
in  New  York,  which  has  been  going  about  10  years,  every  program  we 
have  had  has  gone  into  other  schools  and  about  30  of  them  are  chair- 
men of  departments. 

Senator  Magnuson.  Is  there  a place  for  them  all  ? 

Dr.  Merritt.  Yes. 

Senator  Magnuson.  Or  is  there  a bigger  demand  than  their  appeal  ? 

Dr.  Merritt.  There  is  a much  bigger  demand  for  teachers  than  w^e 
can  supply  and  the  demand  for  practitioners  is  just  not  nearly  met. 

Senator  Magnuson.  Wliat  about  the  training  program  underneath  ? 
Do  you  have  some  undergraduates  that  might  come  in  ? 

Dr.  Merritt.  Yes. 

Senator  Magnuson.  Do  what,  laboratory  technicians  or  laboratory 
work  ? 

Dr.  Merritt.  We  have  laboratory  technicians,  but  not  paid  from 
the  grants,  but  by  the  scliool. 

Senator  Magnuson.  But  this  would  be  a place  where  they  could  get 
some  training  ? 

Dr.  Merritt.  Yes. 

Senator  Magnuson.  Because  the  demand  for  the  so-called  auxiliaries 
in  the  whole  field  is  even  greater  than  some  of  the  professionals? 

Dr.  Merritt.  We  have  more,  we  have  about  20  programs  for  training 
of  auxiliary  medical  personnel  in  our  school. 
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Nursing  aides,  for  instance,  technicians  for  X-ray,  technicians  for 
blood  studies  and  specialty  types  of  technicians,  various  types. 

Senator  Magnuson.  We  have  no  figures  on  how  many  go  into  teax^h- 
ing,  but  I imagine  the  Institute  could  furnish  that.  They  must  keep 
track  of  it. 

Dr.  Bucy.  They  do  have  it. 

Senator  Magnuson.  Yes,  we  will  ask  them. 

Now,  on  page  4,  you  make  an  interesting  comment,  you  say  “Any 
one  who  tells  me  that  a reduction  in  the  budget  of  NINDS  of  $3,600,000 
‘is  of  little  consequence’  is  saying,  ‘We  are  very  concerned  about  those 
diseases  which  -are  going  to  kill  our  old  people’  ” — cancer  and  heart 
you  are  talking  about,  I suppose  ? 

Dr.  Bucy.  That  is  correct. 

Senator  Magnuson.  But  the  diseases  of  our  children  are  of  little 
consequence  ? 

Dr.  Bucy.  That  is  right. 

Senator  Magnuson.  Who  says  that  ? 

Dr.  Bucy.  Me.  The  other  statement  “is  of  little  consequence,”  how- 
ever, was  made  to  me  in  a letter  which  we  have  from  HEW. 

Senator  Magxuson.  I read  that  part  of  it. 

Dr.  Bucy.  The  Neurological  Institute,  sir,  is  concerned  with  pri- 
marily these  things. 

Senator  Magnuson.  I know  what  it  is  concerned  with,  but  I am 
saying  I don’t  think  that  impression  should  get  abroad.  If  we  are 
going  to  start  to  get  into  priority  fights  on  medical  research  here, 
we  are  all  in  trouble. 

Dr.  Bucy.  Bight,  sir.  This  is  exactly  where  the  Institute  is  finding 
itself  because  funds  have  been  taken  from  it  for  the  other  Institutes. 

Senator  Magnuson.  Well,  they  have  their  little  arguments  out 
there  and  Congress  has  to  take  the  word  of  people  who  know  some- 
thing about  this.  I am  no  expert  on  whether  or  not  one  institute 
should  get  more  than  another. 

The  only  thing  I have  to  be  an  expert  on  is  how  much  can  the  coun- 
try afford  for  the  overall  program  and  the  priorities  have  to  be  estab- 
lished by  the  people  who  should  know. 

It  fans  a lot  of  feuds  about  it,  but  I don’t  like  to  see  any  of  these 
11  or  12  institutes  get  into  an  argument  with  one  another  about  funds. 

I w’ant  for  them  to  fight  for  their  funds,  for  their  place  in  the  sun, 
but  not  to  suggest  that  you  are  taking  it  away  from  one  to  give  it  to  the 
other. 

If  that  is  being  done,  the  committee  is  going  to  do  what  they  can  to 
stop  it.  We  have  to  take  these  things  as  they  come  along  and  I suppose 
you  have  this  situation,  you  gentlemen  would  agree  with  me  that 
once  in  a while  in  research  you  get  excited  about  something  you  dis- 
cover in  one  field  and  you  say  “let’s  push  that.” 

Dr.  Bucy.  Correct. 

Senator  Magnusox".  Then  in  the  other  field  maybe  the  activity  has 
subsided  a little.  The  real  problem  I think  with  the  Institute  is  that 
when  you  find  out  something  in  January  in  your  field,  that  you  ought 
to  pursue,  that  is,  there  ought  to  be  money  there  available  so  they  won’t 
have  to  wait  for  July  to  come  around. 

Well,  last  January  say  we  found  out  something  but  we  didn’t  have 
money  to  get  at  it  and  now  we  are  asking  for  something.  This  is  the 
real  problem. 
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We  have  witnesses  here  for  every  Institute  for  every  phase  and  the 
all  want  more  money  for  tlieir  paiticular  thing.  Somebody  has  to 
be  sort  of  evaluating  these  things. 

If  I had  my  pei-sonal  way,  I would  give  them  all  they  would  want, 
but  tliat  is  not  the  way  it  operates,  not  all  they  would  want,  but 
pretty  substantially  more,  which  we  have  been  doing  for  years  on  this 
subcommittee. 

So  I am  hopeful  that  there  won’t  be  any  impression  here  when  we 
look  at  your  item  that  we  are  not  going  to  do  what  we  think  and 
what  you  think  or  what  the  j>eople  think  should  be  done,  because 
we  have  done  some  more  for  another  institute  or  taken  one  away  from 
the  other. 

Dr.  Bucy.  This  was  the  appropriation  which  was  made  by  Con- 
gress for  this  Institute. 

Senator  Magnuson.  Yes;  to  begin  this? 

Dr.  Bucy.  To  begin  with,  yes;  and  it  was  taken  from  that  NINDS 
appropriation  and  transferred  to  others.  This  is  part  of  our  problem. 

Senator  Magnuson.  Well,  that  is  the  Budget  Bureau  that  does  that. 
I guess,  in  all  fairness,  they  have  to  look  at  the  whole  overall  budget, 
too. 

We  just  got  through,  as  you  know,  the  argument  of  whether  we 
should  have  a crash  program  on  one  thing. 

Dr.  Bucy.  Yes,  sir. 

Senator  Magnuson.  Go  into  that  and  spend  your  resources  more 
in  that  field  and  that  would  take  away  from  some  of  the  rest  of  them, 
it  is  bound  to. 

Dr.  Bucy.  Yes,  sir. 

Senator  Magnuson.  So  it  is  a little  difficult  to  handle.  I look  at 
this  over  the  years,  and  I established  the  Cancer  Institute  in  1938, 
and  that  was  the  only  one.  We  got  the  big  sum  of  $1  million  to  start 
it. 

Mrs.  Wilson  gave  us  all  of  the  land  where  the  institute  is  now, 
otherwise  we  could  never  have  gotten  off  the  ground. 

Yow  we  get  up  into  big  sums  and  the  point  I am  trying  to  make 
is  this : I hope  you  dedicated  people  in  your  own  phase  of  this  matter 
don’t  get  in  a priority  feud  with  the  other  people. 

Dr.  Bucy.  The  last  thing  we  would  want  to  suggest  is  we  are  op- 
posed to  adequate  appropriations  for  any  of  them. 

Senator  Magnuson.  Yes. 

Dr.  Bucy.  By  no  means. 

Senator  Magnuson.  I don’t  think,  when  they  took  away  what  you 
have  listed  here  and  put  it  into  another  place,  they  should  not  have 
done  that  because  it  violates  what  Congress  wanted  to  do,  too. 

Dr.  Bucy.  The  same  is  true  of  the  budget  for  next  year.  This  in- 
stitute has  been  recommended  for  even  a further  cut  over  what  it  had 
last  year,  even  over  what  the  Pi'esident's  budget  was  last  year. 

Senator  Magnuson,  On  yoiii’  last  item — the  29  on  direct  operations 
suggested  over  and  above  what  is  in  the  budget  ? 

Dr.  Bucy.  Yo,  sir,  that  the  budget  also  contains  figures  for  direct 
operations,  but  I,  sir,  don’t  have  the  breakdown  of  that  with  me,  of 
the  President’s  budget  in  these  various  areas. 

Senator  Magnuson.  You  say  “research  intramural,”  $11.2  million, 
and  laboratory  research  is  $11.4  million  ? 
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Dr.  Bucy.  Correct. 

Senator  Magnuson.  And  that  adds  np  to  $29  million  and  is  it  over 
and  above  what  the  budget  has  suggested?  We  will  find  out. 

Dr.  Bucy.  No,  Mr.  Chairman,  the  budget  includes  figures. 

Senator  Magnuscn.  These  are  higher  than  the  budget  ? 

Dr.  Bucy.  These  are  higher. 

Senator  Magnusox.  But  the  $29  million  is  the  inclusive  figure? 

Dr.  Bucy.  Yes,  sir. 

Senator  Mag^s^usox.  And  the  training  grants,  the  $25  million  gives 
you  this  situation : well,  the  big  amount  of  $85  million  on  research 
projects,  what  does  it  go  for?  Does  it  go  for  salaries? 

Dr.  Bucy.  Sir,  it  goes  for  many  things.  I would  say  the  smallest 
part  goes  for  salary. 

Senator  Magnuson.  Hardware  ? 

Mr.  Bucy.  Hardware  and  technicians  to  care  for  animals,  the  ani- 
mals themselves,  supplies,  and  equipment,  yes,  sir. 

Senator  Magnuson'.  What  is  necessary  to  put  the  whole  project 
together  ? 

Dr.  Bucy.  Salaries,  for  the  most  part,  particularly  the  professional 
personnel,  are  paid  for  by  the  medical  schools  and  hospitals  and  that 
would  be  true  at  Columbia,  wouldn't  it  ? 

Dr.  Merritt.  Yes. 

Senator  Magnuson.  Now,  last  year,  you  remember  we  had  consider- 
able testimony  on  mongolism. 

Dr.  Bucy.  Yes,  sir. 

Senator  Magnuson.  'What  progress  are  we  making  ? 

Dr.  Bucy.  'We  are  making  a great  deal  and  this  is  what  Senator 
Cotton  Avas  talking  about,  a genetics  disorder,  and  in  that  field,  and 
this  has  been  made  by  NINDS,  by  research,  in  the  field  of  Tay-Sachs 
disease,  also  called  amiotic  family  idiocy,  it  can  now  be  prei^ented  so 
Ave  should  haA^e  no  more  patients  Avith  that  disease. 

It  ought  to  be  Aviped  out  just  as  much  as  infantile  paralysis  has  been 
Aviped  out. 

Mongolism  is  a similar  disorder,  a genetics  disorder  and  it,  too,  is 
not  as  easy  to  Avipe  out  as  the  amiotic  family  idiocy,  but  can  be  Aviped 
out  by  the  neAv  techniques  developed  in  genetics. 

Senator  Magnuson.  I thoroughly  agree  Avith  you,  I don’t  think  Ave 
haA^e  done  enough  in  the  Avhole  relationship  to  the  spinal  cord  fields, 
and  Ave  have  very  feAv,  Ave  don’t  have  any  neAv  center  involved  here 
at  all. 

Dr.  Bucy.  The  centers  we  are  talking  about  here.  Senator,  do  not 
exist  any  place  in  the  Avorld.  These  are  the  research  centers  and  they 
do  not  eixst  anyAAdiere. 

This  is  Avhat  Avill  noAv  be  established  and  the  plan  of  the  Institute  is 
to  establish  at  the  beginning  at  least  four  of  tliese  scattered  through- 
out the  country. 

Senator  Magnuson.  Yes.  We  couldn’t  do  this  Avithout  this  extra 
amount  ? 

Dr.  Bucy.  No,  sir.  Absolutely  impossible. 

Senator  Magxtjson.  All  right,  I thank  you  very  much. 

I have  no  other  questions. 

Do  you  have  anything  you  Avant  to  add  ? 
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Mr.  Caniff.  My  particular  interest,  sir,  is  spinal  cord  injury  and 
paraplegia. 

I happen  to  represent  the  first  wave  of  survivors  of  this.  Before 
World  War  II,  it  was  not  a problem,  paraplegia,  because  the  indi- 
vidual so  injured  didn’t  survive  more  than  a few  weeks  or  few  months, 
and  we  are  concerned  in  the  National  Paraplegic  Foundation  with 
support  of  the  proposal  that  Dr.  Bucy  has  made  for  the  establishment 
of  these  two  spinal  cord  injury  centers,  and  in  addition  through  the 
social  and  rehabilitation  service  there  has  been  established  what  must 
be  the  ultimate  answer  to  providing  appropriate  care  which  is,  as  Dr. 
Bucy  has  said,  not  available,  and  even  applying  current  knowledge, 
and  that  is  regional  systems  for  serving  the  spinal  cord  injured  from 
the  point  of  injury  through  the  rest  of  his  life  because  it  is  a lifetime 
kind  of  disability. 

Our  foundation  does  support  the  research  and  demonstration  ap- 
propriation in  the  amount  of  $7  million  to  the  social  and  rehabilitation 
service,  and  we  would  strongly  support  the  request  that  $1.5  million 
of  that  in  fiscal  year  1972  be  available  for  the  establishment  of  two 
additional  such  regional  systems,  as  have  been  already  initially  de- 
veloped and  as  demonstration  projects. 

This  is  the  only  way  we  are  going  to  be  able  to  provide  any  kind 
of  care  that  will  let  us  do  something  more  than  survive.  A spinal  cord 
injury  is  the  kind  of  problem,  that,  in  terms  of  survivorship,  is  in- 
creasing. 

From  the  Army  Surgeon  General’s  record  in  World  War  II  there 
were  approximately  3 percent  of  the  total  wounded  Army  person- 
nel separated  for  disability  because  of  paralysis  of  the  extremities 
and  in  the  Korean  war  it  went  up  almost  to  7 percent  and  in  Viet- 
nam, since  1967,  25  percent  of  the  Army  wounded,  discharged  for  dis- 
ability were  because  of  paralysis  to  the  extremities. 

The  same  kind  of  increase  in  incidence  of  this  problem,  I think, 
is  relatively  closely  transferable  to  the  civilian  population.  We  have 
to  develop  a system  to  help  these  people,  not  only  to  survive,  but  to 
live  with  some  opportunity  for  dignity  in  self. 

Senator  Magnuson.  Now,  of  interest  to  you  people,  in  the  Senate 
report  in  this  field,  in  1971,  we  expressed,  and  these  are  our  words,  a 
strong  desire  to  see  an  expanded  effort  in  stroke  research,  particularly 
stroke  clinical  research  center  programs. 

What  happened  was  the  Institute  increased  the  number  of  project 
grants  investigating  strokes  but  did  not  do  an^dhing  about  the  stroke 
centers,  they  didn’t  expand  them. 

On  the  other  matter,  it  says:  The  committee  feds  that  six  addi- 
tional pilot  centers  on  spinal  cord  injury  were  necessary  in  an  effort  to 
focus  research  expertise  on  this  problem. 

The  Institute  plans  to  fund  the  additional  spinal  cord  centers  in 
1971  and  anticipates  selecting  two. 

Dr.  Bucy.  The  anticipation  now’  is  to  select  four,  sir. 

Senator  Magnuson.  Well,  they  have  come  up  a little  bit,  is  that 
right  ? 

Dr.  Bucy.  Yes,  sir. 

Senator  Magnuson.  With  the  1972  budget  ? 

Dr.  Bucy.  The  planning  grants  which  you  refer  to  there  are  coming 
out  of  the  1971  budget. 
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Senator  MxVgnuson.  Well,  what  do  they  tell  you  about  expansion  of 
these  centers  under  the  1972  budget  ? 

Dr.  Bucy.  That  is  what  we  are  asking  these  funds  for. 

Senator  Magnuson.  Would  they  have  to  have  the  extra  funds  ? 

Dr.  Bucy.  Yes,  sir. 

Senator  Magnuson.  Thank  you  very  much.  I appreciate  your 
coming. 

Dr.  Bucy.  I wonder,  sir,  we  have  talked  largely  about  neurologi- 
cal matters.  I wonder  could  Dr.  Keed  say  something  about  otolaryn- 
gology? 

Senator  Magnuson.  Yes. 

Dr.  Keed.  To  go  back  to  the  training,  I want  to  emphasize  that  be- 
cause this  is  tihe  place  in  the  Institute  that  it  is  hurting  worst,  and  really 
there  is  where  Ave  need  the  most  progress,  because  Ave  are  Avell  aware 
of  the  great  attention  to  manpower  needs  in  medicine  in  general. 

I think  we  have  a concept  of  thinking  of  the  trainees  Who  come  from 
the  Institute  training  programs  in  various  places,  New  York  and  else- 
AVhere,  as  being  trainees  who  are  trained  to  do  research. 

I think  Ave  have  to  remember  that  most  of  these  trainees  really 
become  teacher  investigators.  They  are  doing  researdh,  but  also  teach- 
ing, probably  with  their  main  commitment  being  to  teaching.  These 
people  are  not  just  teaching  specialists,  ear,  nose  and  throat  people,  or 
neurologists,  not  just  teaching  the  teachers  of  the  future,  but  these 
are  the  same  people  that  make  up  the  academic  departments  Avho  are 
teaching  the  medical  students  and  teaching  the  family  practitioners 
who  are  out  in  the  forefront  in  people  care  on  many  of  our  problems. 

I think  Ave  haA^e  to  recognize  that  the  training  moneys  that  Ave  need 
so  badly  do  many  jobs  and  not  just  plain  research. 

Senator  Magnuson.  One  last  question.  There  is  an  advisory  council? 

Dr.  Bucy.  Yes. 

Senator  Magnuson.  Are  some  of  you  members  of  it  ? 

Dr.  Bucy.  I liave  been.  I think  none  of  us  are  members  now. 

Dr.  Reed,  you  are  not  ? 

Dr.  Keed.  No. 

Dr.  Bucy.  No  ; Dr.  Merritt  had  been  chairman  of  the  adAusory  coun- 
cil at  the  time  I Avas  a member  of  it. 

Senator  Magnuson.  But  they  hav^e  a neAv  set  of  people? 

Dr.  Bucy.  They  change  every  4 yeare  and  e\xry  2 years  Ave  get  four 
more.  There  are  12  members  of  the  advisory  council  and  six  are  spe- 
cialists in  the  field  and  six  are  so-called  laymen,  but  are  laymen  who  are 
informed  and  interested  in  the  area. 

Senator  Magnuson.  All  right.  Thank  you  very  much.  I appreciate 
it.  To  save  time,  Ave  will  put  each  of  your  statements  in  the  record 
in  full. 

Dr.  Bucy.  Thank  you,  sir,  for  hearing  us. 

(The  statements  folio av  :) 
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Paul  C.  Bucy,  M.  D. 

NATIONAL  COMMITTEE  FOR  RESEARCH  IN  NEUROLOGICAL  DISORDERS 

Paul  C.  Bucy,  Chairman 
251  East  Chicago  Ave.,  Suite  1230 
Chicago,  Illinois  60611 

Gentlemen: 

The  opportunity  to  appear  "before  you  to  testify  as  to  the  needs  of  the 
National  Institute  of  Neurological  Diseases  and  Stroke  is  greatly  appreciated. 

Those  organizations  which  I represent,  are  the  various  voluntary  health  agencies 
concerned  with  the  prevention,  cure  and  treatment  of  neurological  and  communicative 
disorders.  They  are  more  distur"bed  at  this  time  with  the  limitations  which  have 
"been  placed  upon  the  programs  of  this  Institute  than  they  have  keen  for  many 
years.  It  is  almost  un"believa"ble  that  this  Institute  which  has  accomplished  so 
much  in  the  less  than  20  years  that  it  has  heen  in  operation  should  find  itself 
so  severely  handicapped  and  its  programs  so  threatened  as  they  are  at  this  time. 

NINDS  has  completely  revitalized  neurology  and  otolaryngology  in  this  country. 
At  the  time  that  it  was  organized  neurology  was  almost  a dying  specialty.  It  was 
a diagnostic  and  prognostic  specialty  with  little  that  it  could  do  in  the  way  of 
treatment.  Most  of  our  medical  schools  had  no  department  of  neurology  and  many 
of  them  had  no  member  of  their  faculty  competent  to  teach  their  students  about 
neurological  diseases.  Today  practically  all  medical  schools,  except  those  recently 
created  or  in  the  process  of  being  organized,  have  teachers  in  this  inportant  field. 
AND  PRACTICJ^iLY  ALL  OF  THOSE  TEACHERS  HAVE  BEEN  TRAINED  IN  THE  PROGRAMS  SUPPORTED 
BY  NINDS.  In  addition,  the  research  programs  developed  in  projects  supported  by 
NINDS  have  provided  these  teachers  and  other  specialists  in  neurology  with  new 
means  of  prevention  and  treatment.  As  a result  of  research  conducted  with  the 
support  of  f-unds  from  NINDS  L-Dopa  for  the  treatment  of  Parkinson' s Disease  has 
been  developed  and  the  research  related  to  the  development  of  L-Dopa  has  stimulated 
an  entire  new  area  of  research  in  the  field  of  nexiro-transmitters  which  promises 
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much  for  the  understanding  and  treatment  of  other  diseases  in  the  future.  The 
tragic  consequences  of  German  measles  in  the  pregnant  mother  can  now  he  prevented 
as  the  result  of  research  supported  hy  NINDS.  Tay -Sachs  disease,  a condition 
which  is  associated  with  blindness,  idiocy,  rapid  deterioration  and  death  of  very 
young  children,  can  nov/  he  prevented,  and  susceptible  mothers  can  he  assured  that 
their  babies  yet  to  be  borne  will  not  suffer  from  this  disease.  As  a result  of 
the  studies  which  led  to  the  elimination  of  Tay-Sachs  disease  it  Vifill  shortly  be 
possible  to  prevent  the  occircrence  of  mongolian  idiocy  in  most  cases.  Metastatic 
chorio-carcinoma  of  the  brain  which  usually  affects  young  women  can  now  be  cured 
as  the  result  of  studies  conducted  in  part  by  support  from  NINDS.  New  and  better 
treatments  for  epilepsy  and  for  myasthenia  gravis  have  been  developed.  And  there 
have  been  many  other  accomplishments  which  can  be  directly  attributed  to  the  support 
of  NINDS.  However,  there  is  still  nrach  to  be  done. 

Many  of  the  congenital  diseases  and  deformities  of  the  nervous . system  which 
paralyze  and  disable  so  many  of  our  children  are  still  poorly  londerstood.  Injur jies 
to  the  brain  and  spinal  cord  can  not  and  are  not  at  this  time  being  adequately 
treated  because  of  imperfect  bnoY/ledge  and  the  lack  of  proper  facilities.  Itotiple  - 
sclerosis,  Huntington's  disease,  amyotrophic  lateral  sclerosis,  many  tumors  of  the 
brain,  muscular  dystrophy  and  many  other  disorders,  are  still  crying  out  for  better 
\mderstanding  and  treatment. 

In  the  field  of  Otolaryngology  NINDS  can  also  taJ£e  great  pride  in  its 
accomplishments.  When  this  institute  began  operation  otolaryngology,  like  neurology, 
v/as  a dying  medical  specialty.  The  development  of  antibiotics  had  removed  the  need 
for  most  of  the  operations  upon  mastoids  and  the  sinuses  which  had  been  the  principal 
activity  of  otolaryngologists.  Since  the  creation  of  NINDS  they  have  become  able  to 
cm’e  many  patients  of  deafness,  and  cancer  of  the  larynx  has  become  a ctu?able 
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condition  in  many  instances.  However,  Dr.  George  Reed  of  the  Medical  School  at 
Syracuse  is  mor?  familiar  with  this  field  than  I am  and  I shall  leave  him  to  tell 
you  of  the  needs  of  NINDS  in  the  communicative  disorders. 

We  are  particularly  disturbed  about  the  inadequate  appropriations  for  NINDS 
because  that  Institute  has  been  so  strikingly  singled  out  for  discrimination  in 
the  past  and  particularly  in  FY  1971.  This  has  been  denied  but  the  facts  indicate 
otherwise.  $2,305,0.00  of  the  funds  appropriated  by  Congress  fcr NINDS  were  taken 
away  from  that  Institute  and  given  to  other  agencies  of  the  government.  The 
amounts  are  as  follows: 


St.  Elizabeth's  Hospital  $26,000 

Biological  Standards  $308,000 

National  Cancer  Institute  $1,879,000 

National  Institute  of  Child  Health  & $62,000 

Human  Development 

John  E.  Fogarty  Center  $30.000 


Total  $2,305,000 


The  Department  of  HEW  has  said  to  me  that  they  did  not  really  take  this  money 
away  from  NINDS  because  even  though  Congress  appropriated  it  they  vrere  not  going 
to  release  it  for  use  by  NINDS.  Or  to  quote  them  directly,  "However,  given  that 
$3,600,000  was  not  released  for  expenditure,,  its  subsequent  use  for  pay  increase 
costs  is  of  little  consequence" . It  is  also  significant  that  the  money  taken 
from  NINDS  was  given  largely  to  the  National  Cancer  Institute  which  already  had 
had  a very  large  increase  in  appropriations  over  previous  years,  and  is  now  recom- 
mended for  even  more. 

The  res\ilts  of  the  inadequate  support  of  NINDS  have  been  disastrous.  During 
this  past  year  (FY  1971)  25  training  programs  formerly  supported  by  NINDS  have 
been  discontinued,  40  new  programs,  which  had  been  approved  by  the  various  review 
coraiaittees  and  the  Advisoiy  Council,  were  not  supported,  and  all  programs  which 
were  supported  had  their  funds  cut  15^. 
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V/hat  has  heen  said  thus  far  is  in  the  past.  What  we  are  now  concerned  with  is 
the  future  — the  appropriation  for  FY  1972.  The  President's  budget  recommends 
that  NINDS  have  its  funds  cut  to  $95,496,000  for  1972,  a reduction  of  $3,523,000 
below  the  funds  available  to  NINDS  in  1971,  and  $10,000,000  below  the  amount 
appropriated  by  Congress.  It  is  noteworthy  that  NINDS  is  the  only  Institute,  other 
than  the  Institute  of  General  Medical  Sciences,  to  be  recommended  for  a reduction. 

All  other  institutes 'have  been  recommended  for  increased  appropriations.  This  can 
hardly  be  interpreted  as  anything  but  discrimination  against  NINDS  and  as  having 
very  little  concern  for  those  disorders  which  cripple  and  disable  our  children  and 
young  people.  Neither  I nor  any  other  thoughtful  person  would  want  to  be  misinter- 
preted as  opposing  support  for  research  in  cancer  or  heart  disease.  But  I,  for  one, 
would  not  go  before  the  mothers  and  fathers  of  this  country  and  try  to  defend 
supporting  research  and  training  for  those  diseases  which  threaten  older  people,  like 
nyself  and  the  members  of  the  Administration  and  the  Congress,  v/hile  denying  com- 
parable support  for  research  in  those  diseases  \Yhich  cripple  and  disable  our  children 
and  young  people.  NINDS  is  concerned  in  large  measure  with  such  diseases  — epilepsy 
cerebral  palsy,  mongolian  idiocy,  deaf -mutism,  muscular  dystrophy,  multiple  sclerosis 
paralysis  from  injury  to  the  spinal  cord,  hydrocephalus,  spina  bifida,  amaurotic 
family  idiocy,  etc.,  etc.  Any  one  who  tells  me  that  a reduction  in  the  budget  of 
NINDS  of  $3,600,000  dollars  "is  of  little  consequence"  is  saying,  "We  are  very 
concerned  about  those  diseases  which  are  going  to  kill  our  old  peonle.  but  the 
diseases  of  our  children  are  of  little  consequence!" 

All  of  us  are  concerned  with  human  suffering.  We  are  also  concerned  with  the 
financial  stability  of  our  coimtry.  In  our  presentation  here  we  are  concerned  with 
saving  money.  No  one  can  be  so  blind  that  he  fails  to  recognize  the  billions  of 
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dollars  which  the  elimination  of  infantile  paralysis  has  meant  to  this  country.  The 
recent  studies  supported  hy  NINDS  which  have  made  it  possible  to  abolish  amaurotic 
family  idiocy  (Taj'' -Sachs  disease)  will  also  result  iu  the  saving  of  millions.  The 
same  will  be  true  of  mongolism . £he  young  victims  of  these  disorders  form  a large 
part  of  the  population  in  o\ir  public  institutions  for  the  mentally  retarded.  These 
institutions  will  be  greatly  reduced  in  size  as  a result  of  these  research  successes 
Who  v/ould  not  like  to  see  them  reduced  or  disappear  just  as  the  hospital  wards  once 
devoted  to  the  care  of  those  with  infantile  paralysis  and  tuberculosis  have  dis- 
appeared? It  has  been  reliably  estimated  by  insiirance  companies  with  extensive 
experience  in  paying  for  the  care  of  paraplegics  that  it  costs  $900,000  to  provide 
car^  d-uring  his  lifetime,  for  one  young  man  paralyzed  by  injury  to  his  spinal  cord. 

There  are  between  5,000  and  10,000  young  people  paralyzed  each  year  by  such  injuries 
T 

here  are  approximately  125,000  people  in  the  United  States  today  who  have  been 
paralyzed  in  this  manner.  The  cost  of  their  care  reaches  the  almost  unbelievable 
figure  of  more  than  $112,500,000,000.  At  the  present  tune  we  can  prevent  paralysis 
from  spinal  cord  injury  in  animals.  There  is  every  reason  to  believe  that  we  can 
similarly  prevent  or  in^rove  paralysis  in  man  if  the  opportunity  to  do  so  is  made 
available . 

To  accomplish  what  is  so  badly  needed  we  must  have  research  and  funds  for 
research.  Yet  in  the  letter  from  HEV/  of  June  3,  1971  I am  told,  "the  budget  for 
research  grants  for  NINDS  also  reflects  sornn  reduction  x x x but  we  do  not  consider 
a reduction  of  $1.5  million  in  a $58  million  program  as  manifesting  a change  in 
the  priority  assigned  to  this  Institute' s research  program."  Gentlemen,  I dq  and 
I do  not  see  how  it  can  be  otherv/ise  interpreted.  It  should  be  pointed  out  that 
such  figures  completely  ignore  the  10%  increase  in  costs  which  are  occurring  every 
year.  It  is  obvious  that  we  are  not  dealing  with  a reduction  of  only  $1.5  million 
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in  the  research  budget  for  NINDS,  but  one  of  $1.5  + $5.8  or  $7,300,000. 

In  this  same  letter  of  June  3rd  I am  also  told  that  "The  savings  that  accrued 
from  these  reductions  were  in  part  the  basis  for  other  increases  in  research  in 
dental  caries,  population  control  and  environmental  health  sciences."  If  this  is 
not  discrimination  against  NINDS,  what  is  it?  Important  as  cavities  in  teeth, 
the  size  of  our  popiilation,  and  our  air  and  drinhing  water  may  be,  I protest  that 
they  can  not  be  compared  to  the  in^sortance  of  paralysis,  epileptic  convulsions, 
or  mental  retardation  in  our  children. 

The  situation  in  NINDS  as  concerns  research  fiinds  is  serious.  Yet,  I am  told 
in  a letter  fromHEW  dated  December  16,  1970,  that  "we  haven' t the  funds  to  do  all 
that  is  necessary".  If  we  haven't,  we  should  have.  We  see  billions  of  dollars  spent 
by  the  Federal  Government  every  day  on  many  things  that  are  far  less  in^jortant  for  the 
welfare  of  the  people  of  the  Upited  States.  In  a letter  from  HEW  dated  April  14,  1971, 
I have  been  told  that  "approval  of  all  imfiinded  grant  applications  in  NINDS  is  not 
a practical  solution".  No  one  has  ever  asked  for  that.  We  ask  only  that  those 
applications  which  have  been  approved  after  passing  through  very  carefiil  screening 
be  funded.  In  that  same  letter  from  HEV/  it  is  acknowledgpi that  "only  a certain 
percentage  of  the  highest  priority  research  proposals,  as  judged  by  non-govemment 
experts  in  the  field,  have  been  funded" . As  a matter  of  fact,  if  an  approved 
application  does  not  achieve  a priority  rating  of  150  as  compared  with  the  highest 
possible  score  of  100  and  the  lowest  possible  score  of  500  it  will  not  be  fimded 
today.  No  one  asks  for  support  for  all  research  anplications.  only  for  those  which 
have  been  approved.  But  in  FY  1971  in  NINDS  there  were  $13,900,000  of  approved 
research  grants  that  were  not  funded.  And  it  is  estimated  that  under  the  President's 
budget  for  FY  1972  $18.7  million  of  a-pni-oved  research  grants  will  NOT  be  fimded 
this  year. 
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Even  those  research  projects  which  are  currently  being  supported  find  their 
support  being  reduced  constantly.  Only  this  past  week  a research  project  director 
was  called  by  the  staff  of  NINES  and  told  that  his  funds  for  salaries  were  being  re- 
duced by  65$.  How  does  such  a director  tell  the  young  man  working  in  his  laboratory 
that  he  is  going  to  have  to  pay  for  his  food  and  housing  with  6^  less  salary 
while  his  costs  are  rising  10^  each  year? 

The  National  Committee  for  Research  in  Neurological  Disorders  is  concerned 
with  adequate  support  for  all  of  the  activities  of  NINDS,  but  there  are  some  which 
appear  to  us  to  warrant  greater  stress  than  others.  These  are  Training,  the 
Perinatal  Project,  and  the  Acute  Spinal  Cord  Clinical  Research  Centers. 

As  noted  earlier  the  situation  with  regard  to  Training  is  partic\alarly  critical. 
The  training  programs  of  NINDS  do  three  things  — they  provide  teachers,  experts  in 
the  treatment  of  neurological  diseases,  and  investigators.  Usually  these  are  one 
and  the  same  man.  In  any  event,  the  impression  left  with  this  Subcommittee  last 
year  by  the  Secretary  of  HEW  that  these  were  only  training  programs  for  researchers 
is  inaccurate.  The  need  for  more  teachers  is  of  the  greatest  importance.  Pr:a,cti- 
cally  every  existing  medical  school  in  this  country  has  increased  its  enrollment 
of  medical  students  by  50^.  There  are  also  21  new  medical  schools  now  in  develop- 
nent.  More  medical  students  to  produce  more  doctors  are  inportant.  But  they  are 
not  inportant  if  they  are  inadequately  trained.  You  can  not  train  more  doctors 
without  more  teachers.  It  is  also  recognized  that  those  doctors  who  received 
their  medical  education  10,  20  or  30  years  ago,  also  need  to  be  taught.  They  need 
to  be  made  aware  of  the  jirogress  which  research  has  made.  They  musit  know  about 
new  techniques  in  diagnosis  and  new  means  of  treatment.  This  can  only  be  accom- 
plished with  teachers  and  experts  in  the  field  of  neurological  disorders  to  teach 
them.  It  is  all  very  well  to  talk  about  "improved  delivery  of  health  care",  about 
bringing  the  benefits  of  new  discoveries  to  the  people,  but  this  can  not  be  done 
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lay  decreasing  the  training  of  teachers  and  experts  in  the  field.  Yet  that  is  what 
we  are  doing!  In  1971  twenty-five  existing  training  -programs  were  discontinued. 

Forty  new  APPROVED  training  nrograms  could  not  he  sunnorted  and  all  nrograms  being 
supported  had  their  funds  cut 

The  President' s budget  recommends  that  the  appropriation  for  Training  Programs 
in  NINDS  he  REDUCED ^hy  $3,000,000  in  1972.  It  is  estimated  that  under  this  budget 
for  1972  $14,300,000  in  APPROVED  Training  Programs  will  NOT  be  funded.  And  that 
5255  of  approved  fellowships  and  traineeships  will  not  be  funded.  In  connection  with 
these  reductions  we  are  told  two  things  by  HEW  (letters  of  April  I4  and  June  3,  1971), 
1)  that  this  is  "an  effort  to  hold  back  on  these  kinds  of  programs  until  completion 
of  a con5>rehensive  NIH  study  designed  to  better  determine  future  manpower  needs", 
and  2)  that  these  f\mds  ($3,100,000)  are  being  transferred  from  the  training  programs 
of  NINDS  to  the  Bureau  of  Health  Manpower  Education  to  provide  more  efficient  admini- 
stration. We  are  also  told  that  "it  is  our  (HEW's)  intent  to  support  the  same 
number  of  research  trainees  in  1972  as  in  1971" . But  that  they  are  going  to  take 
away  the  costs  of  faculty  salaries.  In  6ther  words,  the  Training  Program  Directors 
are  expected  to  train  the  same  niamber  of  trainees  but  to  do  it  without  teachers. 

HEW  will  protest  that  this  is  not  the  case,  that  they  are  going  to  transfer  these 
funds  to  the  medical  schools  to  support  these  teachers.  This  can  only  represent 
an  appalling  lack  of  knowledge  about  the  operation  of  medical  schools.  Medical 
schools  have  seldom  been  interested  in  post-graduate  training.  Their  responsibility 
and  their  interest  has  been,  as  it  should  be,  in  the  -undergraduate  training  of 
medical  students.  Given  this  money  ($23  million  in  the  entire  NIH)  medical  schools 
will  understandably  use  it  for  their  pressing  needs  and  not  for  these  categorical 
training  programs.  Even  the  medical  schools  recognize  that  this  taking  of  $23 
million  out  of  one  pocket  and  putting  it  in  another  will  not  provide  medical  education 
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with  any  more  money.  The  American  Association  of  Medical  Colleges  in  their  testimony 
before  the  House  Subcommittee  on  June  10th  protested  this  transfer  as  "an  utterly 
misleading  device".  They  went  on  to  say  that  this  "transfer  is  clearly  to  reduce 
the  training  grant  programs  of  the  several  Institutes"  . And  asked,  "Where  are  the 
trained  investigators  going  to  come  from  xxx?  Where  are  the  new  faculty  members 
going  to  come  from  to  staff  the  nation' s efforts  to  expand  medical  education  and 
increase  the  supply  of  physicians  for  the  nation?  These  training  programs  are 
fundamental  to  those  national  pm'poses." 

Gentlemen,  this  reduction  in  our  training  programs  would  be  disastrous.  Instead 
an  increase  in  the  funds  for  the  training  programs  and  for  fellowships  and  trainee- 
ships  must  be  made  if  we  v/ho  are  responsible  for  improving  and  expanding  health  care 
are  to  do  our  job. 

The  PERINATAL  PRO® AM  is  another  of  the  activities  of  NINDS  which  is  of  great 
ing)ortance,  but  which  is  being  "shot-down"  by  HEW.  Earlier  I have  indicated  the 
importance  of  those  disorders  of  the  nervous  system  that  are  present  in  oun  children 
at  birth  — the  congenital  malformations  and  disorders.  Many  of  these  result  from 
drugs  taken  by  mothers  while  they  are  pregnant  and  from  diseases  which  they  suffer. 

In  an  effort  to  learn  which  of  the  drugs,  which  of  the  diseases  and  what  other 
factors  acting  upon  pregnant  mothers  are  responsible  the  Perinatal  Program  was 
developed.  Over  the  past  10  years  thousands  of  mothers  have  been  carefully  observed 
and  studied,  as  have  their  children.  Obviously  it  requires  years  of  repeated  obser- 
vation of  the  children  to  determine  whether  they  have  been  damaged  and  in  what  way. 
The  period  of  observation  is  now  approaching  its  end,  but  until  it  is  completed  the 
information  accumulated  can  not  be  analyzed  and  evaluated.  Yet  the  President's 
budget  proposes  that  we  stop  short  of  o\ir  goal.  That  the  accumulation  of  information 
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te  stopped  short  of  that  essential  to  the  study  and  that  the  data  obtained  not  he  fiilly 
analyzed.  This' would  he  an  inexcusable  waste  of  the  approximately  $100,000,000 
which  has  already  been  spent  on  this  very  worth  while  project.  The  proposed  reduction 
of  $2,100,000  in  the  budget  of  NINDS  for  the  perinatal  project  is  totally  unacceptable 
to  anyone  concerned  with  the  health  and  welfare  of  the  future  children  of  this  country. 

The  Acute  Spinal  Cord  Injury  Clinical  Research  Centers  provide  a happier  and 
more  optimistic  note*.  Last  year  you  provided  funds  for  planning  or  feasibility  grants 
to  study  the  possibility  of  developing  such  research  centers.  The  applications  for 
these  feasibility  grants  are  now  being  evaluated  and  the  grants  to  those  institutions 
v/ith  approved  applications  will  shortly  be  awarded.  NINDS  will  then  be  ready  to  move 
ahead  in  compliance  with  Congress' s directive  and  create  these  Spinal  Cord  Injury 
Research  Centers.  To  do  so  they  will  require  funds  specifically  designated  for  that 
purpose.  It  is  recommended  that  $5,000,000  be  provided  in  1972.  It  is  anticipated 
that  four  such  centers  will  be  created  and  that  they  will  require  $1,000,000  each 
annually.  The  other  $1,000,000  will  be  needed  to  support  other  research  in  spinal 
cord  Injury  which  is  planned  for  other  institutions  which  will  not  have  such  centers. 

It  must  be  recognized  that  acute  spinal  cord  injury  research  centers  do  not  exist 
any  place.  They  will  have  to  be  constructed  or  wherever  possible,  existing  space 
will  have  to  be  remodelled  and  renovated.  Because  of  this  need  it  is  important  that 
the  appropriations  for  this  purpose  be  so  made  that  greater  freedom  will  be  allowed 
to  use  these  moneys  for  construction  and  remodelling  than  is  usually  the  case. 

These  four  centers  will  be  national,  not  local,  centers.  It  is  not  to  be  expected 
that  local  institutions  or  local  political  agencies  will  provide  the  f;mds  for  these 
needs. 

The  National  Committee  for  Research  in  Neurological  Disorders  represents  all 
of  the  voluntary  health  agencies  (citizens  agencies)  interested  in  neurological 
and  communicative  disorders.  It  recommends  that  the  Congress  make  the  follovang 
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appropriation  for  NINDS  for  FY  1972: 


Greints 


Research  Projects 
Fellowships 
Training  Grants 


$85,000,000 
5, 000, 000 
25.000.000 


Suh -total 


$115,000,000 


Direct  Operations 


Research  (intramural) 

Collaborative  Research  & Development 
Biometry,  Epidemiology  & Field  Studies 
Training 

Review  & Approval 
Program  Direction 


$ 11,200,000 
11,400,000 

3.500.000 
—0— 

2.300.000 
600.000 


Grand  Total 


Sub -Total 


$ 29,000,000 
$1A4.000.000 


The  appropriation  of  this  amount  will  only  enable  the  National  Institute  of 
Nevirological  Diseases  and  Stroke  to  Pond  those  applications  for  Training  and 
Research  which  are  approved  and  to  continue  those  projects  now  under  way.  This  is  not  a 
request  for  money  to  undertake  nev/  ventur.es,  desirable  as  that  might  be.  Failiire  to 
appropriate  adequate  funds  will  have  sad  consequences.  Already  trained  men  are 
leaving  research  and  teaching  because  they  can  not  be  supported  and  are  discouraged 
by  the  attitude  of  the  Federal  Government.  Sufficient  new  men  to  replace  them  are 
not  and  can  not  be  trained,  under  the  existing  policy.  The  cost  of  continuing  the 
present  policy  in  terms  of  the  health  and  welfare  of  our  people  and  in  terms  ' r 
of  dollars  which  will  have  to  be  needlessly  spent  for  the  care  of  the  paralyzed  and 
disabled  is  almost  incalculable. 
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STATEMENT  BY  GEORGE  F.  REED,  M.D. 

Mr.  Chairman  and  members  of  the  Committee,  I am  George  F.  Reed,  M.D., 
Professor  and  Chairman  of  the  Department  of  Otolaryngology,  State 
University  of  New  York,  Upstate  Medical  Center,  Syracuse,  New  York; 
Secretary  for  Continuing  Education  in  Otolaryngology,  the  American 
Academy  of  Ophthalmology  and  Otolaryngology;  a Director  of  the 
American  Board  of  Otolaryngology  and  Chairman  of  its  Examination 
Committee;  Delegate  for  Otolaryngology  to  the  House  of  Delegates  of 
the  American  Medical  Association;  Member  of  the  Board  of  Directors, 
American  Council  of  Otolaryngology. 

I appear  before  you  in  behalf  of  the  National  Committee  for  Research 
in  Neurological  Disorders,  representing  the  fields  of  Otolaryngology 
and  Communicative  Disorders.  In  this  capacity,  I wish  to  state  that 
I fully  subscribe  to  the  proposed  Citizens'  Budget  for  the  National 
Institute  of  Neurological  Diseases  and  Stroke  for  FY  1972.  I also  hope 
to  impress  upon  you  the  dire  need  for  appropriation  of  at  least  this 
amount  of  money  to  allow  those  of  us  who  are  responsible  for  the 
delivery  of  health  care  in  this  area  to  carry  out  our  responsibilities. 

As  a physician  and  educator  who  is  greatly  concerned  not  only  with 
the  need  for  specialists  and  teacher- investigators  in  my  own  field  but 
also  the  needs  of  supplying  adequate  health  manpower  to  the  nation. 
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allow  me  to  voice  my  concerns  relative  to  the  possibility  of  in- 
adequate funding  for  the  National  Institute  of  Neurological  Diseases 
and  Stroke.  I would  like  to  present  these  concerns  in  the  two  areas 
of  greatest  importance- -training  and  investigation. 

In  the  field  of  training,  we  face  a great  dilemma.  Our  government 
has  called  upon  us  to  increase  the  number  of  physicians  to  overcome 
a shortage  in  available  medical  manpower.  We  are  told  that  10,000 
specialists  in  the  field  of  Communicative  Disorders  will  be  needed  by 
1980.  We  agree  with  its  prognbstication  but  recognize  that,  at 
present,  we  have  only  half  that  number.  We  are  told  that,  by  1976,  to 
provide  proper  teaching  in  our  field  that  we  will  need  765  teacher- 
investigators.  At  the  present  time,  we  have  approximately  300.  In  a 
recent  poll  carried  out  among  our  professionals  across  the  country 
specializing  in  the  Communicative  Disorders,  we  found  that  one-third 
of  the  practicing  doctors  in  this  field  replied  that  there  were  in- 
adequate services  available  to  take  care  of  the  communicative 
problems  in  their  communities.  In  order  to  produce  adequate  numbers 
of  young  physicians  capable  of  handling  these  problems  both  as 
specialists  and  family  practitioners,  we  simply  must  have  continued 
expansion  of  training  and  supportative  research  facilities  if  we  are 
to  meet  these  demands. 

In  examining  the  record,  we  find  that  the  President's  budget  for  1972 
calls  for  a decrease  of  over  $3  million  for  training  in  the  National 
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Institute  of  Neurological  Diseases  and  Stroke.  We  are  told  that 
this  de-emphasis  of  training  is  on  the  basis  that  we  should  not  be 
training  more  "researchers"  knowing  that  there  will  not  be  funds 
available  for  them  to  carry  on  their  research  after  they  are  trained. 
This,  gentlemen,  is  an  extremely  dangerous  misunderstanding  of  the 
concept  of  training  in  our  field.  The  training  programs  of  the 
Institute  are  not  primarily  designed  to  train  researchers  but  rather 
to  train  teacher-investigators . It  is  extremely  important  to 
recognize  this  concept  of  an  academician  in  our  field  as  one  who  is 
skilled  and  trained  in  both  teaching  and  research.  Very  few  of  our 
trainees  go  into  full-time  research  positions.  By  far,  the  great 
majority  become  teacher-investigator  academicians.  It  is  also 
important  to  note  the  relationship  between  teaching  and  investigation 
in  the  field  of  medicine.  Certainly,  no  teacher  worth  his  salt  would 
be  content  to  merely  teach  old  facts  or  new  facts  and  information 
developed  by  someone  else.  His  intellectual  curiosity  in  most  instances 
demands  that  he  also  make  contributions  to  the  overall  fund  of 
knowledge  and,  as  part  of  his  academic  career,  must  have  the  oppor- 
tunity to  carry  on  clinical  or  basic  investigative  studies.  In  this 
light,  it  is  apparent  that  training  programs  in  our  field  are 
primarily  designed  not  to  produce  "researchers"  but  rather  teachers 
and  academicians  who  are  so  sorely  needed  to  solve  the  health  manpower 
needs  of  our  country. 
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Training  in  our  field  of  Otolaryngology  and  Communicative  Disorders 
is  especially  unique.  Our  communicative  disorder  scientists, 
audiologists  and  speech  pathologists  are  relatively  few  in  respect 
to  the  requirements  for  patient  care  and  community  needs. 
Otolaryngologists  as  specialists  have  heavy  surgical  and  clinical 
responsibilities.  Accordingly,  so  many  of  the  people  in  our  field 
are  absorbed  in  attempting  to  meet  the  community  and  national  needs 
that  relatively  few  are  willing  to  make  the  sacrifices  in  time, 
effort  and  income  to  become  academicians  and  man  the  academic  depart- 
ments in  our  training  institutions  to  provide  the  teaching  and 
investigative  efforts  so  sorely  needed. 

Special  incentives  and  support  are  necessary  to  develop  personnel 
necessary  to  build  academic  departments  for  dissemination  and 
development  of  knowledge  in  our  area.  During  the  past  ten  to  fifteen 
years,  with  the  support  of  NINDS,  we  have  been  able  to  make  signifi- 
cant progress  in  the  development  of  such  departments  throughout  the 
country,  despite  the  unique  problems  we  have  faced  in  developing 
teacher- investigators  in  our  field.  We  must  not  allow  this  impetus 
to  regress.  It  is  these  very  academic  departments  which  alone  have 
the  ability  and  capability  to  satisfy  the  health  manpower  needs  in 
the  field  of  Communicative  Disorders  and  Otolaryngology.  In  this 
regard,  it  is  important  to  recognize  that  high  level  academicians,  - 
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who  have  been  produced  by  NINDS  support,  function  not  only  as 
teachers  of  the  specialists  and  teachers  of  the  future  but,  more 
importantly,  as  teachers  of  all  physicians  and  communicative  scien- 
tists of  the  future,  not  only  in  their  basic  medical  school  education 
but  also  throughout  their  lives  in  the  field  of  continuing  education. 

Approximately  20  million  people  in  this  country  have  problems  in  the 
field  of  speech  and  hearing.  Many  surveys  have  indicated  that 
approximately  25%  of  all  problems  treated  by  the  family  practitioner 
fall  in  the  area  of  the  ear,  nose,  and  throat.  These  two  facts  alone 
give  an  indication  of  the  importance  of  our  area  of  interest  in  the 
overall  health  needs  of  the  nation.  The  training  programs  of  the  NINDS 
must  be  adequately  funded  to  continue  the  development  of  academicians 
and  academic  departments  to  provide  the  necessary  teaching  for 
specialists,  teachers  of  the  future,  medical  students,  and  all  practic- 
ing physicians.  These  academicians  are  essential  to  bring  to  other 
physicians  and  students  the  latest  and  most  modem  forms  of  therapy 
so  that  they,  in  turn,  can  carry  and  deliver  this  quality  care  to  the 
people. 

I would  now  like  to  turn  my  attention  to  the  problem  of  research,  or, 
as  I prefer  to  refer  to  it,  investigation.  I would  like  to  reiterate 
at  this  point  that,  when  speaking  of  research  and  training  for  research, 
I am  not  thinking  solely  of  the  full-time  "researcher”  but,  rather,  in 
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the  context  of  the  academician  or  teacher-investigator  who  is  so 
important  in  the  development  of  new  information  in  our  field.  In 
medicine,  in  general,  and,  especially,  in  our  field  of  Communicative 
Disorders  we  cannot  lie  dormant.  We  must  provide  new  knowledge  to 
help  solve  the  numerous  unanswered  problems  that  we  see  daily.  To 
accomplish  this,  we  must  have  the  financial  means  necessary  to  support 
the  investigative  efforts  of  both  full-time  people  working  in  this  area 
as  well  as  our  teacher-investigators. 

With  the  assistance  of  WINDS  and  other  agencies,  we  have  made  consider- 
able progress  in  recent  years.  We  have  developed  techniques  to 
restore  hearing  in  many  patients  who  would  be  doomed  to  a life  of 
deafness;  we  have  developed  techniques  to  remove  diseased  portions  of 
the  ear  and  replace  them  with  other  materials  to  save  hearing;  we 
have  learned  much  about  the  method  in  which  viruses  work  to  destroy 
hearing  in  the  fetus;  we  have  learned  methods  to  treat  adequately 
many  forms  of  cancer  of  the  nead  and  neck  and  saved  many  thousands  of 

people  who  would  have  otherwise  died  of  this  dread  disease;  we  have 
\ 

developed  techniques  which  allow  us  to  restore  normal  voice  in 
patients  with  paralysis  of  a vocal  cord;  we  have  learned  techniques 
which,  in  many  instances,  allow  us  to  preserve  portions  of  the 
larynx  for  vocal  purposes,  rather  than  having  to  remove  the  entire 
voice  box  as  previously.  I could  go  on  with  many  other  advances  that 
have  been  made  by  our  investigators  but  merely  mention  these  as  a few 
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to  indicate  that  the  funds  that  previously  have  been  allocated  to  research 
through  NINDS  have  certainly  not  been  wasted  or  ill-used. 

We  have  only  scratched  the  surface,  however,  in  our  efforts  and  the 
unsolved  problems  facing  us  at  present  are  myriad.  Allow  me  to  mention 
just  a few.  We  know  very  little  about  genetic  patterns  that  result  in 
hearing  loss  in  man  which,  if  understood,  could  offer  the  possibility  of 
controlling  much  deafness  in  the  future.  Otosclerosis,  a common  cause 
of  hearing  loss,  may  very  well  be  of  genetic  origin.  Indeed,  we  have 
surgical  procedures  to  help  the  hearing  loss  in  these  patients  but,  as 
yet,  investigative  activities  have  not  demonstrated  its  cause.  How 
much  better  to  be  able  to  have  the  knowledge  to  prevent  such  a disease 
rather  than  merely  struggle  against  the  end  product. 

We  know  very  little  about  the  biologic  effects  of  noise  on  the  human 
ear  and  the  human  personality  and  physiology.  This  subject  of  noise 
in  the  environment  has  received  considerable  attention  of  late  but 
really  only  at  a very  superficial  level.  We  make  efforts  to  decrease 
the  amount  of  extremely  loud  noise  from  various  sources;  we  caution 
people  to  wear  protective  ear  defenders  and  ear  muffs  in  the  presence 
of  loud  noise;  we  recognize  the  damaging  effect  to  hearing  of  factories 
superjets,  discotheque  music,  etc.  but,  indeed,  we  know  very  little 
about  the  basic  effect  of  noise  on  the  neural  end  organs  within  the  ear 
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and  the  central  nervous  pathways.  We  are  in  the  process  of  attempting 
to  set  standards  of  tolerable  noise  of  fairly  loud  intensity  over 
relatively  short  periods,  but  what  of  the  effect  of  impulse  noise  and 
long  exposure  to  low  frequency  and  low  intensity  noise?  It  is  not 
enough  to  merely  try  to  control  the  offending  agent.  We  must  have  a 
better  understanding  of  its  basic  biologic  effect  on  the  ear  before 
we  can  truly  understand  the  problem  and  control  it  sensibly. 

We  are  struggling  with  the  problems  of  neoplasms  which  are  peculiar 
to  the  communicative  and  sensory  organs  in  our  area.  In  the  larynx 
we  need  to  know  much  more  about  both  malignant  and  benign  tumors  whose 
treatment  often  produces  such  devasting  effects  to  voice  and  speech. 

We  have  made  significant  surgical  advances  on  acoustic  neuromas  which 
are  tumors  involving  the  auditory  nerve  but,  as  yet,  do  not  understand 
the  basic  nature  of  the  tumor  to  influence  its  growth  or  prevent  its 
occurrence . 

We  must  know  a great  deal  more  about  the  mechanisms  of  stroke  to  help 
in  its  early  detection  and  possible  prevention.  A better  understanding 
and  more  sophisticated  methods  of  study  of  the  blood  supply  to  the 
inner  ear  and  balance  mechanism  of  the  ear  might  very  well  provide  clues 
to  impending  strokes. 

In  the  whole  field  of  language  disorders,  we  are  really  extremely 
ignorant.  Is  it  not  paradoxical  that  man  who  is  the  only  creature  who 
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communicates  on  a complex  level  by  language  has  so  little  basic 
knowledge  about  this  highly  complex  communicative  mechanism.  We  ascribe 
names  to  the  various  problems  of  language  disorders  such  as  aphasia, 
dysphexia,  etc.  but,  in  reality,  are  only  on  the  border  of  beginning 
to  understand  what  goes  on  in  these  physically,  emotionally  and 
financially  debilitating  disorders.  Is  it  not  of  utmost  importance 
that  we  learn  to  understand  the  basic  processes  of  these  disorders  in 
the  young  when  something  could  be  done  about  it  and  thousands  upon 
thousands  spared  the  doom  of  a lifetime  of  inability  to  communicate 
with  their  fellow  man  vocally. 

These  are  but  a few  of  the  problems  in  our  area  in  dire  need  of 
investigation.  Gentlemen,  we  must  allow  our  scientists  to  continue 
their  investigations  in  an  attempt  to  find  the  cure  and  prevention  of 
these  and  other  disease  processes  which  strike  at  our  critically  vital 
organs  of  human  communication. 

I hope  that  I have  been  able  to  provide  you  with  some  additional  insight 
into  the  extreme  importance  of  both  training  and  investigation  in  our 
field.  The  President's  budget  for  1972  for  the  National  Institute  of 
Neurological  Diseases  and  Stroke  falls  far  short  of  what  is  necessary 
to  do  the  job  which  is  so  imperative.  Gentlemen,  I urge  you  to 
appropriate  funds  for  NINDS  in  the  amounts  recommended  in  the  budget 
submitted  by  the  National  Committee  for  Research  in  Neurological 


Disorders. 


2310 


Statement  of  Dr.  H.  Houston  Merritt 

I am  Dr.  H.  Houston  Merritt,  the  Henry  and  Lucy  Moses 
Professor  Emeritus  of  Neurology  and  Dean  Emeritus  in  the  College 
of  Physicians  and  Surgeons  and  Vice-President  Emeritus  of  Columbia 
University. 

I wish  to  thank  you  for  giving  me  this  opportunity  to 
appear  before  you  to  support  the  budget  for  the  National  Institute 
of  Neurological  Diseases  and  Stroke  as  submitted  to  you  by  the 
National  Committee  for  Research  in  Neurological  Disorders. 

I have  been  connected  as  director  or  medical  advisor  to 
the  majority  of  the  lay  health  organizations  who  have  concerned 
themselves  with  the  prevention  and  treatment  of  diseases  of  the 
nervous  system.  I have  also  served  on  the  study  section  and  councils 
of  the  National  Institute  of  Mental  Health  and  the  National  Institute 
on  Neurological  Diseases  since  its  inception.  More  recently,  I have 
been  a member  of  the  council  of  the  National  Institute  of  General  Medical 
Sciences . 

It  has  been  my  p.leasure  to  observe  and  participate  in  the 
growth  of  neurology  in  the  United  States  and  I have  seen  it  develop  into 
the  foremost  position  in  the  world. 

Forty  years  ago  there  were  only  a few  of  our  medical  schools 
that  had  a department  of  neurology  and  there  were  only  a small  number  of 
places  available  for  the  training  of  our  medical  students  and  residents  in 
this  field.  Research  at  that  time  was  confined  to  a few  departments  of 
anatomy  and  physiology.  Now,  we  have  training  programs  in  clinical  and 
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investigative  neurology  in  practically  every  medical  school  in  the 
United  States.  This  great  advance  has  been  accomplished  through  the 
efforts  of  your  predecessors,  particularly  Senator  Lister  Hill  of 
Alabama,  aided  by  the  citizens  who  were  instrumental  in  founding  this 
Institute  and  who  have  worked  diligently  to  foster  the  growth  of 
neurology  and  neurological  research. 

We  are  all  greatly  concerned  at  the  present  time  in  making 
available  to  the  citizens  of  our  Country  the  benefits  of  the  results  of 
all  the  research  that  has  been  done  in  order  to  improve  their  health. 

It  has  been  decided  that  one  of  the  main  avenues  to  accomplish  this 
goal  is  to  increase  the  number  of  physicians. 

All  of  our  medical  schools  are  now  increasing  their  enroll- 
ment and  are  attempting  to  shorten  the  period  between  graduation  from 
high  school  and  the  clinical  practice  of  medicine.  Their  goal  is  to 
make  the  best  possible  health  care  available  to  all  the  citizens  of  this 
Country.  This  can  be  done,  but  in  doing  so,  we  must  not  forget  that  it 
is  necessary  to  train  more  teachers  and  it  is  paramount  that  we  continue 
with  undiminished  vigor  our  efforts  directed  toward  the  determination  of 
the  cause  and  treatment  of  diseases  of  the  nervous  system.  I need  only 
remind  you  that  all  of  the  doctors  in  the  world  would  be  unable  to  cope 
with  the  scourge  of  infantile  paralysis  if  our  scientists  had  not 
determined  the  cause  of  this  disease  and  had  developed  a vaccine  that 
has  almost  eliminated  it  from  this  Nation  and  other  Nations  of  the  world. 
This  was  done  by  the  efforts  of  the  Department  of  Health,  Education  and 
Welfare  aided  by  the  lay  health  organizations,  particularly  the  National 
Foundation  of  Infantile  Paralysis,  under  Mr.  Basil  O'Connor. 
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There  are  many  programs  in  the  National  Institute  of 
Neurological  Diseases  and  Stroke  which  have  made  great  advances, but 
which  have  not  as  yet  conquered  such  diseases  as  cerebral  palsy, 
multiple  sclerosis,  epilepsy  and  the  degenerative  diseases  of  the 
nervous  system.  We  are  on  the  threshhold  of  great  new  discoveries, 
particularly  in  the  metabolic  diseases  of  the  nervous  system  and  those 
due  to  the  filtrable  viruses. 

The  health  of  our  citizens  depend  on  research.  We  must 
continue  our  efforts  to  increase  the  number  of  doctors,  but  at  the 
.same  time,  we  must  see  that  doctors  are  available  to  train  the  enlarged 
student  body  and  to  develop  new  forms  of  treatment  for  diseases. 

I respectfully  pray  that  you  consider  favorably  the  budget 
presented  by  the  National  Committee  for  Research  in  Neurological  Disorders 
and  approve  it.  We  are  obligated  to  alleviate  suffering  of  the  many 
patients  who  are  afflicted  with  diseases  of  the  nervous  system  and  we  are 
also  obligated  to  prevent  the  development  of  these  diseases  in  untold 
numbers  yet  unafflicted.  May  I thank  you  again  for  allowing  me  to  speak 
in  their  behalf. 
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Statement  of  Charles  Caniff 

! 

I am  grateful  for  this  opportunity  to  join  Dr.  Buoy  in  presenting  testimony 
in  regard  to  the  catastrophy  of  spinal  cord  injury  and  its  almost  universal 
result  of  paraplegia  or  quadriplegia . 

I am  Charles  Caniff,  a member  of  the  Board  ©f  Directors  of  the  National 
Paraplegia  Foundation,  and  Chairman  of  its  Comiunity  Services  Committee,  which  I 
represent  here  today.  I have  recently  retired  as  Assistant  Director  for  Planning 
and  Development  of  the  Joint  Commission  on  Accreditation  of  Hospitals,  where  I 
still  maintain  an  association  for  special  projects. 

While  spinal  cord  injury  is  not  a new  affliction,  it  is  only  within  the 
last  thirt]>^  years  that  survival  beyond  a few  weeks  or  months  for  persons  so 
injured  has  become  a reality.  Prior  to  that,  paraplegia  (or  quadriplegia)  was 
not  a medical,  social  or  economical  problem;  its  victims  invar i^ly  died.  The 
basic  and  ^linical  research  that  developed  new  life-saving  drugs,  medical, 
surgical,  nursing  and  rehabilitative  procedures,  has  created  a growing 
population  of  survivors,  estimated  to  be  between  85,000  and  125,000  today,  and 
is  increasing  by  some  5 to  10,000  each  year. 

But  it  is  survival  with  a complex  of  problems  that  was  hardly  believable 
thirty  years  ago,  and  its  total  impact  is  hardly  conceivable  to  anyone  other 
than  those  experiencing  the  tragedy  of  paraplegia. 
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The  paraplegic  has  lost  voluntary  control  of  bodily  excretory  processes; 
has  loss  of  voluntary  motion  and  sensation  below  the  point  of  injury.  Under 
the  best  of  circumstances,  the  paraplegic  lives  with  the  actuality  or  constant 
threat  of  urinary  infections,  pressure  sores,  and  a host  of  medical,  psychological 
and  economic  problems  that  run  the  gamut  of  hyman  catastrophy. 

Unfortunately  the  "best  of  circumstances"  are  the  rare  exceptions  in  this 
country.  In  testimony  at  previous  hearings  of  this  subcommittee,  paraplegics 
and  family  members  have  described  the  personal  tragedies,  not  only  of  paraplegia 
itself,  but  of  the  results  of  unavailable  or  inadequate  medical  care  and 
rehabilitative  services.  This  is  not  surprising  in  view  of  the  complexity 
and  catastrophic  nature  -of  spinal  cord  injury,  and  the  fact  that  we  have  no 
organized  system  to  assure  that  competent,  appropriate  and  immediate  care 
and  services  are  available  and  provided  as  needed.  There  are  more  than  a 
quarter  million  licensed^ physicians  in  our  country/,  and  more  than  7,000 
hospitals.  In  our  present  situation  it  is  highly  probable  that  the  newly 
injured  paraplegic  will  be  hospitalized  in  an  institution  that  does  not  have 
adequate  facilities,  equipment  or  personnel  to  provide  proper  care,  and  will 
be  treated  by  physicians  with  little,  if  any,  experience  with  the  unique  and 
complex  medical  problems  associated  with  spinal  cord  injury. 

The  Foundation  is  gi^ateful  for  the  positive  steps  of  the  Congress 
directed  to  this  problem.  As  a result  of  your  actions  funds  have  been  made 
available  through  the  National  Institute  of  Neurological  Diseases  and  Stroke  to 
award  grants  for  feasibility  studies  for  creation  of  pilot  "Acute  Spinal  Cord 
Injury  Clinical  Research  Centers",  and  through  Research  and  Demonstration 
funds  appropriated  for  the  Social  and  Rehabilitation  Service,  grants  have 
been  awarded  for  establishment  of  two  "Regional  Spinal  Cord  Injury  Centers". 
Limited  planning  has  begun  for  a possible  third  regional  center. 
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The  National  Paraplegia  Foundation  supports  these  initial  steps,  and 
urges  that  this  pattern  of  development  of  clinical  research  centers  directed 
toward  improved  care  and  cure  in  coordination  with  development  of  regionally 
organized  sources  for  adequate  care,  be  fully  developed  during  this  decade 
of  the  seventies. 

In  June,  1971,  the  Medical  and  Scientific  Advisory  Conmittees  of  the 
Foundation  met  to  review  present  knowledge,  report  on  new  research  and 
share  perspectives  on  providing  oprimum  care  to  the  spinal  cord  injured. 

Thirty  distinguished  physicians  and  basic  scientists  were  present. 

In  addition  to  their  reports  and  discussions  on  research  and  clinical 
treatment,  these  men  addressed  themselves  to  the  immediate  problem  of  assuring 
that  every  spinal  cord  injured  person  have  opportunity  to  receive  optimum 
care  and  treatment. 


The  combined  committees  unanimously  approved  a statement  of  the  basic 
ccjrponents  of  a plan  for  achieving  this  objective,  and  recommended  that  it 
be  adopted  l^y  the  Foundation.  At  its  annual  meeting  of  Members,  this  basic 
plan  was  unanimously  adopted  by  the  Foundation. 


The  five  basic  components  of  the  Ijlan  for  A NATIONAL  NETWORK  OF  REGIONAL 
SPINAL  INJURY  CARE  SYSTEMS  are: 

I.  A National  Network  of  Regional  Systems  for  the  Treatment  of  Spinal 
Injury  should  be  established.  A region  is  defined  as  a medical 
service  area  and  not  limited  to  a political  or  governmental 
administrative  boundry.  A region  should  serve  approximately  a 
minimum  population  of  2,000,000  and  a maximum  population  of  4,000,000. 
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2.  The  Federal  Government  shall  define  broad  specifications  for  these 
systems  and  let  contracts  to  prinary  system  contractors  for  their 
development  and  implementation.  Sub-systems  will  participate  on  a 
sub-contract  basis.  Primary  contracts  will  be  awarded  to  applicants 
on  the  basis  of  their  potential  for  creating  effective  total  systems. 

3.  Each  region  will  organize  and  develop  a custcmized  system  to  meet 

both  the  Federal  specifications  and  the  urj^Lque  characteristics  of 
its  region.  ^ 

4.  Regional  systems  will  be  directly  funded  by  Federal  funds  up  to: 

A.  $2 5 0,0 00, per  year  for  systems  development,  data  collection, 
and  systems  analysis. 

B.  Up  to  $500,000  per  year  per  million  population  served  as 
supplementiL  funds  for  medically  indigent  patient  care. 

5.  Selected  systems  having  outstanding  basic  and  clinical  research 
capability  will  be  awarded  contracts  for  basic  research  and  clinical 
investigation  leading  to  prevention,  amelioration  and  correction 

of  spinal  cord  injury.  Five  to  ten  such  systems  should  be  designated 
and  funded  up  to  $1,000,000  each  per  year  for  this  special  responsibility. 

This  plan  is  completely  canpatible  with  the  beginning  steps  being  taken, 
both  through  NINDS  and  SRS.  The  costs  involved  are  not  additional  monies, 
but  rather  the  application  of  costs  that  are  presently  being  expended  (upwards 
of  $25,000  per  individual  paraplegic  for  medical  care  alone)  for  inadequate, 
often  inappropriate  care,  resulting  in  unneccessary  suffering,  wasted  dollars 
amounting,  to  billions,  and  the  incalculable  social  costs  of  thousands  of 
paraplegics  who  are  alive  but  not  truly  living. 


The  National  Paraplegia  Foundation  commends  this  plan  to  you  as  the  best 
thinking  of  the  most  experienced  physicians  and  basic  scientists  vho  are  in 
the  field  of  spinal  cord  injury,  and  with  the  full  support  of  its  chapters  and 
individual  members , most  of  whom  know  from  bitter  personal  experiences  the 
inadequacies  of  present  resources. 
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^propriation  of  $5,000,000  annually  of  designated  funds  for  development 
of  Acute  Spinal  Cord  Injury  Research  Centers  through  NINDS  will  be  a basic 
step  in  the  search  for  an  ultimate  cure,  and  will  provide  the  foundation  for 
development  and  operation  of  improved  acute  care  capabilities  in  the  proposed 
regional  system.  ' 

The  Foundation  proposes  further  that  appropriations  for  Research  and 
Demonstration  through  the  Social  and  Rehabilitation  Service  be  established 
at$7,000,000  for  fiscal  1972,  and  that  $1,500,00€  of  these  funds  be  designated 
for  development  of  two  additional  regional  spinal  cord  injury  systems.  We 
also  support  the  funding  of  two  rehabilitation  engineering  centers,  vdiere  the 
development  of  prosthetic  and  adaptivequipment , vital  to  the  functional 
capabilities  of  the  paraplegic  as  well  as  other  types  of  mjor  disabilities, 
can  be  effectively  purused.  We  support  the  appropriation  of  $500,000  for 
this  purpose. 

With  Congressional  action  on  these  two  points,  research  in  acute  care 
and  cure  of  paraplegia,  in  coorxiination  with  beginning  steps  in  development  of 
organized  ]^gional  systems  of  service  delivery,  we  will  have  a consistent 
framewDrk  for  effective  .attack  on  this  long  neglected  problem. 


2318 


STATEMENT  OF  DR.  GEORGE  E.  SCHREINER,  PROFESSOR  OF  MEDI- 
CINE, GEORGETOWN  UNIVERSITY,  REPRESENTING  NA- 
TIONAL KIDNEY  FOUNDATION 

REGIONAL  MEDICAL  PROGRAM  I KIDNEY  ACTIVITIES 

Senator  Magnuson.  Our  next  witness  is  Dr.  Schreiner  of  the  Kid- 
ney Foundation. 

Dr.  Schreiner.  Thank  you,  Senator  Magnuson. 

I appreciate  the  opportunity  to  be  here. 

The  Kidney  Foundation  would  like  to  thank  you  for  your  continu- 
ing interest. 

As  was  brought  out  in  your  previous  comments,  planning  for  new 
areas  in  medicine  requires  a kind  of  long  view  and  persistence,  not 
just  a quick  in  and  quick  out.  You  have  been  very  supportive,  I think, 
of  kidney  activities. 

We  would  particularly  like  to  report  back  on  the  progress  in  getting 
the  kidney  passed  as  part  of  the  renewal  of  the  regional  medical  pro- 
gram bill,  which  was  largely  due  to  your  efforts. 

I would  also  like  to  thank  Senator  Byrd  for  passing,  or  his  role  in 
passing  a $10  million  supplemental  appropriation.  We  share  the  regret, 
however,  that  both  of  these  acts,  the  earmarked  money  for  kidney  and 
the  supplemental  appropriation,  the  effect  of  these  has  been  almost 
totally  negated  by  the  administration’s  putting  $34.5  million  in  the 
reserve  fund  so  that  the  regional  medical  program  has  barely  been  able 
to  subsist  in  its  previous  projects  and  has  not  been  able  to,  very  effec- 
tively, add  many  kidney  programs  which  have  been  forthcoming. 

Senator  Magnuson.  They  have  not  spent  the  money,  have  they? 
They  froze  it. 

Dr.  Schreiner.  Yes ; they  did  not  get  it. 

Senator  Magnuson.  For  the  record  right  here  in  1971  there  was  $111 
million  in  KMP’s  and  the  budget  cut  it  almost  in  half  to  $52  million, 
and  it  withheld  $44  million  that  we  appropriated.  That  is  a pretty 
good  slash. 

Dr.  Schreiner.  Yes;  and  this  has  the  effect,  as  you  well  know,  if 
you  have  five  kids  in  the  family  and  adopted  three  more  and  kept  the 
same  budget  and  all  of  the  other  kids  were  getting  the  same  amount  of 
allowance,  and  the  effect  would  be  it  hurts  the  new  ones,  the  ones  you 
added,  so  the  kidney  program,  which  has  to  be  a strong  addition  to  the 
regional  medical  program,  has  greatly  suffered  because  there  simply 
has  not  been  any  new  dollars  to  go  along  with  the  addition,  so  many  of 
these  projects  that  are  selected  around  the  country,  and  I,  myself,  for 
example,  over  the  years  have  spent  hundreds  of  hours  preparing  three, 
but  they  don’t  even  get  to  the  consideration  phase  because  of  no  money 
to  fund  them,  so  it  becomes  an  exei’cise  in  futility. 

I would  like  to  point  out,  Mr.  Chairman,  we  have  a prepared  state- 
ment which  I will  insert  and  am  not  going  to  read. 

Senator  Magnuson.  Well,  it  is  short  and  if  you  can  skim  through  it 
her©  so  we  can  interrupt  you  wuth  some  questions  that  will  save  a little 
time. 

I think  that  we  know,  or  we  think  that  the  regional  medical  pro- 
gram has  been  very  good  up  to  date.  It  has  its  faults,  as  you  point 
out,  it  has  been  successful,  and  one  thing  I wanted  to  ask  you  is  this : 
It  has  been  pretty  well  accepted,  has  it  not,  my  the  medical  profession  ? 
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Dr.  Schreiner.  Yes. 

Senator  Magnuson.  And  with  volunteers — ^there  is  some  argu- 
ment ? 

Dr.  Schreiner.  To  be  honest,  T approached  it  kind  of  negatively 
myself.  From  the  background  of  academic  medicine  I don't  think 
anybody  really  appreciated  it  would  be  possible  in  the  short  term  to 
get  all  of  the  segments  of  the  community  to  sit  down  and  talk  about 
anything. 

Senator  Magnuson.  Yes. 

Dr.  Schreiner.  I think  the  salutary  effect  is  that  over  10,000  volun- 
teer wmrkers  have  served  on  the  various  committees  around  the  coun- 
try. This  has  been  an  intangible  but  very  great  educational  thing. 

Senator  Magnuson.  You  mentioned  30,000  positions. 

Dr.  Schreiner.  Yes,  have  received  training  or  educational  bene- 
fits. 

Senator  Magnuson.  Or  participated  in  it  ? 

Senator  Magnuson.  "Where  do  you  get  the  figure,  from  AM  A? 

Dr.  Schreiner.  Yo,  this  is  from  the  regional  medical  programs  ad- 
ministrative record  on  the  sizes  of  the  various  educational  programs 
that  have  been  funded,  but  there  has  been  10,000  people  actually  serve 
in  an  administrative  role  in  various  committees  and  advisory  groups 
and  so  forth,  so  that  they  had  gotten  their  hands  dirty  and  the  impact 
of  this  is  astounding. 

I have  been  out  on  several  site  visits  in  communities  where  the  peo- 
ple representing  various  institutions  had  not  talked  to  each  other  in 
the  last  10  years  and  now  finally  are  sitting  down  and  planning  co- 
operative programs  along  the  lines  you  mentioned,  namely,  to  estab- 
lish priority  within  themselves  before  going  to  the  community. 

I think  this  is  an  essential  thing. 

Senator  Magnuson.  Is  the  kidney  program  sort  of  folded  into  the 
regional  medical  program  ? 

Dr.  Schreiner.  On  paper,  but  no  dollars. 

Senator  Magnuson.  Well,  you  point  out  that  out  there  you  are  work- 
ing with  12  universities,  sort  of  a network  ? 

Dr.  Schreiner.  Yes. 

Senator  Magnuson.  And  bringing  in  transplanted  kidneys  from  all 
over  the  area  ? 

Dr.  Schreiner.  Yes,  that  project  w^as  originally  funded  on  a con- 
tract from  the  NIH  and  there  was  aii  application  in  to  the  regional 
medical  program  for  maintaining  it. 

Really,  right  now,  the  best  working  network  is  that  and  we  now 
have  14  universities  tied  into  this. 

For  example,  just  to  give  you  the  case  we  had  from  Atlanta,  we  w^ere 
notified  about  4 o’clock  in  the  morning  that  a patient  died  in  Grady 
Hospital  in  Atlanta  who  was  a good  kidney  donor. 

Our  patient  was  sitting  at  home,  sleeping  at  home,  and  we  called 
her  up  and  she  was  in  the  home  dialysis  program  and  we  called  her 
up  and  brought  her  to  the  hospital  and  5 o’clock  in  the  morning  they 
took  the  kidney  out  at  Atlanta  and  put  it  on  the  fi  o’clock  Delta  Airline 
jet  and  it  was  in  Washington  National  Airport  by  8 and  was  in  the 
patient  working  by  9. 

This  was  done  with  commercial  airlines  as,  you  know,  a favor,  and 
the  only  cost  in  the  whole  program  is  the  computer  record  and  the 
typing  serum  and  the  typing  laboratory,  which  is  now  in  Richmond. 
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We  have  tAvo,  one  in  Richmond  and  one  in  Duke  at  Durliam  for 
the  program.  This  has  taken  care  of  the  whole  east  coast  and  it  is 
really  a marvelous  example  of  how  you  can  cooperate. 

Who  would  have  thought  5 years  ago  we  would  be  shipping  a kidney 
to  Hopkins  and  they  would  be  shipping  kidneys  to  us  and  we  would  be 
shipping  kidneys  to  Duke.  That  wouldn’t  happen  5 years  ago.  This  is 
really  the  impetus  of  this  kind  of  program,  to  get  people  working 
together. 

Senator  Cotton.  What  is  the  age  limit  that  you  can  use  a person’s 
kidney  ? 

Dr.  Schreiner.  There  is  no  absolute  chronologic  age,  Senator  Cot- 
ton, but  it  depends  on  the  degree  of  arteriosclerosis  in  the  vessels  and 
whether  or  not  the  kidneys  are  functioning  well. 

As  you  well  know,  there  are  some  45  years  old,  or  45-year-old  people 
who  are  old  and  there  are  some  70-year-old  people  who  are  very  young 
physiologically,  so  it  depends  on  the  state  of  their  vessels  and  kidneys. 

in  general,  we  prefer  them  to  be  under  60.  But  there  is  no  rigid 
measure  there.  We  have  to  evaluate  the  patient. 

Senator  Magnuson.  On  page  8,  there  is  something  interesting  to 
me,  “Naturally  the  patient  survival  rate  is  much  higher  because  in 
most  cases  of  rejection  the  patient  can  go  back  on  the  artificial  kidney 
machine.” 

Dr.  Schreiner.  Yes.  This  figure  here  is  transplant  survival  and  not 
patient  survival.  In  other  words,  the  patient  survival  is  much  higher, 
because,  well,  you  just  pointed  out  the  patient  can  in  most  cases  now 
go  back  to  the  machine  and  have  a second  transplant. 

Senator  Magnuson.  Are  the  machines  available  to  everybody?  This 
has  been  a tough  problem. 

Dr.  Schreiner.  Yes.  Well,  the  machines  are  available  to  anybody 
that  can  afford  them. 

Senator  Magnuson.  Well,  this  is  the  problem. 

Dr.  Schreiner.  In  group  terms.  They  are  not  available  because  the 
system  for  making  them  available  has  not  been  developed. 

Senator  Magnuson.  Bioengineering  has  not  been  developed? 

Dr.  Schreiner.  Engineering  has  developed,  but  the  delivery  health 
system,  in  other  words,  we  have  the  hardware  and  have  had  it  for 
years. 

Senator  Magnuson.  As  I understand  it,  it  is  not  the  machine  that 
is  the  big  cost,  but  the  operation. 

Dr.  Schreiner.  Yes,  but  even  the  cost  is  not  so  ^reat.  It  is  simply 
somebody  making  up  their  mind  that  there  is  a decision  this  is  going  to 
be  delivered  to  the  people.  This  decision  has  not  been  made  in  a forth- 
right manner.  The  United  Auto  Workers,  for  example,  have  beaten 
the  Government  to  it  because  they  have  put  it  in  their  union  contracts 
and  there  are  several  large  unions  that  have  put  it  in  their  union  con- 
tracts as  a right  and  here  we  have  been  sitting  on  this,  and,  as  you 
know,  your  friend.  Dr.  Scribner,  the  first  patient  10  years  ago,  and  we 
still  have  not  made  a basic  decision  that  we  are  going  to  deliver  this 
to  the  people. 

Senator  Magnuson.  Yes.  Every  once  in  a while,  you  will  see  a 
church  group  or  a lodge  or  somebody  having  a benefit  to  pay  for  a 
kidney  machine  for  Joe  Doaks  or  some  of  the  members  are  trying  to 
raise  the  $10,000  or  $20,000  that  is  needed.  That  still  exists? 
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Dr.  Schreiner.  Yes.  We  have  had  applications  for  grant  support 
in  and  here  we  are  covering  3 million  people  in  the  District  of  Colum- 
bia and  we  have  been  trying  to  get  a system  for  some  kind  of  delivery 
to  the  people  right  here  in  the  Nation’s  Capitol  and  the  only  thing  we 
have  been  able  to  get  going  so  far  is  a little  bit  of  private  support  and 
have  not  been  able  to  get  really  one  bit  of  support. 

Senator  Magnuson.  This  is  off  the  record. 

(Discusion  off  the  record.) 

Senator  Cotton.  Does  the  present  cost  vary  in  accordance  with  the 
conditions  and  location  of  the  individual  patient  ? I have  asked  every 
year  questions  about  what  the  cost  was  and  I have  gotten  all  kinds  of 
answers  and  never  got  anything  jelled. 

Dr.  Schreiner.  I appreciate  your  problem  and  it  is  a real  one,  be- 
cause you  would  get  the  same  answer,  for  example,  if  you  asked  Gen- 
eral Motors  how  much  it  cost  to  handcraft  a Cadillac  versus  what  the 
cost  to  do  it  on  the  assembly  line  in  organized  processing. 

The  costs  have  been  very  high  in  areas  where  you  had  to  go  into 
an  individual  operation,  one  doctor,  one  nurse,  one  machine,  one  room, 
which  is  the  most  expensive  possible  way  to  do  it. 

If  you  organize,  and  we  have  16  people  at  home  in  the  District  of 
Columbia  here,  which  is  a very  high  rent  district  in  terms  of  supplies 
and  salaries  and  so  forth,  and  we  can  do  it  for  somewhere  between 
$5,000  and  $6,000  a year  for  maintenance  on  home  dialysis. 

If  you  go  into  a hospital,  then  you  are  talking  about  the  day,  or  the 
minute  you  put  a foot  in  the  bed  that  is  $100.  So  you  change  the  whole 
numbers  game  if  you  are  going  to  do  it  in  a hospital. 

If  you  do  it  in  a center,  it  is  a little  cheaper.  The  center  costs  now 
run  for  everything,  and  this  is  doctors  included,  around  $200  a dialysis. 
So  this  is  where  the  center  is  outside  the  actual  main  part  of  the  hos- 
pital, very  much  like  you  have  in  the  Swedish  Hospital  in  Seattle. 

It  would  be  roughly  $200  a dialysis  at  the  present  time,  so  a person 
on  it  three  times  a week  you  would  be  talking  about  $30,000  a year. 

That  is  quite  different  from  the  home  figure  of  $6,000,  I Avould  say, 
but  it  is  because  you  have  to  support  a structure,  you  know,  I mean 
you  have  to  build  something  like  a House  Office  Building  and  Senate 
Office  Building  in  which  to  put  this  and  the  costs  of  construction  are 
so  high  these  days  that  all  of  that  has  to  go  into  the  building  of  a 
center  if  you  are  going  to  do  it  in  a hospital  wing. 

Now,  there  are  other  ways  to  do  it.  You  can  do  it  at  home  and  you 
can  do  it  in  a nonhospital  center  and  i*educe  the  costs  appreciably. 

Senator  Cotton.  You  can’t  have  home  dialysis  for  isolated  homes, 
can  you?  Don’t  you  have  to  be  in  the  city  where  there  are  a lot  of 
people  or  a large  number  of  patients  that  are  within  a certain  radius, 
and  it  would  be  very  costly  to  go  50  miles  to  a country  town. 

Dr.  Schreiner.  I am  not  saying  it  is  ideal,  but  it  is  being  done. 
Senator,  in  Mississippi,  say,  under  the  regional  medical  program  they 
are  putting  machines  in  back  of  a panel  truck  and  taking  them  out  to 
small  towns. 

In  Illinois,  they  are  setting  up  store  fronts  dialysis  centers  in  south- 
ern Illinois,  being  supported  by  State  funds  in  Illinois. 

What  I am  trying  to  say,  if  you  really  want  to  do  something,  you 
know,  there  are  a lot  of  ways  to  cut  the  cake,  but  the  problem  is  that 
if  there  are  no  plan  funds,  no  pilot  funds  and  not  support,  no  one 
can  do  the  experiment  and  delivery. 
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Senator  Magnuson.  But  the  funds  are  not  there.  I remember  when 
we  had  the  terrible  ordeal  in  our  town  when  they  had  to  put  a great 
number  of  names  in  a fish  bowl  and  draw  two  of  them  out  and  the  rest 
of  them  had  to  go  and  die,  but  we  are  making  progress. 

Dr.  Schreiner.  Yes. 

Senator  Cotton.  There  is  some  of  that  now  ? 

Dr.  Schreiner.  Yes.  about  one  out  of  10  patients. 

Senator  CoT^roN.  I don’t  know  about  the  chairman,  but  as  a member 
of  the  committee  I get  more  letters  on  this  subject  than  any  other  par- 
ticular item  in  the  whole  medical  program.  I don’t  know  liow  to  answer 
those  letters.  I well  remember,  whether  it  was  last  year  or  the  year 
before  last,  Ave  were  given  such  a large  figure  that  we  would  have  to 
provide,  to  have  anything  approaching  universal  treatment.  It  was 
beyond  our  capacity. 

Now  what  I gather  from  what  you  are  saying  today  is  this : A pro- 
gram could  be  promoted  that  would  not  cost  all  that  much  and  Avould 
bring  about  delivery  to  many,  many  more  patients,  if  not  to  everybody. 
Is  that  correct  ? 

Dr.  Schreiner.  There  is  no  question  about  that.  Senator  Cotton. 
The  question  or  trouble  with  that  figure  which  I was  against  using,  by 
the  Avay,  because  it  came  from  the  concept  that  the  Federal  Govern- 
ment has  to  pick  up  everything  including  the  streetcar  fare  when  treat- 
ing a patient  and  that  has  never  been  true  of  American  medicine  and 
does  not  have  to  be  true  of  this  kind  of  program,  but  what  you  need  is 
to  plan  a facility,  train  the  people,  and  give  some  support  at  various 
points  for  those  avIio  have  economic  difficulty  in  meeting  this  and  then 
the  people  Avill  do  it  themselves. 

Most  of  these  programs  have  become  self-supporting  once  underAvay. 
The  startup  costs  nobody  can  do  anything  Avith.  But  once  underAvay, 
they  can  be  very  self-supporting,  and  even  in  training  Ave  have  situa- 
tions in  Avhich,  for  example,  in  one  situation  a nurse  has  AA’orked  in  the 
hospital  and  learned  hoAv  to  do  it  and  got  married  and  retired  to  the 
suburbs  and  is  now  helping  one  of  her  neighbors  in  home  dialysis. 

There  Ave  have  added  somebody  to  health  manpoAver  pool.  So  Dr. 
Scribner’s  chief  technician  Avas  a gas  station  attendant  and  our  first 
technician  Avas  a disabled  retired  Air  Force  technical  sergeant  on  Gov- 
ernment pension. 

We  took  him  off  and  trained  him  to  be  a technician.  We  are  not  rob- 
bing Peter  to  pay  Paul,  but  trying  to  save  people. 

Senator  Cotton.  To  get  doAvn  to  brass  tacks.  Doctor,  Avhat  should 
AA’e  as  a committee  do  or  can  aa’c  do  about  trying  to  get  some  organiza- 
tion into  this  program  ? 

Dr.  Schreiner.  Well,  I think  that  regionalization  offers  the  best  the- 
oretical framework  for  the  delivery  of  this  kind  of  development  of 
nursing  care,  not  just  kidney  but  also  other  things  you  are  hearing 
about  in  the  committee. 

I think  the  concept  of  regionalization  is  sound.  Granted  that,  you 
know,  the  discussion  of  sound  concepts  is  not  the  simplest  thing  in  the 
Avorld,  but  the  Avay  to  improve  the  discussion  of  sound  concepts  is  not 
to  avoid  giving  them  money  for  development  or  for  background  Avork, 
but  the  Avay  to  do  it  is  to  give  the  money  in  such  a AA^ay  that  it  aauII  pro- 
duce more  efficient  management  and  more  efficient  administration. 

I think  if  AA^e  could  get  these  cutbacks  into  the  program  and  get  it 
funded  at  some  decent  level  Avith  the  emphasis  put,  then  I feel  actually 
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the  kidney  field  could  point  the  way  as  a model  for  how  to  regionalize 
medical  care,  not  just  kidney  patients  but  here  is  something  you  can 
work  with  that  is  tangible. 

Senator  Cotton.  Are  you  talking  about  setting  up  a new  and  sep- 
arate regionalization  for  this  or  utilizing  the  regionalization  we  have? 

Dr.  Schreiner.  You  put  it  in  the  bill,  for  which  we  thank  you,  but 
there  is  no  money  to  follow  it  up.  The  Senate  passed  and  added  the 
kidney  program  to  the  regional  medical  bill  so  the  authorizing  legis- 
lation is  there  and  it  is  fine  and  I have  no  quarrel  there  at  all,  but  it  is 
that  nothing  has  been  put  behind  it  to  make  it  work. 

Senator  Cotton.  How  much  money  would  it  take  to  make  a real 
start  on  organizing  such  delivery  ? 

Dr.  Schreiner.  Well,  we  have  this  situation. 

Senator  Cotton.  Extra  money  I mean. 

Dr.  Schreiner.  Yes.  We  estimated  last  year  it  would  take  a mini- 
mum of  about  $20  million.  Your  Appropriations  Committee  earmarked 
$15  million,  but  the  budget  here  not  only  took  away  that  $15  million 
but  took  away  another  $15  million  so  there  was  no  possibility  of  getting 
anything  in  the  kidney  program,  and  now  the  programs  have  advanced 
so  that  the  restoration  of  that  plus  the  supplemental,  which  was  also 
not  expended,  which  was  a total  of  $44  million,  I think  that  would  be  a 
reasonable  sum  for  this  year  to  pour  into  this  program  for  actual  sound 
development. 

But  the  projects  are  all  written  and  some  of  them  have  been  revised 
seven  times  at  least  over  the  last  3 or  4 years.  It  is  not  a question  of 
looking  for  projects.  I am  on  the  national  council  and  I have  been  out 
on  site  visits  and  I know  how  many  projects  are  in  the  wings. 

Senator  Cotton.  Well,  even  if  we  ]mt  the  money  in,  I don’t  know 
that  they  will  spend  it.  If  they  didn't  spend  it  before,  couldn’t  they 
do  the  same  thing  to  us  again  ? 

Dr.  Schreiner.  I don’t  have  an  answer  to  that. 

Senator  Cotton.  We  don’t  either. 

Senator  Magnuson.  Well,  what  they  did.  Doctor,  was  this — we 
recommended  this  proceeding  under  the  regional  medical  program  and 
specifically  pointed  out  the  kidney  disease,  as  you  point  out  we  even 
added  the  name,  but  what  happened  was  they  said  downtown,  and  I 
don’t  think  this  came  from  the  NIH  staff  but  they  said : The  amount 
appropriated  in  excess  of  the  amount  provided  by  the  House  has  been 
]ila<"ed  in  the  reserve. 

They  just  took  a meat  ax  over  the  whole  business  which  includes 
kidney. 

Senator  Cotton.  Under  “Regional  Medical  Programs,”  the  Depart- 
ment has  indicated  that  they  intend  to  spend  some  of  the  money  this 
year  that  they  carried  over  from  last  year. 

Senator  Magnuson.  Yes,  that  is  why  they  cut  it. 

Senator  Cotton.  They  obligated  $70  million  plus  the  last  year  and 
will  obligate  $75  million  plus  this  year  on  the  Regional  Medical  Pro- 
gram.” 

You  don’t  know  how  much  of  that,  if  any,  would  be  devoted  to 
kidney  ? 

Dr.  Schreiner.  Well,  probably  very  little,  because,  you  see,  here, 
you  have  ongoing  programs  in  heart,  cancer,  and  stroke,  and  I would 
just  like  to  second  the  remark  I heard  jo\i  make  before,  the  last  thing 
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in  the  world  I would  want  to  do  is  cut  ongoing  programs  in  heart, 
cancer,  and  stroke. 

I don’t  want  to  say  to  take  away  the  money  from  there  and  put  it 
here  because  that  is  wrong,  but  if  you  have  a new  field  being  added 
you  have  to  put  in  money  to  go  with  it. 

Senator  Cotton.  Suppose  we  added  $20  mi] lion  to  be  used  for  this 
purpose,  and  they  might  not  use  it,  but  if  we  added  it  and  earmarked 
it  for  that  purpose,  would  it  make  a real  start  ? 

Dr.  Schreiner.  I think  it  would.  1 am  a political  neophyte  so  I don’t 
know  the  mechanism.  It  seems  to  me  anything  you  do  to  highlight  and 
underline  the  need  is  going  to  be  helpful. 

Of  course,  I just  don’t  know  how  to  cut  this  roadblock  between  what 
is  appropriated  and  what  is  spent. 

Senator  Cotton.  Assume,  and  I guess  we  can  assume  that  we  know 
something  about  it,  because  the  Department  has  some  dependence  on 
our  committees,  but  assuming  that  we  earmarked  a certain  sum  and 
they  did  spend  it  for  this  purpose,  would  $20  or  $25  million  make  a real 
start  ? 

Dr.  Schreiner.  Yes,  it  would.  Yes,  it  would. 

Senator  Magnuson.  Then  on  your  last  page.  Doctor,  you  mention 
the  total  institute  program,  you  go  along  with  the  coalition  for  health 
funding,  that  that  be  increased  from  134  to  166. 

Dr.  Schreiner.  Yes,  sir.  Again,  the  same  facts  are  there. 

The  same  history  obtains.  You  have  been  helpful  to  get  kidney  added 
to  the  name  of  this  program  and  we  hope  it  will  be  done  in  the  not  too 
distant  future  and  the  fact  is  the  Arthritis  and  Metabolic  Institute  has 
also  the  impetus  of  the  new  kidney  program  in  their  own  international 
funding  and  if  they  are  to  get  Avith  the  development  of  a new  field  they 
have  to  go  to  it. 

Senator  Magnuson.  We  pointed  out  what  little  Ave  had  last  year  but 
it  Avas  ignored.  We  specified  the  kidney.  I am  like  the  Senator  from 
NeAv  Hampshire,  I think  Ave  have  to  make  some  kind  of  decision  on 
these  machines.  I hear  about  it  all  the  time,  too,  all  of  us  on  this  com- 
mittee here,  because  in  every  community  thei'e  is  somebody  that  finds 
they  cannot  afford  to  have  the  machine  for  one  reason  or  another,  or  he 
is  too  far  aAvay. 

Dr.  Schreiner.  This  Aveek,  for  example,  we  are  returning  a bril- 
liant NIH  scientist,  one  of  the  first  biochemists,  returning  him  back  to 
Avork  in  the  laboratory  on  his  machine. 

Senator  Magne^son.  AW  right,  we  thank  you  A^ery  much,  and  your 
statement  will  be  included  in  the  record  in  full. 

Dr.  Schreiner.  Thank  you,  sir. 

(The  statement  follows :) 
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Thank  you  Mr.  Chairman  for  allovv^ing  m.e  to  be  here 
today  to  speak  for  the  National  Kidney  Foundation  con- 
cerning funding  for  the  Regional  Medical  Program.s  and 
the  National  Institute  for  Arthritis  and  Metabolic 
Diseases.  We  who  work  in  the  kidney  and  kidney  related 
disease  areas  are  most  grateful  for  your  continued 
support  of  adequate  funding  for  this  serious  mational 
problem.  In  particular,  I wish  to  commend  this  Comm.ittee 
and  in  particular  Senator  Robert  Byrd  of  West  Virginia 
who  offered.an  amendmient  to  the  second  supplemental  which 
provided  10  m.illion  additional  dollars  for  Heart,  Cancer, 
Stroke  and  Kidney  Diseases.  This  action  was  a very  impor- 
tant vote  of  confidence  for  the  Regional  Medical  Programs 
which  at  that  tim.e  was  suffering,  because  $34.5  million 
dollars  of  FY  71  appropriated  monies  v/ere  placed  in 
reserve  by  the  Executive.  Unfortunately,  none  of  the 
$34.5  or  the  $10  m.illion  supplemiental  have  been  released 
as  of  this  time. 

Mr.  Chairman,  the  confidence  of  this  Subcommiittee 
in  the  Regional  Medical  Programs  over  the  years  has  not 
been  misplaced.  Naturally  one  can  find  many  criticisms 
of  the  Regional  Medical  Programs,  hov/ever  on  the  whole, 
during  the  short  history  of  the  Program  one  can  see  many 
very  important  positive  developments  have  taken  place. 


2326 


It  has  helped  many  medical  schools,  doctors,  nurses, 
hospital  administrators  and  consumers  realize  that  they 
need  to  do  things  better  as  a group  than  they  had  been 
doing  individually.  The  Regional  Medical  Programs  are 
the  only  place  where  all  the  facets  — the  academdc 
comjnunity,  the  service  comjnunity,  the  agencies  and  so 
forth  — have  actually  worked  together.  I think  that 
the  opportunities  are  really  greater  there  than  in  any 
other  broad  comprehensive  program  that  we  have  in  the 
health  field.  I do  not  know  of  any  other  mechanism,  in 
recent  American  miedical  history  where  10,000  community 
leaders  have  agreed  to  perform  volunteer  work.  Dr.  Mosrgulies , 
Director  of  the  Regional  Medical  Programs  said  in  the 
House  hearings,  "they  have  formed  a functioning  consor- 
tium which  has  no  parallel  anywhere  in  the  world  and 
which  comes  into  bloom.,  I think,  at  a time  when  it  can 
be  responsive  to  just  the  things  which  need  to  be  done". 

I am  convinced  that  the  Regional  Medical  Program.s 
will  play  a dominant  role  in  placing,  training  and  man- 
power utilization  in  the  context  of  community  needs. 

These  training  projects  now  include  the  training  of  nurses 
and  other  health  personnel  including  physicians  in  new 
skills  and  on  updating  existing  expertise.  For  exam-.ple , 
over  30,000  physicians  are  involved  in  RMP  training  program.s. 

I think  it  can  help  to  expand  the  health  service 
planning  and  delivery  systems  in  a m.uch  m.ore  meaningful 
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way  than  some  of  the  other  programs  that  are  being 
pushed.  I believe  we  should  develop  many  more  multi- 
regional  programs  that  are  very  natural  in  the  kidney 
areas,  such  as  the  tissue  typing  for  transplantation  and 
organ  procurement  systems.  You  may  know  we  operate 
here  in  our  VJashington  schools  in  conjunction  with  a 
12  university  network  throughout  the  Middle  Atlantic 
area.  Since  January  we  have  done^transplants  at  George- 
town. Dr.  Iloofnagle  does  the  surgery.  We  have  transplant- 
ed kidneys  from  Atlanta,  brought  them  by  Delta  Airlines, 
from  Charlottesville,  from  Baltimore,  from.  Richmond, 
from  Beauman  Gray,  and  Chapel  Hill.  Mr.  Chairman  a 
recent  survey  of  kidney  transplants  by  the  Kidney  Disease 
Control  Program  indicated  a number  of  rather  im.pressive 
advances  in  the  therapy. 

The  1 year  survival  of  kidney  transplants  from, 
cadaver  donors  has  imiproved  from  32%  in  1966  to  52%  in 
1969.  Naturally  the  patient  survival  rate  is  much  higher 
because  in  m.ost  cases  of  rejection  the  patient  can  go 
back  on  the  artificial  kidney  machine.  The  use  of 
cadaver  kidneys  has  been  steadily  increasing  each  year 
because  of  imiproved  tissue  typing,  organ  procurement 
programis,  and  preservation  techniques. 

By  the  end  of  1970  over  6,000  kidney  transplants 
have  been  perform.ed  in  this  country. 
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In  nearly  all  kidney  transplants  the  costs  are 
being  reduced  at  a dramatic  rate.  So  much  so  that  the 
leading  transplant  surgeons  now  indicate  the  kidney 
transplants  need  not  be  any  more  costly  than  any  other 
major  surgical  procedure.  What  lower  costs,  improved 
efficacy  of  tissue  typing,  preservation  and  procurement 
does  is  relieve  the  trem.endous  problem  of  the  8,000  to 
10,000  nev;  terminal  kidney  disease  victims  each  year  who 
are  medically  considered  good  conidates  for  hemodialysis. 

Unfortunately,  the  impounding  of  the  34.5  million 
dollars  plus  the  10  m.illion  in  the  second  supplem.ental 
has  for  all  practical  purposes  halted  nev;  program  obli- 
gations on  the  part  of  the  Regional  Medical  Programs. 

These  $44.5  m.illion,  in  fact,  represented  those  funds 
that  could  have  been  used  for  new  obligations  because  the 
remaining  monies  appropriated  by  the  Congress  for  FY  71 
were  needed  to  maintain  previously  funded  projects.  I 
can  assure  you  as  a m.emb)er  of  the  Nation  Council  of  RMP 
that  there  are  m.any  very  worthwhile  Heart,  Cancer , ;.Stroke 
and  Kidney  disease  proposals  which  have  been  approved 
but  rem.ain  unfunded. 

r strongly  recommend  that  this  Subcommittee  accept 
the  proposed  level  of  funding  of  $102,456  for  the 
Regional  Medical  Programs  as  suggested  by  the  Coalition 
for  Health  Funding.  This  is  quite  in  contrast  to  the 
recommended  level  of  funding  recommended  by  the  Executive. 


2329 


I also  would  like  to  say  a word  about  the  National 
Institute  for  Arthritis  and  Metabolic  Diseases. 

Mr.  Chairman,  v;e  are  most  gratified  to  you  for  your 
continuing  efforts  to  renam.e  this  Institute  to  include 
kidney  disease.  This  is  the  Institute  which  is  charged 
with  research  on  artificial  kidneys  and  also  on  uremia 
and  some  of  the  items  that  are  close  to  the  pathologist 
and  the  kidney  doctor. 

The  President's  recom.mendation  is  $134.4  million, 
which  is  $5  million  less  than  the  current  level  of 
funding.  Here  again  v/e  have  an  expanding  area  v^hich 
is  being  cut  back.  The  National  Kidney  Foundation  would 
like  to  go  on  record  as  agreeing  v/ith  the  Coalition  for 
Health  Funding  that  the  Institute  funds  should  not  be 
cut  but  should  be  increased  to  $166  million  in  fiscal  1972. 

Mr.  Chairman  thank  you. 
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STATEMENT  OF  DR.  JAMES  HENDERSON,  DEAN  OF  THE  COLLEGE  OF 
VETERINARY  MEDICINE  IN  WASHINGTON  STATE  UNIVER- 
SITY 

VETERINARY  MEDICAL  MANPOWER  REQUIREMENTS 

Senator  Magnuson.  Next  is  Dr.  Henderson  and  please  indicate  who 
is  accompanying  you. 

Dr.  Henderson.  Thank  you,  Senator. 

I am  James  Henderson,  dean  of  the  College  of  Veterinary  Medicine 
in  Washington  State  University  and  Dr.  Luoto  from  Colorado  State, 
Dr.  Besch  from  Louisiana,  Dr.  Kitchell  from  Iowa,  and  Dr.  Thorpe 
from  Minnesota  and  we  are  very  pleased  for  this  opportunity  to 
present  our  testimony. 

I have  a prepared  statement. 

Senator  Magnuson.  It  is  a short  one  and  I think  you  ought  to  read 
it  so  we  can  get  a good  idea  of  your  program.  You  can  start  with  the 
word  “present.'’ 

Dr.  Henderson.  Actually,  there  is  another  addition  to  it  I would 
like  to  make  for  the  record. 

Senator  Magnuson.  All  right,  we  will  put  anything  you  wish  in  the 
record  and  your  colleagues’  statements  can  go  into  the  record,  too. 

Dr.  Henderson.  We  wish  to  speak,  specifically,  to  only  a few  of 
the  most  significant  programs,  programs  which,  if  appropriately 
funded,  could  be  of  major  value  in  meeting  the  veterinary  medical 
manpower  requirements  of  the  future. 

PRESENT  situation 

There  are  currently  approximately  26,400  veterinarians  who  are  pro- 
fessionally active  in  the  United  States.  Somewhat  over  60  percent  of 
all  veterinarians,  about  16,000,  are  engaged  in  the  private  practice  of 
their  profession,  serving  the  needs  of  their  communities  on  the  varied 
problems  of  several  species  of  animal — food  producing  livestock  and 
poultry,  recreational  animals,  such  as  horses,  companion  animals,  and 
laboratory  animals. 

Approximately  one-third  of  the  veterinarians  are  in  public  programs 
such  as  teaching,  research,  disease  prevention  and  control,  or  meat 
inspection  activities  under  the  auspices  of  local.  State,  or  Federal 
governments. 

future  requirements 

There  are  many  indications  that  we  currently  have  a significant 
shortage  of  veterinary  medical  manpower.  Each  new  graduate  has  a 
wide  range  of  opportunities.  The  most  useful  indicator  of  our  defi- 
ciency is  a veterinarian-population  ratio  developed  several  years  ago 
and  first  published  in  a report  of  the  Committee  on  Government  Op- 
erations, U.S.  Senate,  entitled  “Veterinary  Medical  Science  and  Hu- 
man Health.” 

This  extensive  review  of  veterinary  medicine,  as  it  was  in  1960,  ex- 
pressed a judgment  that  North  America  should  have  17.5  veterinarians 
per  100,000  people  to  adequately  meet  the  needs  of  the  people.  This 
would  indicate  that  we  now  need  35,700  veterinarians. 
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Currently,  there  are  13  per  100,000  which  is  about  9,300  short  of  the 
need.  Projecting  this  to  the  anticipated  population  of  1980,  we  will 
need  over  41,000  veterinarians. 

Unless  there  are  dramatic  increases  in  enrollment  of  students,  we 
camiot  expect  to  produce  sufficient  new  veterinarians  by  1980  to  in- 
crease the  number  beyond  about  31,000,  thus,  we  anticipate  a shortage 
of  about  10,000  in  1980. 

This  is  nearly  a 25-percent  deficit  of  personnel  in  this  profession. 

EDUCATIONAL  RESOURCES 

There  are  18  colleges  of  veterinary  medicine  in  the  United  States, 
16  of  which  receive  the  major  proportion  of  their  support  for  teach- 
ing from  State  sources. 

In  1970-71  academic  year,  these  colleges  enrolled  5,006  profes- 
sional and  1,175  graduate  students.  About  1,240  veterinarians  will  be 
graduated  in  1971. 

Two  additional  colleges  are  in  the  process  of  being  developed  but 
have  admitted  no  students,  as  yet.  These  are  both  in  State- supported 
universities. 

With  only  18  colleges  in  the  Nation,  veterinary  medical  education 
clearly  becomes  a national  problem.  The  colleges  are  truly  regional 
national  resources.  I think  I can  illustrate  it  best  by  our  own  situation. 

If  you  drew  a line  from  Minneapolis  to  Fort  Collins,  Colo.,  and  over 
to  Davis,  you  would  cut  olT  in  the  Northwest  a very  large  chunk  of  terri- 
tory and  we  are  the  only  veterinary  college  within  that  territory. 

Certainly,  the  taxpayers  of  the  17  States  in  Avhich  these  18  colleges 
are  located  can’t  be  expected  to  support  all  the  costs  of  veterinary  med- 
ical education  for  the  remaining  33  States,  yet  that  is  essentially  what 
is  happening  today,  and  it  is  not  working  in  the  best  interests  of  the 
Nation. 

Veterinary  medical  education  costs  are  high.  Facilities  must  be 
highly  competent  and  skilled  in  comparative  medicine.  Equipment  and 
physical  plant  requirements  with  the  necessary  teaching  aids  in  the 
basic  sciences,  and  clinical  facilities  for  numerous  species  of  animals 
are  especially  costly.  Student  year  costs  in  veterinary  medicine  are 
second  only  to  those  in  human  medicine. 

Senator  Magnuson.  'Wliat  is  the  average  course  for  a degree,  4 years  ? 

What  is  it  in  Washington  State,  4 or  5 ? 

Dr.  Henderson.  It  is  4 years  in  the  professional  school,  but  there 
are  preveterinary  programs  based  on  an  average  3 years. 

Senator  Wvgnuson.  So  it  is  long  term  ? 

Dr.  Henderson.  Yes.  The  average  veterinary  student  graduating  has 
been  in  college  between  7 and  8 yeai*s. 

Veterinary  medicine  is  a desired  professional  field,  as  is  indicated 
by  the  number  of  young  people  expressing  interest,  preparing  in  pre- 
professional progra  ms,  and  applying  for  admissions  to  the  18  colleges. 

This  year  in  Washington  State  we  had  400,  I think,  qualified  appli- 
cants and  we  are  limited  to  60  students. 

In  recent  years  there  have  been  more  than  four  qualified  applicants 
for  every  one  admitted.  Many  others  who  are  interested,  but  learn  of 
the  limited  enrollment  possibilities,  turn  to  other  fields,  thus  never 
reaching  the  point  of  applying  for  admission. 
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There  is  no  lack  of  interest,  and  no  lack  of  "ood  students  desiring 
to  enter  the  profession.  The  p^reat  problem  is  in  the  number  of  educa- 
tional institutions  and  their  limited  enrollment  potential. 

Meeting  A^eterinary  medical  mani)OAver  requirements  will  require 
the  expansion  of  enrollments  in  the  existing  colleges  and  the  develop- 
ment of  several  new  colleges  of  veterinary  medicine.  We  believe  that 
recognition  of  the  regional  and  national  nature  of  veterinary  medical 
colleges  and  provision  for  adequate,  continuing  financial  support  from 
Federal  sources  is  essential. 

FEDERAL  ASSISTANCE 

The  health  professions  educational  assistance  program  has  pro- 
vided limited  funds  for  expansion  of  enrollment  through  institutional 
grants  Avhich  have  been  available  to  colleges  of  veterinary  medicine  for 
2 yeai*s — the  last  2 years. 

The  increased  enrollment  attributed  to  such  support  is  less  than 
80  students  each  year.  Such  a program,  if  effective  in  providing  l)asic 
support,  must  have  some  stability.  It  can't  be  effective  when  it  is  on 
one  year  and  threatened  to  be  turned  off  the  next,  which  has  been  our 
experience  with  it  during  this  2-year  period. 

Certainly,  a college  can't  be  expected  to  take  an  increased  number 
of  students  in  class  on  the  basis  of  1 year  of  support,  when  these  stu- 
dents Avill  be  enrolled  for  4 years.  A renewed  commitment  to  a system 
of  institutional  support  on  a continuing  basis  is  one  essential  factor  to 
graduating  more  veterinarians. 

To  provide  for  full  funding  of  the  program  which  is  proposed  by 
S.  934,  Avould  require  the  appropriation  for  1972  to  include  $12,600,000 
for  capitation  grants  to  colleges  of  A-eterinary  medicine  based  upon 
an  anticipated  total  enrollment  of  5,200  in  the  professional  jirograms. 
and  assuming  that  25  percent  of  the  enrollment  Avould  be  in  schools 
AA’ith  expanding  enrollments  meeting  the  requirements  proposed  in  the 
bill. 

Veterinary  medical  colleges  liaA^e  been  aided  through  construction 
grants  under  the  HPEA  programs.  Only  four  grants,  totaling  $6,661.- 
000  Avere  made  through  1969  to  colleges  of  veterinary  medicine. 

In  1971  tAvo  grants  have  been  aAvarded  for  $9,172,822.  These  grants 
have  permitted  replacing  antiquated  buildings,  but  none  have  been 
made  for  the  development  of  neAv  colleges,  and  little  expansion  in 
enrollments  has  resulted. 

Until  the  recent  announcements  of  the  1971  grants,  a period  of 
over  2 years  had  gone  by  Avith  no  grants  for  veterinary  medical  educa- 
tional facilities.  The  current  backlog  of  appro A^ed  projects  is  in  excess 
of  $55  million. 

Most  of  the  existing  colleges  cannot  expand  their  enrollments 
AAuthout  construction  of  ncAv  or  additional  facilities,  and  the  tAvo  de- 
veloping colleges  are  dependent  upon  Federal  funds  for  construction 
to  admit  their  first  classes. 

The  appropriations  for  1972  should  include,  at  least,  $30  million  for 
construction  grants  for  schools  of  A^eterinary  medicine,  pharmacy, 
optometry,  and  podiatry. 

These  schools  enroll  about  32  iiercent  of  the  students  in  the  health 
professions.  TAventy  million  dollars  of  this  Avill  be  required  for 
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"rants  for  the  construction  of  one  new  college  of  veterinary  medicine 
and  to  permit  two  smaller  construction  projects  in  veterinary  medical 
colleges  to  be  funded. 

State  funds,  which  have  been  made  available  for  matching  of  Fed- 
eral funds,  may  have  to  be  used  for  other  puri:>oses  unless  projects  can 
be  funded  soon. 

Senator  Cotton.  Would  you  stop  there  one  moment. 

Could  you  supply  for  the  record  at  that  point  what  States  have  made 
available  these  matching  funds? 

Dr.  Henderson.  Louisiana,  Iowa,  and  Colorado? 

Senator  Cotton.  Those  three? 

Dr.  Henderson.  Yes.  Louisiana  is  one  of  the  new  schools.  I would 
emphasize  that  State  funds  are  available  for  this  matching  of  this 
$20  million  that  we  are  asking  for. 

Senator  Magnuson.  In  other  schools,  too?  Would  State  funds  be 
available  for  matching,  say,  in  Washington  State? 

Dr.  Henderson.  We  are  not  part  of  this  $20  million. 

Senator  Cotton.  How  many  States  have  actually  provided  funds 
for  matching  purposes  that  cank  be  matched,  just  three? 

Dr.  Henderson.  Louisiana,  Iowa,  and  Colorado,  I think  that  is 
the  three. 

Dr.  Thorpe.  We  recently  were  appropriated  $5  million  at  Minne- 
sota or  are  in  the  process  of  making  application.  This  would  be  coming 
along,  too,  not  immediately. 

Dr.  Henderson.  We  also  will  be  applying  in  Washington,  but  not 
in  this  grant  here. 

Senator  Magnuson.  But  if  you  did  apply,  you  would  have  matching 
funds  ? 

Dr.  Henderson.  Yes. 

Senator  Magnuson.  What  we  are  trying  to  get  at  here  is  this : What 
we  do  in  this  field,  there  is  available  matching  funds? 

Dr.  Henderson.  There  is  available  in  veterinary  medicine  matching 
funds. 

Senator  Magnuson.  Well,  they  might  not  be  there  now,  but  your 
application  would  point  out  that  matching  funds  would  be  sought 
in  these  cases? 

Dr.  Henderson.  But,  at  the  present  time  we  have  matching  funds 
committed  to  match  this  $20  million  that  we  are  asking  for  here.  That 
is  mainly  in  Louisiana.  Colorado,  and  Iowa. 

Senator  Magnuson.  What  is  the  percentage  of  matching  funds  ? 

Dr.  Henderson.  It  varies  a little,  but  it  is  supposed  to  be  for  new 
schools  in  66  Federal,  and  it  is  50-50  under  other  conditions. 

Senator  Magnuson.  Yes. 

Dr.  Henderson.  During  this  vear  and  last  year,  special  project  grants 
totaling  approximatelv  $1,500,000  have  been  vital  in  keeping  one  vet- 
erinary medical  college  in  operation  and  have  helped  in  an  emergency 
in  another  one. 

To  provide  for  the  programs  proposed  under  “Special  project  grants 
and  manpow’er  initiative  aw^ards  and  part  E,”  “Belief  for  health  pro- 
fessions schools  wdiich  are  in  financial  distress,’’  in  S.  934,  the  appro- 
priations for  1972  should  include  $3  million  for  colleges  of  veterinary 
medicine. 

Senator  Magnuson.  This  is  in  special  projects  ? 
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Dr.  Henderson.  Yes. 

In  addition  to  providing  essential  assistance  to  colleges  which  are 
in  serious  financial  straits,  these  grants  will  provide  the  support  neces- 
sary to  evaluate  the  innovations  in  educational  methodology,  to  de- 
velop programs  of  interdisciplinary  training,  and  to  develop  new  pro- 
grams, where  needed,  to  increase  the  quality  of  the  curriculum. 

We  believe  it  is  extremely  important  to  the  development  of  new  col- 
leges and  the  expansion  of  existing  ones,  that  provisions  be  made  for 
project  grants  for  training,  traineeships,  and  fellowships  for  the  ad- 
vanced training  of  individuals  to  enable  them  to  teach  or  improve 
their  teaching  skills. 

This  should  become  a part  of  the  future  programs  funding  this  pro- 
gram in  veterinary  medical  colleges  in  1972  would  require  about 
$1,200,000.  H.R.  8629  recently  passed  by  the  House,  contains  this 
provision. 

Senator  Magnuson.  Right  there  the  House  bill  is  an  authorization ; 
isn’t  it  ? 

Dr.  Henderson.  Yes. 

Senator  Magnuson.  And  they  have  a provision  for  the  training? 

Dr.  Henderson.  Yes. 

Senator  Magnuson.  That  is  in  their  authorization  bill  ? 

Dr.  Henderson.  Yes. 

Senator  Magnuson.  That  is  because,  you  see,  the  House  has  not 
passed  on  the  appropriation  bill  for  1972. 

Dr.  Henderson.  Yes. 

Senator  Magnuson.  What  I am  getting  at,  they  point  out,  take  this 
item  and  put  it  separately  and  state  there  should  be  an  amount  for  this 
item. 

Dr.  Henderson.  Yes. 

Funds  for  student  loans  and  scholarships  have  been  a vital  factor 
in  providing  the  financial  resources  to  permit  a number  of  students 
to  remain  in  college,  to  complete  their  professional  education. 

Continuation  of  the  loan  and  scholarship  programs  is  important 
We  recommend  that  the  funding  level  be  in  accordance  with  the  pro- 
visions of  S.  934. 

I would  only  add  we  certainly  have  appreciated  the  loan  program 
we  have  had  in  the  past  and  we  are  concerned  about  the  attempt  to 
limit  this  to  students  whose  families  are  receiving  less  than  $10,000  a 
year. 

I mean,  this  is  simply  not  a realistic  basis  from  the  standpoint  of 
student  loans  in  the  health  professions  and  it  means  that  the  middle- 
income  group  are  placed  under  very  great  stress  and  I think  that  this 
would  be  a mistake. 

Senator  Magnuson.  We  had,  for  the  record,  a pretty  lengthy  dis- 
cussion of  this  matter  in  the  education  bill,  in  the  loan  parts  of  it, 
which  the  President  signed  on  last  weekend  and,  as  pointed  out  by 
several  Senators,  it  is  pretty  hard  to  set  this  limit,  although  we  would 
want  to  emphasize  the  poorer  families  and  have  it  so  they  would  not  be 
denied  the  right. 

Now  you  take  a family  that,  say,  had  $15,000  a yearund  two  or  three 
kids  going  to  college,  they  are  the  ones  that  cannot  afford  it. 

Dr.  Henderson.  That  is  right,  Mr.  Chairman. 


2335 


Senator  Magnuson.  And  we  put  language  in  the  report  in  the  Office 
of  Education  bill  pointing  this  out,  that  there  ought  to  be  a change  of 
the  guidelines  on  this  matter,  without  losing  the  emphasis  of  supply- 
ing the  wherewithal  to  poorer  families,  the  children  of  the  poorer 
families. 

We  ought  to  have  both,  that  is  what  we  mean. 

Dr.  Henderson.  Certainly  in  our  area,  jobs  are  very  hard  to  come 
by,  that  is  for  students  this  summer,  and  without  a loan  i:>rograni  we 
would  be  in  great  difficulty  and  1 think  it  applies  certainly  to  families 
with  more  than  $10,000  a year  income. 

Senator  Magnuson.  Now,  when  some  of  your  students  applied,  for 
a loan  in  the  university  where  you  are  located,  do  they  apply  separate- 
ly or  do  they  apply  to  the  aid  section  in  the  institution  or  do  they  go 
down  separately  and  get  a loan  ? 

Dr.  Thorpe.  They  apply  in  Mimiesota  to  the  bureau  of  loans  and 
assistance,  which  applies  to  all  loans  of  universities. 

Senator  Magnuson.  What  we  call  an  institutional  recommendation  ? 

Dr.  Thorpe.  Yes. 

Senator  Magnuson.  But  they  can  apply  separately  ? 

Dr.  Thorpe.  Yes,  if  they  wish;  but  most  all  of  them  go  through 
this,  and  this  bureau,  as  I say,  in  the  case  of  Minnesota,  handles  the 
loans. 

Senator  Magnuson.  IVliat  I am  getting  at  is  the  veterinary  institu- 
tion is  in  the  same  category  with  its  students  as  in  other  schools  apply- 
ing for  a loan  ? 

Dr.  Thorpe.  Yes,  except  it  comes  under  the  health  professional  as- 
sistance clause. 

Senator  Magnuson.  Which  is  imder  a little  different  guideline. 

Senator  Cotton.  In  other  words,  it  has  been  to  meet  dental  and  s(j 
on? 

Dr.  Thorpe.  Yes,  but  it  is  handled  by  this  bureau  in  the  university. 

Senator  Magnuson.  Is  that  correct  in  most  cases  ? 

Dr.  Luoto.  We  are  eligible  also  for  the  guaranteed  loan  program 
which  is,  and  this  is  as  far  as  the  students  are  concerned  because  they 
can’t  find  anyone  to  grant  them  these  guaranteed  loans,  so  it  is  of  no 
avail  to  our  people  so  they  depend  on  the  health  professional  loans. 
As  of  last  year,  the  schools  getting  a health  professional  loan  could  no 
longer  apply  for  an  NDE A loan  and  this  excluded  us,  you  see,  so  there 
was  not  enough  money  last  year  to  support  all  of  our  students. 

We  gave  them  part  of  these  loans,  only  two  out  of  three,  but  they 
were  disqualified  from  NDEA  loans  because  of  inadequate  loan  funds 
under  the  health  professions. 

Senator  Magnuson.  Where  do  we  have  the  loan  funds  in  here? 

Senator  Cotton.  Is  it  in  banks  ? 

Dr.  Luoto.  They  won't  make  the  loans  at  all. 

Senator  Magnuson.  We  want  to  get  this  straight.  Under  health 
manpower  we  have  medical,  dental,  and  related  health  professions, 
which  would  be  you  people,  institutional  support  is  $256  million  and 
student  assistance  is  broken  down  into  direct  loans  and  scholarships 
and  it  is  $18  million  for  the  direct  loans  as  against  25  for  last  5^ear 
and  it  is  $28  million  for  scholarships,  which  is  up,  as  compared  to  15 
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last  year.  I don’t  know  what  they  will  do  to  you,  but  this  is  the  budget 
recommendation. 

We,  generally  speaking,  in  both  this  bill  and  the  educational  bill, 
have  recommended  increasing  the  amount  of  money  for  direct  loans, 
whether  it  be  under  health  manpower  on  the  regular  college  program 
this  year. 

The  Senator  from  New  Hampshire  and  I did  not  think  it  was 
quite  enough  because  they  had  cut  out  fellowships  altogether  and 
scholarships  in  the  health  profession. 

Senator  Cotton.  May  I ask  this  question  right  there. 

You  referred  in  your  statement — I think  there  is  reference  to  S.  934 — 
to  the  requirements  in  that  bill  that  have  to  do  with  length  of  the 
courses,  the  requirements  of  preliminary  education  ? 

Dr.  Henderson.  Yes. 

Senator  Cotton.  I want  to  ask  you  about  medical  schools.  In  my 
own  medical  school  in  New  Hampshire,  we  are  expanding  from  a 2- 
to  4-year  course.  Previously  the  doctors  had  to  have  4 years  in  college, 
3 or  4 years,  usually  4 years,  in  medical  school  and  3 more  years  in 
internship  and  residency. 

Now  they  are  chopping  off  a year  at  each  end.  They  are  giving 
them  credit  so  that  the  first  year  at  medical  school  refers  to  the  4th 
year  of  college  and  they  have  shortened  the  requirements  on  the  in- 
ternship. In  other  words  they  have  shortened  the  training  period  by  2 
years. 

Now,  is  there  any  reason  why  the  veterinary  schools  could  not  re- 
quire only  2 years  of  college  instead  of  what  they  do  require  now'^ 

Dr.  Henderson.  Two  years  less  than  they  require  now  ? 

Senator  Cotton.  What  do  they  require  now  ? 

Dr.  Henderson.  Well,  we  require  a preveterinary  program  and  cer- 
tainly in  Washington  State  we  don’t  care  how  long  they  take  to  do  it, 
but  it  would  take  at  least  2 years  to  do  the  premedical  program. 

Senator  Cotton.  But  they  can  do  it  in  2 years  ? 

Dr.  Henderson.  Yes,  they  can  do  it  in  2 years. 

Senator  Cotton.  In  other  words,  you  don’t  require  more  than  what 
could  be  done  in  2 years  in  college  as  preliminary  training  before  they 
qualify  in  your  school  ? 

Dr.  Henderson.  That  is  right. 

Senator  Cotton.  Is  that  true  of  the  other  schools  ? 

Dr.  Henderson.  It  is  true  of  most  of  them.  A minimum  of  two  pre- 
veterinary and  4 years  in  veterinary  school. 

Senator  Cotton.  By  “preveterinary,”  you  mean  general  education  ? 

Dr.  Henderson.  But  there  are  specific  things  they  ask  them  to  take 
in  preveterinary  programs,  physics,  chemistry,  some  social  sciences, 
it  is  a rather  prescribed  preveterinary  curriculum  for  2 years  so  they 
get  the  whole  DVM  education  including  preveterinary  and  profes- 
sional college  in  6 years. 

There  are  many  of  them  that  take  7 years  or  8 years  because  some 
of  them  come  into  preveterinary  who  have  not  been  able  to  meet  the 
basic  requirements  of  the  preveterinary  curriculum  and  that  is  why 
you  get  the  7 and  8 year  ones. 

Some  have  a BS  degree  in  animal  science  and  decide  they  want  to 
take  veterinary  medicine,  so  it  makes  an  8 year  student  but  they  can  do 
it  in  six  years. 


2337 


Senator  Cotton-.  Thank  you. 

Senator  Magnuson.  I had  not  heard  that  conversation  because  I 
had  left,  but  I think  I know  what  it  is  really  about  and  I just  want 
to  point  out  to  you  people  that  Ave  have  been  urging,  and  we  have  had 
some  cooperation  Avith  the  medical  schools,  to  do  something  about  this 
longtime,  maybe  by  the  use  of  new  techniques  or  even  audio  visual  pro- 
graming, Avhere  you  can  take  care  of  some  people  in  training  and  cut 
the  length  of  training  doAvn.  It  is  a longtime  for  a felloAv  to  stay  in 
debt. 

By  the  time  he  gets  out  he  probably  has  a family,  so  he  has  to  look 
around  quickly  to  get  some  money  to  pay  all  his  debts. 

I am  glad  to  hear  you  are  considering  some  means  to  shorten  that 
period  of  training. 

Dr.  Besch.  We  proposed  a study  on  that  using  special  project  funds, 
but  we  never  had  any  given  to  veterinary  schools  except  those  in  dire 
financial  need. 

Senator  Cotton.  Is  there  anything  in  S.  934  that  will  require  more 
than  the  total  6 years  in  Avhich  it  can  be  done  ? 

Dr.  Henderson.  No. 

Dr.  Besch.  One  other  point.  We  have  a great  deal  of  flux.  Senator, 
in  curriculum  structures  and  revision  in  veterinary  medicine.  This  is 
to  existing  programs.  We  never  had  the  privilege  in  veterinary  medi- 
cine of  structuring  a neAV  program  in  the  last  4 years. 

In  other  medicine,  they  have  and  have  gone  to  a greater  extent  than 
in  veterinary  medicine. 

Senator  Magnuson.  There  is  a neAv  authorization  for  health  man- 
power and  I understand  you  people  are  included ; is  that  right  ? 

Dr.  Henderson.  Yes. 

Senator  Cotton.  Are  there  some  new  requirements  about  the  courses 
and  length? 

Dr.  Henderson.  It  does  not  increase  them,  no. 

Senator  Magnuson.  I have  no  further  questions,  except,  again  for 
the  record,  under  the  health  professions  educational  improvement 
grants,  the  veterinary  medicine  budget  recommendation  is  zero,  but 
it  is  going  to  be  some  help,  I think,  to  this  committee  if  there  is  strong 
language  and  I hope  there  is  in  this  report  for  including  veterinary 
medicine  professions. 

Dr.  Henderson.  Thank  you  very  much. 

Senator  Magnuson.  Specifically,  you  have  broken  down  this  train- 
ing program  to  $1.2  million,  Avhich  is  in  the  House  bill,  and  then  the 
construction  amount. 

But  the  $30  million  you  suggest  is  for  all  of  these  ? 

Dr.  Henderson.  That  is  right. 

Senator  Magnuson.  It  is  for  all  of  these  professionals  that  Avere 
left  out  ? 

Dr.  Henderson.  Yes;  Ave  are  in  the  group. 

Senator  Magnuson.  You  would  be  in  that  group. 

Dr.  Henderson.  Yes. 

Senator  Magnuson.  All  right;  Ave  thank  you  very  much,  and  Ave 
Avill  place  in  the  record  the  last  two  pages  of  your  statement  and  the 
addendum  to  the  statement. 

(The  remainder  of  the  statement  and  addendum  follow:) 
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Before  closing  I wish  to  speak  in  favor  of  one  other  worthy  means  of 
continued  support  for  the  training  programs  within  veterinary  medical 
colleges  — that  of  the  General  Research  Si?) port  Grant  program  (GRSG)  ' 

Concern  is  widespread  over  the  continued  decreases  in  that  funding, 
dropping  from  $60.7  million  in  1969  to  the  $49.2  million  proposed  by  the 
Administration  for  1972  ! Although  authorized  for  funding  for  up  to  15%, 
of  the  federal  research  budget  the  level  now-- Proposed  is  only  7 . 97o. 

Rather  than  decreasing  the  appropriations  for  this  vital  GRSG  program' 
there  should  instead  be.  increased  support;  GRSG  is  essential  to  the  future  ^ 
operation  and  effective  functioning  of  our  schools  of  veterinary  medicine. 

We  therefore  recommend  that  this  appropriation  be  restored  at  least  to 
last  year's  level  of  $54.2  million. 

Because  of  the  unique  nature  and  provisions  of  the  program  the 
importance  of  such  awards  far  transends  the  actual  dollar  values  involved.., 

; The  program  cultivate^  scientific' excfellende  , through,  provitfing 
stable  support  and  the  strengthening  of  'institutional,  programs it  enables  ^ 
early  recognition  and  s import  of  talent  si,  and  of '.novel , and  emeiging'dpportuni-  > 
ties  in  research.  Perhaps  most  importantly, 'the  GRSG  programj^^lows  each 
institution  to  balance  it's  own  programs  and  enhance  it's  role 'in  determine- 
ing  the  direction  of  the  institution’s., interests  and  development  - 
irrespective  of  current  fashions  in  support  of  project  grants.  . » 

The  effectiveness  of  the  GRSG  program  in  "fulfilling  it's  role  in 

^ 

the  support  of  research  and  research  training  (at  a cost,  incidentally,  of  ' 
only  6%  of  the  1966-67  federal  health  research  budget)  is  fully  summarized 
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in  the  Roth-Boynton  Report  - The  General  Research,  Support  Grant;^  It’s 
Objectives  and  How  They  Are  Being  Met  (GPO  0-398-935) . ' , 

* Th^e  virtually  unanimous  views,  held  on  the  worth  of  this  program 
within  both  of  the  national  organizations  for  whom  we  speak  today  are  in 
complete  accord  with  the  findings  of  the  Roth-Boynton  Committee.-  This 
recognition  of  the  effectiveness  and  value  of  the  GRSG  program  exists , I am 
su^e,  within^ all  health-retated  schools  .within  the^program.  Revitaliza- 
tion  of  this  program  through  restoratldn  of  adequate  appropriations'  should 
be  started  within  the  fiscal ’1972  legislation.  ' ^ 

Thank  you,  Mr.  Chairman  and  members  of  the  Sub-committee,  for 
giving  me  an  opportunity  to  appear  before  you.  If  there  are  questions,  my 
colleagues  and  I will  be  glad,  to  attempt  to  answer  them.. 

ADDENDUM 

During  1970,  the  Southern  Regional  Education  Board 
named  a Special  Committee  to  study  the  need  for  training 
for  veterinary  medicine  in  the  South,  and  the  capability 
to  meet  that  need.  The  Conmiittee  Report  was  accepted  by 
the  Board,  last  May,  and  we  wish  to  present  the  summary  of 
this  Report,  and  have  it  made  a part  of  the  record  of 
these  proceedings. 
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May  17,  1971 

SPECIAL  SREB  COMMITTEE 
on 

VETERINARY  MEDICAL  EDUCATION 
Summary  of  Recommendations 

1.  Recommendations  to  increase  the  number  of  SREB  veterinary 
medical  training  spaces  in  the  near  future. 

. SREB  veterinary  medical  schools  consider  adopting  a 
year-round  calendar. 

. Expand  the  regional  veterinary  medical  school  of  the 
University  of  Georgia  from  69  to  120  students  as 
quickly  as  possible. 

. Open  the  developing  regional  school  of  veterinary 

medicine  at  Louisiana  State  University.  The  Committee 
recommends  that  federal  funds  be  provided  to  LSU  for 
the  approved  but  unfunded  construction  grant. 

. Increase  the  contra ct-for- services  fee  for  reserving 
an  SREB  veterinary  space  from  $ 1800  a year  to 
$3000  a year  effective  in  the  fall  of  1972. 

2 . Other  recommendations . 

. Additional  federal  support  for  construction  and 
expansion  of  veterinary  medical  schools  be  made 
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available,  as  the  Committee  sees  no  prospect  of 
meeting  substantial  veterinary  medical  education 
needs  except  through  additional  federal  support. 

Any  new  Southern  veterinary  medical  school  be 
committed  to  regional  education  j&rom  its  conception. 
In  awarding  construction  grants  and  expansion  monies 
to  veterinary  medical  schools,  federal  authorities  to 
give  special  consideration  and  priority  to  the  regional 
commitment  of  the  school. 

A second  new  regional  veterinary  medical  school  to 
be  opened  in  the  SREB  region  in  the  mid  or  late  1970s. 
Efforts  to  continue  in  Florida  for  development  of  the 
school  being  considered,  as  well  as  study  by  North 
Carolina  on  the  question  of  a school. 

Expansion  of  Southern  veterinary  medical  schools  in 
addition  to  the  University  of  Georgia. 

Veterinary  and  pre -veterinary  curricula  to  be  studied 
to  reduce  years  involved,  to  better  mesh  training, 
and  to  afford  wider  opportunities  for  young  people  to 
secure  pre -veterinary  training. 

State  and  federal  funding  agencies  work  to  increase 
and  up-grade  Southern  veterinary  medical  faculty  and 
to  afford  veterinary  medical  schools  more  veterinary 
technicians  and  non-academic  personnel. 
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State  higher  education  planning  and  coordinating 
agencies  and  veterinary  medical  colleges  to  consider 
means  for  expanded  training  of  veterinary  technicians. 
SREB  states  and  veterinary  medical  schools  continue 
with  renewed  determination  their  cooperative  partici- 
pation in  the  regional  training  program. 

This  report  and  its  recommendations  be  brought 
promptly  to  the  attention  of  appropriate  state  and 
federal  authorities  and  professional  associations . 
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STATEMENT  OF  DR.  ALVIN  F.  MORELAND,  D.V.M.,  UNIVERSITY  OF  FLORIDA 

Senator  Magnuson.  Dr.  Alvin  Moreland  of  the  University  of  Flor- 
ida could  not  be  here  today  so  we  will  include  in  the  record  a state- 
ment, submitted  by  him,  concerning  animal  resources  in  biomedical 
research  and  training. 

(The  statement  follows :) 
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I am  Alvin  F.  Moreland,  Doctor  of  Veterinary  Medicine,  Head  of  the 
Division  of  Comparative  Medicine  and  Director  of  the  J.  Hillis  Miller  Health 
Center  Animal  Department  at  the  University  of  Florida.  I 'am  also  a Diplomate 
of  the  specialty  group  within  the  American  Veterinary  Medical  Association 
known  as  The  American  College  of  Laboratory  Animal  Medicine,  and  a member  of 
the  American  Association  for  Laboratory  Animal  Science  (AALAS).  Prior  to  this 
year  I have  served  several  years  as  a member  of  the  AALAS  executive  board  and 
c^lrrently  am  Chairman  of  its  Committee  on  Public  Policy. 

AALAS  is  an  organization  of  nearly  3000  individual  scientists, 
technicians  and  institutions  concerned  with  the  development  and  use  of  animals 
in  all  phases  of  biomedical  research  and  training.  The  importance  of  animals 
as  models  for  research  on  hioman  diseases,  for  use  in  teaching,  drug  develop- 
ment and  testing  and  in  furthering  our  knowledge  of  human  disease  is  in- 
creasingly recognized.  Accordingly,  oior  members  are  vitally  concerned  with 
the  development  of  animal  resources  in  support  of  all  phases  of  biomedical 
investigations  including  studies  on  ecology,  the  environment,  congenital 
defects,  nutrition,  cancer,  heart  disease,  and  other  forms  of  disease  or 
disorders  afflicting’  man. 

I deeply  appreciate  the  privilege  of  appearing  before  you  to 
express  my  concern  about  the  critical  needs  for  research  animal  resources  of 
our  nation’s  research  institutions.  You  gentlemen,  who  have  played  such  a 
vital  role  in  past  years  in  providing  support  for  the  biomedical  research 
effort  are  certainly  aware  of  the  beneficial  accomplishments  which  have  im- 
proved the  health  of  our  people  so  I won’t  belabor  the  point,  however,  I do 
want  to  emphasize  that  these  accomplishments  could  not  have  been  made  without 
the  extensive  use  of  experimental  animal  subjects. 
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Along  with  the  increased  utilization  of  animals  in  research,  con- 
siderable knowledge  has  accrued  about  animal  diseases  and  management.  Much 
of  this  knowledge  has  been  and  is  now  being  applied  toward  the  improvement 
of  food  animal  and  companion  animal  health,  public  health',  and  improvement 
of  the  quality  of  animals  used  in  research.  The  number  of  Doctors  of  Veterinary 
Medicine  engaged  in  practice  of  the  Laboratory  Animal  Medicine  specialty 
has  grown  from  less  than  a dozen  in  1950  to  more  than  500  today. 

Animals  used  in  biomedical  research  numbered  more  than  11  million 
in  1968  according  to  a National  Academy  of  Sciences  survey.  Obviously,  this 
number  of  animals  living  in  close  proximity  in  institutional  environments 
create  major  problems  of  animal  disease,  management  and  prevention  and  the 
subsequent  maintenance  of  high  quality  standards  for  their  use  in  research. 

It  has  only  been  possible  to  accomplish  the  provision  and  maintenance  of 
high  quality  through  the  continued  improvement  of  the  facilities  and  personnel 
involved  in  research  animal  care  and  management.  The  Division  of  Research 
Resources,  most  recently,  and  formerly,  the  Division  of  Research  Facilities 
and  Resources  have  generously  contributed  to  this  continued  improvement. 

However,  because  of  the  very  nature  of  their  use,  animal  facilities  deteriorate 
at  a significantly  more  rapid  rate  than  most  other  types  of  facilities  and 
equipment.  The  need  for  high  levels  of  sanitation  dictate  daily  use  of 
large  volximes  of  water,  detergents,  caustic  disinfectants  and  other  cleaners 
which  quickly  erode  even  the  best  construction  materials.  Animal  excreta, 
particularly  acid  urines,  result  in  rapid  corrosion  and  oxidation  of  cage 
equipment  and  the  associated  ammonia  vapors  from  urine  causes-  rapid  deteriora- 
tion of  ductwork  and  mechanical  air  handling  equipment.  Institutions  are 
doing  their  utmost  to  provide  for  the  needed  improvements.  But,  because  of 
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the  extreme  pressures  placed  on  state  and  private  organizations  for  monies 
to  carry  on  a myriad  of  vital  programs  they  appear  to  be  losing  the  ability 
to  keep  up  the  improvement  of  animal  resource  facilities  and  equipment. 

I’m  sure  you  gentlemen  are  aware  of  the  passage  in  19^6  of  Public 
Law  89-5I+4  (The  Laboratory  Animal  Welfare  Act)  and  in  1970  of  Public  Law 
91-579  (The  Animal  Welfare  Act  of  1970).  Both  of  these  laws  are  good  and 
worthwhile,  however,  in  themselves  they  place  a severe  financial  b\of den  on 
the  already  overstrained  financial  resources  of  our  biomedical  research 
institutions. 

I have  for  several  years  served  as  a member  of  the  Council  for  the 
American  Association  for  Accreditation  of  Laboratory  Animal  Care,  an 
organization  established  by  Biomedical  scientific  associations  in  an  effort 
to  assist  their  institutional  members  to  improve  their  animal  facilities  and 
resources  through  a program  of  voluntary  inspections  and  an  accreditation 
schema.  The  program  has  been  successful  having  assisted  I66  institutions 
to  achieve  a fiilly  accredited  rating,  23  a provisionally  accredited 
rating  and  33  remain  to  achieve  accredited  status  from  a total  of  222 
institutions  who  have  participated  in  the  program.  Interestingly,  29 
institutions  which  were  initially  provisionally  accredited  or  from  which 
accreditation  was  withheld  have  improved  their  facilities  so  that  they  are 
now  included  among  those  fully  accredited  institutions.  The  criteria  for 
accreditation  are  the  minimal  standards  promulgated  by  the  Public  Health 
Service  in  its  Publication  102U  "Guide  for  Laboratory  Animal  Facilities  and 
Care".  A carefiil  estimate  reveals  that  only  about  10^  of  the  Nation's 
biomedical  research  institutions  have  participated  in  the  program  although 
these  institutions  use  approximately  1/3  of  the  animals  used  in  research. 
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Undoubtedly  there  are  many  reasons  for  the  lack  of  participation  of  the 
remaining  90^,  however,  there  can  he  no  doubt  that  many  have  not  applied 
because  it  is  believed  that  they  are  unable  to  "measure  up"  to  these  minimal 
standards . 

In  1968,  the  National  Academy  of  Sciences  through  its  Institute 
for  Laboratory  Animal  Resoirrces  (NAS-ILAR)  conducted  a comprehensive  survey  of 
laboratory  animal  facilities.  This'  survey  revealed  that  of  the  approximately 
7.6  million  net  square  feet  of  animal  facility  space  in  use  at  that  time, 
over  two  million  net  square  feet  needed  remodeling  or  replacement.  In  addition 
to  physical  plant  facilities,  animal  care  equipment  such  as  cages,  cage 
washing  machines,  steam  cleaners,  etc.  are  very  expensive  and  subject  to 
rapid  deterioration.  Many  institutions  are  currently  using  equipment  of  sub- 
standard quality  and  in  immediate  need  of  replacement.  The  NAS-ILAR  survey 
revealed  that  over  2.\%  of  the  institutions  had  such  equipment  that  needed 
renovation  or  replacement  and  that  17^  of  the  institutions  needed  such  equip- 
ment but  did  not  have  it  available.  That  was  3 years  ago.  The  need  would 
undoubtedly  be  greater  today  since  the  last  three  years  has  been  a period  of 
severe  local  and  Federal  budgetary  constraints  with  little  or  no  Federal 
support  for  facilities  improvement.  As  Public  Law  91-579  is  effected  it  is 
expected  that  additional  equipment  needs  will  be  generated  by  its  requirements 
that  larger  cages  be  provided  for  some  species  in  order  to  better  provide  for 
animal  comfort . 

The  proposed  budget  for  the  National  Institutes  of  Health  does  not 
include  funds  to  assist  in  this  critically  needed  animal  resources  facilities 
and  equipment  improvement.  Recommended  funds  to  support  the  current  program 
of  the  Animal  Resources  Branch  of  the  Division  of  Research  Resources  are  all 
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vi-taJ.  and  necessary  to  continue  other  current  programs  of  crucial  importance 
to  our  Biomedical  research  effort.  What  is  needed  therefore  are  additional 
funds  to  assist  in  meeting  the  needs  for  improvement  of  animal  facilities 
and  equipment. 

The  amount  of  such  monies  is  difficult  for  me,  as  a layman,  to 
calculate.  However,  the  NAS-ILAR  data  reveal  a recognized  need  for  $28.6 
million  for  remodeling  and  renovating  facilities  and  $13. 06  million  for 
equipment  and  cage  replacement.  This  reveals  a total  need  for  $Ul.66  million.  . 
This  figure  does  not  include  figures  for  expansion  or  construction  of  new 
facilities.  It  seems  to  me  that  a 50^  to  66-2/3^  sharing  of  the  costs  to 
make  the  needed  improvements  (not  expansion)  hy  the  Federal  government  would 
he  in  order.  This  would  produce  a need  for  $20.83  million  at  the  50^  level 
or  $27.7^  million  at  the  66-2/3^  level.  The  latter  level  would  he  more 
realistic  when  one  considers  the  extreme  shortage  of  local  funds.  Assuming 
the  corrections  could  he  accomplished  over  a four  year  period  an  allocation 
of  $12  million  in  Fiscal  1972-73  and  $5  million  in  each  of  the  three  following 
years  would  appear  to  he  a reasonable  approach. 

Again,  I 'thank  you  for  the  opportunity  to  appear  and  express  my 
deep  concern  for  this  critical  need  for  minimally  adequate  funding  of  the 
nation’s  research  animal  resources.  Your  careful  consideration  of  this  vital 
need  will  allow  our  biomedical  research  programs  to  continue  to  expand  the 
ability  to  deal  with  the  health  problems  of  our  Nation's  citizens. 
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Memberships : 


BIOGRAPHICAL  SKETCH  OF  DR.  A.  F.  MORELAND 


Alvin  F.  Moreland 


Associate  Professor  Comparative  Medicine,  Head  Division 
of  Comparative  Medicine  and  Director  J.  Hillis  Miller 
Health  Center  Animal  Department,  University  of  Florida 


Morven,  Georgia,  September  5j  1931 

Georgia  Teachers  College  19^8-1951 » Bachelor  of  Science 

Emory  University  1951  No  degree 

University  of  Georgia  1951-1952,  Masters  of  Science 

1956-1960,  Doctor  of  Veterinary  Medicine 

Present,  Head  Division  of  Comparative  Medicine  and  Director, 

J.  Hillis  Miller  Health  Center  Animal  Department 


1963  - 65,  Director,  J.  H.  Miller  Health  Center  Animal  Department 

1962  - 63,  Ass’t  Prof,  of  Pathology  & Director  of  the  Vivarium, 
University  of  Virginia,  Charlottesville,  Virginia 

i960  - 62,  Fellow  in  Laboratory  Animal  Medicine,  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  University, 
Winston-Salem,  N.  C. 


1956  - 60,  Veterinary  Student,  University  of  Georgia,  School  of 
Veterinary  Medicine  & Research  Technical  Assistant, 
Department  of  Pathology 


1953  - 56,  Lieutenant  (jg)  United  States  Navy 

1951  - 52,  Graduate  Assistant,  Bureau  of  Educational  Services 
Field  Studies,  University  of  Georgia 


American  Veterinary  Medical  Association 
Florida  Veterinary  Medical  Association 
Alachua  County  Veterinary  Medical  Association 
New  York  Academy  of  Sciences 

American  Association  for  Advancement  of  Science 
American  Association  for  Laboratory  Animal  Science 

22  papers  in  13  scientific  journals 
Chapters  in  3 scientific  books 


Publications : 
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STATEMENT  OF  DR.  JANET  B.  HARDY,  JOHNS  HOPKINS 

NATION AJL  INSTITUTE  OF  NEUROLOGICAL  DISEASES  AND  STROKE: 
OOLLABORCLINE  PERINATAL  STUDY 

Senator  Magnuson.  Our  next  witness  is  Dr.  Janet  Hardy. 

Dr.  Hardy  is  from  Johns  Hopkins  and  has  a prepared  statement 
which  will  be  included  in  the  record  in  full. 

(The  statement  follows :) 
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Ivlay  I thank  you  for  the  privilege  of  appearing  before  you  on 
behalf  of  the  Project  Directors  of  The  Collaborative  Perinatal  Study 
of  the  National  Institute  of  Neurological  Diseases  and  Stroke. 

First,  let  me  qualify  myself  as  an  expert  witness.  I have  been  a 
member  of  the  faculty  of  The  Johns  Hopkins  School  of  Medicine  for  some 
25  years  during  which  I have  served  on  the  full-time  research  and  teaching 
staff,  except  for  five  years  spent  with  the  Baltimore  City  Health  Depart- 
ment. My  duties  as  Assistant  Commissioner  for  Preventive  Medicine 
were  concerned  among  other  things  with  establishing  programs  for 
(1)  handicapped  children,  (2)  prenatal  care  for  the  poor  and  (3)  the 
health  of  school  children.  I left  this  position  to  return  to  Johns  Hopkins, 
on  a full-time  basis,  to  organize  the  Johns  Hopkins  Collaborative  Study 
on  Cerebral  Palsy,  as  it  was  then  called.  We  admitted  our  first  patients, 
on  a pretest  basis,  in  1958. 

In  addition  to  directing  the  Johns  Hopkins  Study,  I have  been  an  active 
participant,  with  the  staff  of  the  National  Institute  of  Neurological  Diseases 
and  Stroke  (NINDS)  and  of  the  other  eleven  collaborating  institutions,  in 
the  development  of  the  design  of  the  Study  on  a national  level.  I am, 
therefore,  thoroughly  familiar  with  all  aspects  of  the  Study.  During  the 
past  year  I have  participated  in  the  analysis  of  the  data  collected, 
and  the  development  of  the  first  major  publication,  a book  entitled 
The  Collaborative  Perinatal  Study:  The  Women  and  Their  Pregnancies, 
which  has  just  received  official  clearance  for  publication  by  Saunders 
and  Company. 

The  Collaborative  Perinatal  Study  includes  some  58,  000  pregnancies, 
and  the  follow-up  of  the  surviving  children  through  seven  and  eight  years 
of  age.  It  is  an  important  study  because  it  can  help  to  elucidate  the  causes 
of  fetal  and  neonatal  death,  and  that  continuum  of  fetal  injury  which 
results  in  mental  retardation  (3%  of  all  childfen).  Cerebral  Palsy,  defects 
of  vision  and  hearing,  minimal  cerebral  dysfunction  and  learning  dis- 
abilities (depending  on  definition  and  population  studied,  5 to  50%  of  all 
children). 

Perinatal  problems  as  a cause  of  death  are  exceeded  in  importance 
only  by  cancer  and  heart  disease.  The  risk  of  dying  is  higher  during  the 
perinatal  period  (ie.  from  20  weeks  of  gestation  through  the  28th  day  of 
life)  than  at  any  time  in  life  until  advanced  old  age  (ie.  beyond  65  years). 
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About  4%  of  all  pregnancies  end  in  stillbirth  or  neonatal  death,  many- 
more  in  abortion. 

The  risks  of  dying  tell  only  part  of  the  story.  Of  far  greater 
consequence  to  the  individual,  the  family  and  the  nation  is  the  risk  of 
surviving  -with  a serious  handicap  to  the  central  nervous  system  (see 
table  attached).  For  example,  3%  of  children  born  are  mentally 
retarded  - (ie.  3%  of  3.  5 million  or  105,  000  children  born  each  ycar)- 
others  survive  with  cerebral  palsy,  epilepsy,  serious  defects  of  vision 
or  hearing,  and  many  children  are  handicapped  by  the  subtle  impairments 
of  minimal  cerebral  dysfunction  and  learning  disabilities  including 
dyslexia. 

Estimates  of  the  number  of  children  with  subtle  learning  disabilities 
range  from  5 to  50%  of  school  age  children,  depending  upon  geographic 
lociation,  definition  and  social  background.  Educational  difficulty,  school 
failure  and  dropout,  and  delinquent  or  criminal  behavior  is  of  all  too 
frequent  occurrence  among  such  children.  Society  has  failed  to  eliminate 
or  ameliorate  these  school  problems  largely  because  the  antecedent  events 
were  unclear  and  the  causes  often  unknown. 

It  is  estimated  that  of  the  20  million  Americans  with  neurosensory 
handicaps’''  that  more  than  7 0%  have  conditions  which  originated  during 
the  perinatal  period.  If  the  causes  of  these  handicaps  can  be  pinpointed, 
preventive  measures  can  be  developed.  Three  examples,  come 
immediately  to  mind,  (1)  rubella  vaccine  to  prevent  rubella  during 
pregnancy,  (2)  the  possibility  that  the  withholding  of  certain  drugs  will 
prevent  the  occurrence  of  congenital  malformations  which  might  result 
from  their  use,  (3)  the  use  of  exchange  transfusions  for  children  with 
high  neonatal  bilirubin  levels  early  enough  to  prevent  minimal  brain 
damage.  There  are  many  other  leads  which  require  urgent  pursuit. 


History  of  The  Collaborative  Perinatal  Project 

The  NINDS  Collaborative  Perinatal  ^tudy  was  started  by 
Dr.  Pierce  Bailey,  with  the  support  of  Congress.  The  first  patients 
were  enrolled  on  a pretest  basis  in  1958  and  the  study  began  in  ernest 
in  1959.  Ten  university  medical  centers  have  continued  to  collaborate 

'I'Carhort  Report  - (National  Advisory  Neurological  Diseases  and  Stroke 
Council,  Human  Communication  and  Its  Disorders:  An  Overview,  U.  S. 
Department  of  Health,  Education  and  Welfare,  N.  I.  H.  Bethesda, 
lv?aryland,  1970). 
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with  the  NINDS  in  the  Study  of  58,  000  pregnant  women  and  their  children 
followed  through  seven  to  eight  years  of  age.  The  massive  amount  of 
information  collected  on  the  mothers  and  on  the  children  through  the 
four  year  age  level  is  now  on  some  five  million  punch  cards  and 
computer  tape.  Approximately  7 0%  of  the  children  have  been  examined 
psychologically  and  neurologically  at  seven  years  of  age  and  about 
50%  of  the  available  8 year  olds  have  had  their  language,  hearing  and 
speech  evaluation.  The  collection  of  information  on  the  school  age  children 
is  thus  approaching  completion  and  the  data  collection  phase  of  the  study 
will  be  terminated  in  FY  '74. 

The  information  from  the  evaluations  at  seven  and  eight  years 
is  being  processed  onto  punch  cards  and  computer  tape  as  it  is  received 
at  the  Perinatal  Research  Branch,  of  the  NINDS.  Completion  of  data 
analysis  will  require  several  additional  years. 


Analysis  of  the  pooled  data  is  actively  in  progress  - after  a 
number  of  years  were  spent  in  the  evaluation  and  review  of  the  infor- 
mation being  collected.  Two  successive  ad  hoc  review  committees  gave 
their  approval  to  the  continuation  of  the  Study. 

Some  500  scientific  papers  relating  to  various  aspects  of  perinatal 
problem.s  have  already  been  published  by  staff  members  of  the  Perinatal 
Research  Branch  and  by  scientists  in  the  local  institutions. 

The  first  major  comprehensive  description  of  the  Study,  a book 
entitled  the  The  Collaborative  Perinatal  Study:  I Ihe  Women  and  Their 
Pregnancies,  has  been  cleared  for  publication  and  is  in  the  hands  of  the 
publishers.  The  second  volume  is  in  preparation  and  should  be  completed 
by  the  end  of  the  year.  This  volume,  entitled  The  Collaborative  Perinatal 
Study:  II.  The  First  Year  of  Life  describes  the  infants  and  their  course 
through  the  first  year. 

These  volumes  are  intended  to  serve' as  a basic  description  of  the 
study  and  the  information  contained  therein.  They  make  important 
contributions  to  current  knowledge  of  factors  determining  pregnancy 
outcome  both  in  terms  of  the  optimal  and  the  relative  risks  of  unfavorable 
outcome.  Such  information  is  essential  with  respect  to: 

1.  pregnancy  planning  for  optimal  outcome, 

2.  the  identification  of  causes  of  pregnancy  wastage  and  handicapping 
conditions  so  that  preventive  measures  may  be  developed. 
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3.  the  identification  of  high  risk  pregnancies  so  that  appropriate 
medical  care  for  mother  and  baby  may  be  devised,  and 

4.  the  identification  of  the  high  risk  factors  for  the  newborn 
so  that  damage  to  the  nervous  system  may  be  avoided  or  at 
least  held  to  a minimum. 

Planning  for  Data  Analysis  in  a number  of  special  areas  is  proceeding 
under  the  direction  of  some  eleven  special  task  forces.  For  example: 

1.  The  effect  of  the  toxemias  of  pregnancy, 

2.  The  effect  of  factors  associated  with  labor  and  delivery  . 

3.  The  role  of  perinatal  infections  in  adverse  pregnancy  outcome. 

4.  Factors  which  affect  the  physical  growth  and  development  of  children. 

5.  Factors  which  affect  intellectual  growth  and  development,  through  age 
4 years. 

6.  Genetic  Factors,  a special  substudy  in  this  area  is  concerned  with  the 
unique  information  available  about  the  600  pairs  of  twins  born 

into  the  Study. . 


Highlights  of  Important  Observations  from  the  Study  - A few  examples; 

I.  A strong  relationship  appears  to  exist  between  the  amount  of  weight 
gained  by  the  mother  during  her  pregnancy  and  the  survival  and  birth 
weight  of  her  infant.  It  would  appear  that  a weight  gain  of  2 5 to  2 9 lbs. 
is  optimal  with  respect  to  the  lowest  rates  of  perinatal  death,  premature 
delivery  (birth  weight  below  5 1/2  lbs)  and  later  abnormalities.  Further- 
more, IQ  at  4 years  of  age  is  related  to  birth  weight  with  big  newborn 
infants, (excluding  the  excessively  large),  on  the  average  having  higher 
IQ  levels  than  the  small  babies  in  the  lowest  10th  percentile  at  birth. 
Obstetric  practice  in  the  United  States,  and  the  American  woman's 
wish  to  look  young  and  slender  have  tended  to  restrict  weight  gain  during 
pregnancy  to  16  lbs.  European  women  on  the  other  hand,  on  the  average, 
gain  20  -30  lbs.  This  may  account  in  large  part  for  the  fact  that  the 
United  States  ranks  13th  in  the  world  with  respect  to  neonatal  mortality. 
Further  analyses  are  required  to  elucidate  the  factors  which  determine 
maternal  weight  gain.  It  is  interesting  to  speculate  that  the  perinatal 
death  rate,  and  the  rate  of  neurological  handicaps  might  be  very  sub- 
stantially reduced  by  simply  encouraging  pregnant  women  to  gain  2 5 
to  30  pounds  rather  than  15  pounds. 


Maximum  Serum  Bilirubin:  Many  babies  become  yellow  - or  jaundiced 

in  the  newborn  period  as  the  result  of  higher  than  normal  levels  of  bilirubin 
in  the  blood  and  tissues.  It  has  long  been  known  that  very  high  levqls  of 
serum  bilirubin  in  the  newborn  period  are  related  to  severe  neurologic 
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damage  - (Kernicterus  and  Cerebral  Palsy).  Exchange  transfusions  are 
used  to  reduce  the  dangerous  high  levels  (over  20  mg  %).  It  was  not  until 
information  was  systematically  collected  on  a large  series  of  babies 
in  the  Collaborative  Study  that  it  became  apparent  that  babies  with  elevated 
but  not  high  bilirubin  levels  (15-20  mg  %)  had  significant  developmental 
problems  and  neurological  problems  - regardless  of  their  birth  weight. 

It  would  appear  that  exchange  transfusions  might  have  prevented  such 
problems.  Further  analyses  of  the  newborn  bilirubin  level  in  relation 
to  findings  at  seven  and  eight  years  of  age  hold  promise  of  yielding 
important  leads  for  the  prevention  of  minimal  cerebral  dysfunction. 
Approximately  5%  of  newborn  infants  have  bilirubin  levels  of  15  mg  % or 
above.  Refinements  in  diagnostic  techniques  and  treatment  should  help 
to  prevent  permanent  handicaps  in  these  children  once  the  fact  that  they 
are  at  special  risk  is  established. 


Rubella  Studies 

The  Johns  Hopkins  Collaborative  Study  group  has  been  privileged 
to  work  intensively  on  problems  stemming  from  maternal  rubella  during 
pregnancy.  In  association  with  Dr.  John  Sever,  NINDS,  using  our  Study 
patients  we  have  been  able  to  demonstrate  conclusively  that  rubella  during 
the  second  trimester  of  pregnancy  may  also  result  in  fetal  death  and 
handicapping  defects  in  surviving  children,  as  is  the  case  with  rubella 
during  the  first  3 months  of  pregnancy. 

In  the  Johns  Hopkins  Study,  among  24  women  with  rubella  between 
the  13th  and  30th  weeks  of  gestation  - two  lost  their  babies  with  congenital 
infection,  Among  the  22  infants  followed  to  age  4 years,  10  had  communication 
problems  (hearing  and  language  deficits),  5 had  other  manifestations  of 
congenital  infection  including  mental  retardation,  congenital  heart  disease, 
and  growth  failure.  Thus,  on  prolonged  follow-up,  only  7 of  the  24  women 
had  children  without  evidence  of  congenital  infection. 

The  lifetime  care  of  a child  with  congenital  rubella  costs 
approximately  $200,  000.  It  is  estimated  that  20,  000  children  survive  with 
severe  handicaps  as  a result  of  the  1964-65  epidemic  - for  a staggering 
cost  of  4 billion  dollars.  Other  maternal  infections  in  pregnancy  are 
also  known  to  cause  similar  damage.  Toxoplasmosis  and  cytomegalo- 
virus (CMV)  to  name  only  two.  The  data  in  the  Collaborative  Study 
could  throw  light  on  their  roles  in  perinatal  disease. 

In  my  opinion  termination  of  pregnancy,  if  the  parents  so  desire, 
is  entirely  justifiable  up  to  20  weeks  gestation  when  the  mo.ther  has 
rubella  during  pregnancy.  - 

The  use  of  rubella  vaccine  for  susceptible  teenage  and  non- pregnant 
women  is  highly  desirable. 


63-792  O - 71  - Pt.  4-6 
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Illustrations  of  Value  of  the  Data 

The  value  of  the  data  in  the  study  can  best  be  illustrated  by  two  brief 
case  reports.  The  first  concerns  Dennis  who  is  now  10  years  old.  Dennis' 
mother  became  pregnant  when  she  was  only  16.  She  failed  to  realize 
the  necessity  for  prenatal  care  and  did  not  come  to  the  clinic  until 
fairly  late  in  pregnancy  when  she  had  developed  severe  Toxemia.  This 
caused  Dennis  to  be  a' small  for  dates'  and  jaundiced  baby  with  neuro- 
logical difficulties  observed  in  the  nursery.  By  four  months  of  age 
he  had  a definite  right  hemiparesis  - which  was  still  present  at  one  year. 

His  development  was  slow.  He  was  adopted  by  an  aunt  at  age  two  years, 
by  now  the  hemiparesis  had  disappeared  and  the  only  unusual  finding  was  a 
rather  marked  degree  of  hyperactivity  and  a tendency  to  be  left  handed. 

At  four  years  his  IQ  was  in  the  low  normal  range,  at  five  years  he  began 
setting  fires  in  cupboards  and  set  his  aunts  and  a neighbor's  house  on 
fire.  Good  psychiatric  treatment  was  obtained.  At  seven  and  eight 
in  spite  of  a generally  normal  IQ  he  was  unable  to  learn  to  read;  he  was 
distractible,  destructive  and  difficult  to  manage.  He  was  in  a good 
home  situation  and  supportive  psychiatric  care  was  given  to  his  aunt. 

At  age  10  he  caused  a major  fire  and  was  committed  to  an  institution 
for  retarded  children  where  his  care  is  costing  the  community  --  sixty 
years  of  custodial  care  at  $3500  per  year  is  over  $200,  000.  Had  one 
seen  this  child  first  at  age  10  years,  one  would  be  hard  put  to  explain 
his  normal  IQ,  inability  to  read  and  delinquent  behavior.  The  connect- 
ing links  with  early  neurological  abnormality,  resulting  from 
complications  of  pregnancy  which  could  probably  have  been  prevented 
would  have  been  observed. 

The  second  concerns  a telephone  call,  a week  or  two  ago,  from 
a young  soldier  in  Texas.  He  was  just  about  to  leave  for  duty  in  Vietnam. 

His  wife,  18  weeks  pregnant  with  her  first  child  had  just  developed  rubella. 
They  were  both  anxious  to  have  a child  especially  as  there  is  no  guarantee 
that  he  will  return  from  Vietnam,  on  the  other  hand,  he  did  not  want  to 
take  a substantial  risk  of  leaving  his  wife  with  a handicapped  child.  Without 
the  data  from  the  Collaborative  Study  I would  not  have  had  any  answers 
to  his  questions  - in  fact,  I would  not  have  any  for  the  numerous  telephone 
calls,  which  come  in  from  all  over  the  country,  requesting  information 
about  the  risks  of  congenital  rubella. 

Reduction  in  Funding  Jeopardizes  Study 

The  Collaborative  Perinatal  Study  is  in  jeopardy  because  of  a 
2.  1 million  dollar  reduction  in  the  funding  level  (approximately  7.  2 
million  to  5.1  million)  recommended  in  the  President's  budget  for  FY  '72. 
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In  actual  figures  this  is  a 27%  reduction  over  FY  '71.  In  effect,  because 
of  inflation,  it  is  a 33%  reduction.  The  funding  has  been  progressively 
reduced  from  a maximum  of  approximately  $9  million  which  was  required 
during  1966.  Further  reductions  below  FY  '71  cannot  be  tolerated  without 
serious  harm  to: 

1.  Data  Collection  - The  observations  to  be  made  at  ages  7 and  8 
years  will  be  reduced  in  both  quanity  and  quality  as  a result  of  inadequate 
support  of  personnel  in  the  collaborating  institutions. 

2.  Data  Analyses  - The  study  is  almost  complete  except  for  the 
least  expensive  and  most  important  part  - The  pay  off.  The  reduction 
in  funding  means  that  the  detail  and  speed  with  which  the  data  in  hand 
can  be  examined  and  published  will  be  seriously  curtailed.  Some 
analyses  will  be  postponed,  others  simply  not  funded  at  all.  This  can 
have  serious  consequences.  For  example: 


After  July  30th,  1971,  the  Prenatal  Drug  Study  being  carried  out  in  Boston 
by  Drs.  Jick  and  Slone  will  not  be  funded  at  all,  and  the  important  leads 
linking  certain  drugs  and  vaccines  given  to  the  mother  during  early 
pregnancy  with  perinatal  death  and  congenital  malformation  will  be 
discontinued.  This  could  have  tragic  results.  If  one  considers  that 
simply  by  not  giving  certain  drugs  to  pregnant  women  one  can  prevent 
the  occurrence  of  malformations.  Let  us  draw  some  inferences 
for  a moment  - from  one  suspicious  sedative  drug  identified  in  the 
Tufts  Study.  It  is  generally  accepted  that  the  lifetime  care  of  a seriously 
malformed  individual  costs  $150,  000  to  $200,  000.  If  one  assumes  that  the 
proportions  of  women  among  the  58,  000  in  the  Collaborative  Project 
who:  one,  received  a suspicious  drug  during  early  pregnancy;  and, 
two,  had  a malformed  child  are  representative  of  the  country  as  a whole, 
then  by  merely  not  giving  this  drug  to  any  pregnant  woman  in  the  United  States 
for  one  year,  one  would  have  saved  sufficient  money  in  terms  of  un- 
needed lifetime  care  to  pay  the  100  million  dollar  cost  of  the  Collaborative 
Study  to  date.  All  other  findings  would  be  gravy.  However,  there  are 
no  funds  to  continue  these  analyses. 

A similar  study  of  the  effect  on  the  child  of  drugs  and  anaesthetic 
agents  used  at  the  time  of  delivery  is  ready  for  processing  but  no  funds 
are  available  to  underwrite  the  cost  of  the  analysis. 

Similarly  there  is  no  money  to  underwrite  the  cost  of  analysis 
of  special  studies  which  have  been  conducted  by  some  of  the  local 
institutions.  For  the  Johns  Hopkins  Group  this  means  postponing  a book 
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on  congenital  rubella,  and  analysis  of  data  pertaining  to  the  growth 
and  development  of  'inner  city'  children. 

3.  The  Development  of  Special  Studies  dependent  upon  the  continued 

follow-up  beyond  age  7 and  8 years  of  special  groups  of  children  in 
The  Collaborative  Project.  These  children .becaus e of  the  wealth  of 
information  available, constitute  a national  resource  of  considerable 
importance  and  their  follow-up  should  be  continued.  For  example: 

a)  Those  with  congenital  heart  disease  - there  are  some  450  children 
in  this  group.  The  opportunity  to  watch  the  evolution  of  their  disease 
and  its  effect  on  their  development  is  unparalled. 

b)  Similarly  there  are  some  300  children  with  epilepsy.  These  children 
can  contribute  much  to  information  available  about  the  causes  of  this 
condition  and  the  effect  of  its  presence  on  the  growth  and  development 
of  children. 

c)  The  several  hundred  children  with  congenital  rubella  represent  a 
unique  resource.  Subtle  abnormalities  of  vision,  hearing  and 
intellectual  functioning  are  appearing  as  seemingly  mildly  or 
unaffected  children  grow  older.  The  Johns  Hopkins  Rubella  Study  is 
barely  limping  along  because  of  lack  of  funding. 

d)  The  600  pairs  of  twins  provide  a unique  resource  to  geneticists  and 
to  those  interesting  in  learning  processes.  These  children  should  be 
followed  until  15  years  of  age  or  more  - funding  does  not  permit. 

e)  The  children  with  normal  intelligence  but  minimal  cerebral  dysfunction 
and  learning  disabilities  are  a uniquely  important  group.  Here  is  an 
opportunity  to  study  the  causes  and  cognitive  disabilities  of  such 
children  so  that  preventive  measures  and  successful  remediation  may  be 
developed.  Lack  of  funds  has  prohibited  special  studies  in  this  area, 
proposed  by  the  Collaborative  Study  Centers  in  Buffalo  and  Baltimore. 

These  are  but  a few  of  the  opportunities  which  should  be  seized 
now  - before  it  is  too  late.  These  studies  can  no  longer  be  postponed, 
the  children  grow  older  every  day.  ' 

The  expense  (and  the  time  required)  for  the  initial  investment  have 
been  so  great  that  it  is  unlikely  that  a similar  opportunity  will 
present  itself  for  many  years  to  come. 
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In  Summary 

The  Collaborative  Perinatal  Study,  which  after  many  years 
is  approaching  its  end,  has  a unique  potential  to  provide  answers 
important  in: 

1.  the  prevention  of  pregnancy  wastage  and  the  m^any 
handicapping  conditions  of  children  and  adults  which 
originate  in  pregnancy. 

2.  the  development  of  optimal  medical  care  for  mothers 
and  children. 

3.  the  education  of  medical  students  and  young  physicians. 

The  information  contained  could  be  of  importance  to  obstetricians, 
pediatricians,  neurologists,  public  health  workers,  educators  and  all 
those  concerned  with  the  development  of  preventive  and  remedial 
programs  for  children. 

A $2.1  million  (27%)  reduction  in  funding  proposed  in  the 
President's  Budget' for  FY  '72  places  in  jeop>ardy  the  ability  of  the 
Collaborative  Perinatal  Study  to: 

1)  complete  data  collection, 

2)  to  press  forward  with  data  analysis  as  rapidly  and  thoroughly  as 
possible,  and 

3)  to  plan  for  the  continued  follow-up  of  special  small  subgroups  of 
children  in  order  to  maximize  the  benefits  of  the  Study. 

I respectfully  request  your  consideration  of  this  matter  in  order 
that  short  sighted  penny  pinching  not  prevent  this  Study  from  reaching 
its  full  potential. 

Thank  you,  , 

Janet  B.  Hardy,  MDCM,  FAPHA' 
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Disability  from  Various  Neurologic  lintitics  Which  May 
Represent  in  Part  a Continuum  of  Reproductive  Wastage* 


Total  Estimated  Number  of 

Disability  Category  Disabled  Persons  in  U.S. 


Cerebral  palsy  555,000 

Mental  retardation  5,000,000** 

Epilepsy  1,500,000 

Visual  handicap  (legally  blind)  345,000 

Auditory  handicap  (legally  deaf)  760,000 

Disorder  of  Speech  *** 


*From  material  prepared  by  the  National  Institute  of  Neurologic 
Diseases  and  Blindness  from  morbidity  estimates,  received  from 
the  relevant  voluntary  agencies,  Feb.  5,  1960. 

**Three  percent  of  population;  126,000  mentally  retarded  bom 
annually. 

***Two  to  five  percent  of  all  children. 


It  is  estimated  that  there  are  approximately  20  million  individuals 
in  the  United  States  with  handicaps,  or  defects,  which  fall  within 
this  general  category. 

(National  Advisory  Neurological  Diseases  and  Stroke  Council,  Human 
Communication  and  Its  Disorders;  An  Overview,  U.S.  Department  of 
Health,  Education  and  Welfare,  N.I.H.  Bethesda,  Maryland,  1970). 
Carhort  Report 


PROBLEMS  ENCOUNTERED  BY  STUDY  FAMILIES  BET\v'EEN  BIRTH  AND  AGE 
YEARS  OF  INDEX  CHILD  (N=335) 
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Dr.  Hx\rdy.  Senator  Magnuson,  on  page  9 tihere  is  a summary  of 
the  statement  which  has  the  main  points  and  Dr\  Bucy  already  intro- 
duced the  subject  which  I would  like  to  testify  concerning  and  that 
is  the  collaborative  perinatal  study  of  tlie  National  Institute  of  Neuro- 
logical Diseases  and  Stroke  and  I really  wanted  to  speak  specif- 
ically to  a real  problem  which  this  study  faces  and  that  is  a projected 
reduction  of  $2.1  million  in  the  President’s  budget  for  fiscal  1972. 

This  is  a 2T-percent  reduction  in  fact  but  because  of  the  inflation  it 
represents  roughly  a third  of  the  funding. 

Senator  Magnuson.  Before  you  go  on,  I think  this  will  be  in  the 
record  but  just  so  we  understand  it  better,  the  study  was  started  in 
1959? 

Dr.  Hardy.  Yes;  in  1959. 

Senator  Magnuson.  And  there  are  now  10  university  medical  cen- 
ters that  are  participating  in  this  study. 

Dr.  Hardy.  Right. 

Senator  Magnuson.  And  it  involves  up  to  date  58,000  pregnant 
women  ? 

Dr.  Hardy.  Right. 

Senator  Magnuson.  Up  to  date. 

Dr.  Hardy.  That  is  all  actually.  The  last  pregnant  woman  was  en- 
rolled in  1966  and  we  are  following  the  children  imtil  the  7-  or  8-year 
goal  and  in  2 more  years,  fiscal  1974,  the  last  children  will  be  fin- 
ished in  their  examinations,  so  this  cut  in  funding  comes  at  a time 
when  the  major  expense  and  thrust  of  the  data  collection  is  almost 
over. 

It  comes  at  a time  when  the  pay-off  is  really  just  beginning,  be- 
cause it  takes  approximately  9 years  of  study  of  a mother  and  her 
child  to  reach  the  end  point. 

Senator  Magnuson.  Was  this  a total  Federal  grant  study  or  is  there 
additional  participation  ? 

Dr.  Hardy.  There  is  considerable  participation. 

Senator  Magnuson.  In  the  10  schools? 

Dr.  Hardy.  Yes;  in  the  10  schools.  At  Johns  Hopkins,  I think  that 
the  participation  from  the  schools  and  from  other  grants,  not  neces- 
sarily Grovernment  grants,  but  private  grants,  the  participation 
amounted  to  roughly  30  percent,  I would  guess. 

Senator  Magnuson.  And  you  suggest  in  the  summary  that  to  con- 
tinue this — well,  you  suggest  that  the  $2.1  million  in  the  proposed 
budget,  which  is  the  27-percent  reduction,  would  place  the  study  in 
jeopardy. 

Dr.  Hardy.  Yes;  if  the  budget  for  fiscal  1972  is  cut  by  the  pro- 
posed $2.1  million,  they  are  in  jeopardy. 

Senator  Magnuson.  How  much  do  you  suggest  we  put  in  ? 

Dr.  Hardy.  I think  if  $2  million  were  there  that  would  help. 

Senator  Magnuson.  This  does  not  mean  you  are  going  to>  get  it? 

Dr.  Hardy.  No,  Mr.  Chairman;  I realize  that.  But  I think  $2  mil- 
lion would  enable  the  study  to  complete  the  data  analysis — ^that  is,  $2 
million  in  fiscal  1972,  added  to  the  $9  million  that  the  President’s 
budget  suggests  be  spent — would  help  us  to  complete  the  data  analysis 
and  go  forward  at  this  time  with  the  data  analysis. 

Senator  Magnuson.  I think  I confused  the  record  myself  here. 

Now  when  you  talk  about  $2.1  million,  that  is  the  reduction? 

Dr.  Hardy.  Yes;  that  is  the  reduction. 
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Senator  ]\L\gxusox.  And  you  suggest  that  that  be  put  back  in  ? 

Dr.  Hardy.  Yes,  sir. 

Senator  Magxusox.  That  is  to  make  it  what  it  was  last  year? 

Dr.  Hardy.  Right. 

Senator  Magxysox.  Xow,  you  have  here  on  page  4 “highlights  of 
im]'>ortant  observations  from  the  study.*' 

What  do  you  do  with  these  observations?  How  do  you  distribute 
them  around  ? Who  participates  ? 

Dr.  Hardy.  A number  of  things  are  done  with  those,  so  far,  there 
has  been  about  500  scientific  papers  published  by  the  staff  and  the 
collaborating  institutions  and  the  Xational  Institute  of  Xeurological 
Disease  and  Stroke. 

We  have  just  finished  compiling  the  first  volume  describing  the 
women  in  the  study  and  their  pregnancy  outcome  and  this  went  to  the 
publishers  in  the  last  week  or  so. 

We  are  deeply  involved  in  producing  a second  volume  which  will 
describe  the  children  through  1 year  of  age. 

I am  actually  working  on  the  second  Amlume  and  there  is  mateiral 
here  which  should  have  very  real  impact  in  terms  of  pointing  up  bet- 
ter wavs  of  providing  medical  care  for  mothers  and  babies,  better 
ways  of  educating  young  physicians. 

For  example,  I was  really  shocked  to  find  that  during  the  first  year 
of  life,  480  of  the  17,000  Xegro  babies  in  the  study  had  had  measles 
and  two  of  them  had  died  and  about  200  white  babies  had  measles  and 
one  died. 

This  is  a preventable  disease,  as  you  know,  but  most  physicians  and 
public  health  people  are  not  aware  that  it  happens  in  the  first  year  of 
life  and  putting  this  kind  of  information  out  before  the  public  is 
really  important. 

Senator  Magxitsox.  That  is  what  I wanted  to  get  at,  is  there  wide 
distribution  of  this  information  so  that  if  we  go  ahead  with  it  it  will 
be  used. 

Dr.  Hardy.  Right. 

Senator  Magxttsox.  How  do  you  do  the  studies  that  you  mention 
in  this  area  ? 

Dr.  Hardy.  Well,  the  patients,  mothers  and  children,  are  distrib- 
uted among  the  10  collaborating  institutions  and  in  this  there  is  vari- 
ous observations  made. 

Senator  Magxusox.  Are  these  hospitals  or  schools  or  both  ? 

Dr.  Hardy.  They  are  both. 

In  the  hospital  with  medical  school  personnel  and  actually  following 
these  mothers  and  children  already  has  impact  in  terms  of  better 
patient  care  and  better  records.  But  the  data  that  is  collected  from  ob- 
serving these  patients  is  then  sent  to  the  office  of  biometry  in  the  Xa- 
tional  Institute  of  Xeurological  Disease  and  Blindness  and  there  put 
on  punchcards  and  computer  tapes. 

The  next  step  is  that  scientists  in  the  XIXDS  and  the  institutions 
collaborating  and  some  from  outside,  have  access  to  the  data  and  are' 
responsible  for  the  analysis  and.  distribution  of  the  information  that  is 
derived. 

I think  the  point  that  I am  really  most  concerned  about  is  the  fact 
that  we  are  just  now  getting  to  the  point  where  the  data  is  available  and 
can  be  used  and  we  are  being  hamstrung  really  by  having  a major 
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budget  cut  and  the  people  in  the  Secretary’s  Office  and  in  the  NIH 
tell  me  “Well,  we  can  postpone  these  studies.” 

But  we  cannot. 

Senator  Magnuson.  Of  course,  everybody  tells  us  that  up  here.  They 
are  just  now  ready  to  go  and,  if  you  cut  them,  and  I might  say  some- 
times that  goes  on  forever.  But  sometimes  you  have  to  conclude  these 
things. 

Dr.  Hardy.  Well,  yes;  this  is  getting  close  to  being  concluded. 

Senator  Magnuson.  Now,  you  say  we  rank  13th  in  the  world  in  re- 
spect to  neonatal  mortalities,  is  that  corerct  ? 

Dr.  Hardy.  Yes;  that  is  death  during  the  first  month  after  birth. 

Senator  Magnuson.  First  month  after  birth  ? 

Dr.  Hardy.  Yes. 

Senator  Magnuson.  And  you  attribute  that  to  the  fact  that  American 
Avomen  want  to  stay  slim  ? 

Dr.  Hardy.  I think  this  may  be  one  of  the  very  important  factors. 

Senator  Magnuson.  I don’t  know  how  this  committee  is  going  to 
stop  that.  And  whereas,  European  women  did  not  mind  getting  bigger 
and  gaining  weight  ? 

Dr.  Hardy.  European  women  gain  on  the  average  about  25  pounds 
during  their  pregnancies.  I don’t  know  that  this  is  the  reason,  but  we 
have  good  evidence  to  suspect  this  may  be  a major  reason  and  we 
have  the  data  to  look  and  see. 

Senator  Magnuson.  Well,  haven’t  you  concluded  that  that  results 
in  smaller  babies  ? 

Dr.  Hardy.  Yes;  smaller  weight  means  we  get  smaller  babies,  yes 
that  we  know. 

Senator  Magnuson.  Well,  Norris  and  I will  see  if  we  can  do  some- 
thing about  that.  [Laughter.] 

Senator  Couton.  Someibody  has  to  do  something.  Doesn’t  keeping  a 
woman’s  weight  down  in  pregnancy  make  the  birth  less  hazardous. 

Dr.  Hardy.  The  information  we  just  now  are  making  available 
shows  for  the  58,000  mothers  this  simply  is  not  so.  There  is  one  quali- 
fying piece  of  information  and  that  is  for  the  extremely  large  babies 
who  weigh  more  than  10  pounds,  birth  may  be  more  hazardous  unless 
they  are  carefully  handled,  but  a great  majority  of  deaths  and  the 
great  amount  of  damage  accrues  from  prematurity  and  small  birth 
weight. 

Senator  Cotton.  One  other  question,  and  this  on  page  8 — and  pre- 
viously you  have  touched  on  this — and  you  speak  about  the  rubella 
study  and  it  says  it  is  just  limping  along  for  lack  of  funds. 

I thought  or  had  the  impression  that  now  that  rubella  vaccine  had 
been  developed  the  problem  has  not  been  as  bad.  I understand  that 
there  are  plenty  of  children  that  are  now  growing  up  that  have  been 
affected  by  it.  I thought  the  problem  now  is  to  get  the  vaccine  delivered 
and  if  that  were  done  it  would  attack  the  problem. 

In  other  words,  if  you  get  the  vaccine  available  to  the  congested 
cities  and  out  to  the  remote  areas,  and  particularly  to  the  underprivi- 
leged people,  that  this  problem  would  be  taken  care  of  in  the  future. 

Dr.  Hardy.  I think  you  are  quite  right.  Senator,  but  I think  that 
there  is  an  auxiliary  problem.  That  for  the  long  haul  the  vaccine,  if 
properly  used,  certainly  would  take  care  of  future  epidemics,  if  you 
like,  of  congenital  rubella. 
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But  we  are  finding  in  our  studies  many  things  due  to  congenital 
rubella,  which  were  not  obvious  at  the  time  the  children  were  small 
and  by  following  the  babies  born  in  1964  and  1965  in  the  wake  of  the 
rubella  epidemic,  we  are  now  learning  about  a considerable  number  of 
more  subtle  problems. 

For  instance,  we  know  and  have  known  for  many  years  that  mothers 
who  had  rubella  in  the  first  trimester  of  pregnancy  frequently  have 
babies  with  cataracts  and  these  babies  were  blind. 

We  are  now  learning  that  mothers  who  have  rubella  in  the  second 
trimester  of  pregnancy  have  babies  who  may  seem  normal  at  birth 
but  who  have  other  eye  disabilities,  severe  myopia,  which  is 
progressive. 

Our  studies  are  curtailed  because  of  a lack  of  funds  and  stopping  us 
from  learning  all  Ave  feel  we  should  know  about  the  effects  of  the 
1964-65  epidemic,  but  you  are  perfectly  correct,  that  preventive  as- 
pects have  already  been  unravelled  and  now  understood  in  the  matter 
of  health  care  delivery. 

Senator  Cotton.  I won't  prolong  this  matter,  but  I felt  this  com- 
mittee should  try  to  get  the  best  dollar  value  for  every  dollar  we  spend 
and  that,  in  the  case  or  rubella,  the  best  dollar  value  is  to  deliver  the 
vaccine,  or  make  it  available  to  all  people  of  all  groups  rather  than 
to  use  it  in  continuing  studies  of  those  who  are  already  born  that  have 
the  affliction.  However,  I am  not  suggesting  that  we  should  be  indif- 
ferent to  that  problem. 

Dr.  Hardy.  No;  I understand,  you  are  putting  the  emphasis  in  the 
right  place. 

Senator  Magnuson.  Thank  you,  Doctor. 

STATEMENT  OF  DR.  KENNETH  B.  CASTLETON,  VICE  PRESIDENT  FOR 
MEDICAL  AFFAIRS  OF  THE  UNIVERSITY  OF  UTAH 

NATIONAL  INSTITUTES  OF  HEALTH  : DIAUSION  OF  RESEARCH  RESOURCES 

Senator  Magnuson.  All  right.  Dr.  Castleton  from  Utah  has  to  catch 
a plane  and  we  want  to  hear  from  him  next  and  I am  sure  the  others 
will  bear  with  us. 

Dr.  Castleton.  Senator,  I am  Dr.  Castleton,  vice  president  for 
medical  affairs  at  the  University  of  Utah  for  the  last  2i^  years  and 
prior  to  that  dean  of  the  medical  school  for  7 j^ears. 

I am  here  to  defend  and  support  the  programs  in  the  budget  request 
of  the  Division  of  Research  Resources  of  NIH. 

Would  you  like  me  to  read  the  statement  and  perhaps  we  can  cover 
it  better  that  way  or  would  you  care  if  I comment  and  you  ask  some 
questions  ? 

Senator  Magnuson.  We  will  put  it  in  the  record  in  full,  but  why 
don’t  you  start  on  page  2. 

Dr.  Castleton.  All  right. 

As  you  know,  there  are  several  grants  and  the  general  research 
support  program  is  one  of  the  most  valuable  grants  we  have  ever 
received  from  the  Federal  Government  for  medical  schools. 

Senator  Magnuson.  For  the  record.  Doctor,  right  there,  we  have 
$1,166  million  appropriated  in  1971,  and  $1,291  million  has  been  sug- 
gested by  the  Budget  and  that  is  broken  down  into  a number  of 
categories. 
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But  the  general  research  support  grants  which  you  are  talking  about, 
first,  there  was  in  1971  $46,173,000,  and  the  Budget  suggests  a cut  of 
$5  million. 

Dr.  Castleton.  That  is  right. 

Senator  Magnuson.  All  right,  proceed. 

Dr.  Castleton.  In  fact,  the  whole  research  support  division  has 
been  cut  substantially. 

In  1969  it  was  $84  million  and  for  1970  it  was  $67  million  and  for 
1971  it  was  $66  million  and  the  President’s  1972  Budget  had  a slight 
increase  of  a little  over  $67  million  and  it  is  almost  $68  million  but 
with  the  increase  in  cost  of  living  and  so  on  it  is  not  an  actual  increase, 
so  I would  like  to  support  the  coalition’s  1972  Budget  request  which 
would  be  $76  million  as  compared  with  the  President’s  request  of  $67 
million. 

This  is  for  the  entire  division,  not  just  general  research  support. 

Senator  Magntjson.  Wait  a minute. 

Under  the  general  research  support  grants,  my  figure  is  the  $5  mil- 
lion cut. 

Dr.  Castleton.  That  is  right  for  general. 

Senator  Magnuson.  And  multidisciplinary  centers,  there  is  $5  mil- 
lion added  to  that  suggested  and  special  programs  of  $81  million 
that  are  just  the  same,  or  approximately  the  same  as  last  year. 

Dr.  Castleton.  I think  that  is  correct.  General  research  support  in 
1971  is  $43.4  million,  is  that  what  you  have  ? 

Senator  Magnuson.  All  right. 

Dr.  Castleton.  That  is  a $5.2  million  gap.  To  go  back  to  the  GKS 
program,  this  was  initiated  in  1962,  as  you  know,  and  it  was  the  first 
institutional  grants. 

As  dean  of  the  medical  school,  I found  this  to  be  of  enormous  value 
because  it  is  flexible  and  you  can  use  it  either  for  a number  of  things, 
all  related  to  research.  It  is  a formula  type  of  grant,  based  on  the 
amount  of  money  we  are  able  to  get.  I have  it,  if  you  are  interested. 

Last  year,  we  received  $281,000  at  our  school,  based  on  the  amount 
of  actual  research  money. 

Now,  this  is  what  we  did  with  it.  In  the  first  place  it  helps  to  support 
our  animal  facilities,  which  was  used  largely  for  research  and  this  is 
one  of  the  functions  of  it. 

Another  function  was  to  provide  small  grants  to  investigators  who 
were  starting  up  programs  and  didn’t  have  a grant. 

We  gave  13  investigators  a maximum  of  $2,000  each  last  year  to  get 
them  started. 

Another  use  was  to  purchase  equipment,  research  equipment,  that 
is,  for  three  department  heads  we  recruited.  It  made  it  possible  to  re- 
cruit three  outstanding  department  heads  and  made  it  possible  for 
them  to  proceed  with  research  without  waiting  for  a long  time  for  the 
actual  research  grant. 

We  also  provided  30  summer  research  fellowships  for  2d-  and  3d- 
year  medical  students.  This  we  found  was  of  great  value  and  not  only 
did  it  make  a real  contribution  to  the  research  effort  but  it  also  greatly 
enhanced  their  educational  experience  here. 

I regret  very  much  to  see  that  it  is  proposed  this  be  reduced  and  I 
think  with  the  great  difficulty  that  the  medical  schools  are  having 
already,  this  would  further  aggravate  it. 


2367 


So  I think  that  the  stability  that  this  grant  provides  for  medical 
schools  is  of  enormous  value  and  I would  make  a plea  that  it  not  be 
reduced  but  be  increased. 

Senator  Magnuson.  Would  you  say  that  your  project  and  what  you 
have  given  to  us  on  how  it  operates  with  one  of  these  grants — would 
that  be  typical  ? 

Dr.  Castleton.  Yes,  I would  say  it  is  very  typical. 

Senator  Magnuson.  Very  typical  of  all  schools  ? 

Dr.  Castleton.  Right.  When  I say  “our  institution”  I think  in 
most  cases  it  would  apply  to  all  other  medical  schools  as  well. 

Another  program  is  the  general  clinicial  research  center.  As  you 
know,  there  are  80  centers  of  this  type  and  70  medical  institutions  in 
which  2,000  research  scientists  admit  patients  for  studies. 

These  patients  have  to  be  part  of  a formal  program  which  has  to 
be  approved  and  the  protocol  has  to  be  approved  by  the  committee 
and  directors. 

The  center  actually  consists  of  an  inpatient  bed  unit  of  15  beds.  It 
was  20  beds  in  our  institution  and  because  of  cuts  it  was  down  to 
15  beds. 

Senator  Cotton.  You  are  not  referring  to  the  multidisciplinary 
center  ? 

Dr.  Castleton.  That  is  this.  There  are  some  that  are  not  multi- 
disciplinary but  ours  is. 

Senator  Cotton.  The  Budget  recommends  an  increase  in  that  from 
52  to  57. 

Dr.  Castleton.  Yes,  however,  it  has  been  cut  substantially  in  recent 
years  and  we  were  cut  or  we  were  affected  by  that  cut  which  made 
it  necessary  to  reduce  our  beds  from  20  beds  to  15,  but  there  is  an 
increase  provided  for  that. 

Senator  Magnuson.  Apparently  they  took  off  $5  million,  or  sug- 
gested taking  off  of  general  research  support  and  putting  it  down 
in  multidisciplinary  centers. 

Dr.  Castleton.  Yes,  we  would  like  to  see  the  general  research  sup- 
port get  more  support.  Rather  than  taking  it  from  one  pocket  and 
putting  it  in  another,  we  feel  both  need  support. 

One  of  the  great  values  of  the  clinical  research  center  is  it  trains 
a lot  of  people. 

F or  example,  during  the  past  year,  and  let  me  give  you  the  figures, 
among  the  personnel  who  received  training  in  this  unit  in  the  past 
year  were  40  medical  students,  32  interns,  12  residents,  16  post  doctor- 
ate fellows  and  trainees,  8 dietetic  interns  and  63  student  nurses. 

In  1969  and  1970,  there  were  36  papers  published  on  work  done  in 
the  center  and  another  14  papers  presented  which  will  be  published 
in  the  future. 

Senator  Magnuson.  Now,  on  these  grants  you  can  use  them  within 
reason  for  what  you  think  are  your  priorities  in  your  own  area  ? 

Dr.  Castleton.  It  has  to  be  related  to  research  for  things  like  animal 
facilities  and  library  can  participate,  we  use  a little  for  library  and 
student  research  fellowships  for  students  and  startup  grants  of  a small 
nature,  these  all  have  to  be  related  to  research,  but  they  can  be  used 
partly  for  salaries  and  equipment  and  partly  for  supplies. 

Senator  Cotton.  Referring  generally  to  general  research  support 
grants  ? 
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Dr.  Castleton.  That  was  the  general  research  support  grant  I was 
speaking  of  then,  not  the  clinical  center. 

The  clinical  center  amounts  to  about  hplf  a million  dollars  a year. 

Senator  Cotton.  What  are  the  staple  programs  ? 

Dr.  Castleton.  Well,  one  of  the  programs  or  one  of  the  special  pro- 
grams is  the  computer  program  which  we  participate  in. 

There  is  also  the  primate  centers  which  we  do  not  participate  in. 
There  are  really  four  programs  under  the  entire  program,  general  re- 
search support,  general  clinical  research  centers,  special  programs,  and 
the  animal  resources. 

The  only  one  we  participate  in  in  the  special  projects  is  the  computer 
center  and  I have  a statement. 

Senator  Cotton.  You  have  a statement,  you  have  a choice  or  leeway 
in  what  you  choose,  in  what  special  programs,  on  how  you  use  that 
money  ? 

Dr.  Castleton.  In  our  case  it  is  our  computer  program. 

Senator  Cotton.  But  you  made  the  decision  ? 

Dr.  Castleton.  No,  it  is  all  earmarked.  For  example,  we  have  a spe- 
cific amount  for  clinical  research  and  a specific  amount  for  GRS  and 
a specific  amount  for  the  computer  centers. 

Senator  Cotton.  But  it  is  only  the  GBS  that  you  can  exercise  your 
own  judgment  ? 

Dr.  Castleton.  That  is  right.  In  GKS  there  is  a fair  amount  of 
flexibility. 

Senator  Magnuson.  But  when  you  got  money  for  the  computer  pro- 
gram, or  in  this  amount,  it  was  specified  for  the  computer  program  ? 

Dr.  Castleton.  That  is  right. 

Senator  Cotton.  But  you  applied  for  it  ? 

Dr.  Castleton.  Yes. 

Senator  Cotton.  So  you  made  a preliminary  decision  that  is  what 
you  want  ? 

Dr.  Castleton.  That  is  right,  and  the  same  with  the  clinical  research 
center.  That  is  a very  specific  amount. 

Senator  Magnuson.  Well,  we  will  put  your  statement  on  the  com- 
puter program  on  the  record. 

Dr.  Castleton.  All  right. 

We  have  a very  outstanding  computer  program. 

Senator  Magnuson.  Then  on  page  6 you  have  your  conclusion. 

Dr.  Castleton.  Yes,  I have  a very  brief  conclusion  in  which  I sim- 
ply plead  for  an  expansion  of  the  support  rather  than  restriction.  The 
GRS  grant  had  been  cut  down  quite  a lot  recently,  in  the  last  few 
years,  the  clinical  research  center  has  been  reduced,  and  with  the  great 
difficulty  that  medical  schools  are  having  now,  some  on  the  brink  of 
financial  chaos,  I would  make  a strong  plea  in  favor  of  not  only  main- 
taining the  support  but  increasing  it. 

Senator  Magnuson,  Well,  I have  no  further  questions. 

Senator  Cotton.  I have  just  one. 

In  the  University  of  Utah,  do  you  require  a full  4 years  of  college  ? 

Dr.  Castleton.  No,  we  require  three.  About  85  percent  of  our  stu- 
dents. 

Senator  Cotton.  You  require  three.  How  many  years  are  required  in 
the  medical  school  and  how  many  years  are  required  in  internships 
and/or  residence  ? 
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Dr.  Castleton.  All  schools  require  4 years  of  medical  school.  We 
started  a 3-year  program  which  really  condensed  the  4 years  into  3 
years,  is  what  it  amounts  to. 

All  States  require  a 1-year  internship  and  no  States  require  a resi- 
dency training  program  but  about  75  or  80  percent  decide  they  want  a 
residency  program,  but  it  is  not  decided  by  law,  it  is  purely  optional. 

The  student  decides  it  himself.  To  answer  your  question,  we  require 
3 years  of  college  for  4-year  medicine  but  most  take  four  and  we  re- 
quire 4 years  of  medical  school  and  of  course  the  law  requires  a year’s 
internship  and  most  of  them  go  on  to  special  training. 

Senator  Cotton.  Your  requirement  then  is  about  8 years? 

Dr.  Castleton.  Yes ; that  is  right. 

We  would  like  to  reduce  it.  We  would  like  to  shorten  the  program. 
It  is  very  difficult,  because  we  never  had  a time  when  we  had  to  teach 
so  much.  We  would  never  try  to  teach  more  and  more  in  less  and  less 
time. 

Senator  Magnuson.  Off  the  record. 

( There  was  a discussion  off  the  record. ) 

Senator  Magnusox.  All  right,  I have  no  further  questions.  We 
thank  you  very  much. 

Dr.  Castleton.  Thank  you  very  much,  Mr.  Chairman. 

(The  statement  follows :) 
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I am  Dr.  Kenneth  B.  Castleton,  currently  Vice  President  for  Medical 
Affairs  of  the  University  of  Utah.  Prior  to  that  I was  Dean  of  the  College 
of  Medicine  at  the  University  of  Utah  for  seven  years, 

I greatly  appreciate  the  opportunity  of  appearing  before  you.  My 
purpose  is  to  support  the  programs  and  budget  request  of  the  Division  of 
Research  Resources  of  the  National  Institutes  of  Health. 

First,  I would  like  to  discuss  briefly  the  Division  of  Research  Resources 
and  its  programs  and  the  value  and  impact  of  these  programs  from  a 
general  or  "global"  standpoint.  Then  I would  like  to  describe  briefly  the 
impact  of  these  programs  on  our  institution,  and  how  we  utilize  the  funds 
received  from  the  DRR. 

The  purpose  of  the  DRR  is  by  definition,  to  advance  the  categorical 
programs  of  NIH.  It  does  so  by  acting  as  a catalyst  to  NIH  in  promoting 
the  nation's  biomedical  research  effort. 

In  order  to  do  good  research  we  must  have  talented  and  highly  trained 
scientists,  and  they  must  be  given  the  opportunity,  the  tools  and  the 
environment  to  do  their  work  if  they  are  to  generate  new  knowledge.  These 
things  do  not  "just  happen."  DRR  helps  to  provide  all  of  these  including 
the  training  of  scientists.  The  key  work  is  opportunity,  and  DRR  does 
much  to  provide  this. 

Now  I would  like  to  say  a few  words  about  the  DRR  programs  at  the 
University  of  Utah  College  of  Medicine. 

We  regard  the  programs  in  our  institution  that  are  made  possible  and 
supported  by  DRR  as  among  the  most  im.portant  and  most  valuable  in  our 
school.  We  guard  these  funds  jealously,  and  we  spend  them  judiciously 
in  order  to  make  the  best  possible  use  of  them,  we  need  them  desperately 
and  we  are  most  grateful  for  them.  The  distinguished  research  record 
at  our  institution  is  due  in  no  small  measure  to  this  support,  and  we 
believe  that  these  accomplishments  can  be  and  in  many  cases  are  being 
repeated  in  other  institutions  and  will  continue  if  these  programs  are 
maintained. 
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GENERAL  RESEARCH  SUPPOP.T  PROGRAM 

This  is  one  of  the  most  valuable  grants  provided  by  the  Federal 
Government  for  support  of  medical  schools  and  the  first  one  developed 
under  Public  Law  81-798.  It  was  initiated  in  1962  and  was  the  first 
institutional  grant  of  this  type,  providing  considerable  flexibility  in  the 
use  of  the  funds.  It  has  been  used  in  our  institution  in  the  following 
manner: 


1.  Partial  support  of  the  operation  of  the  Vivarium  (animal 
facility)  both  for  personnel  and  supplies.  This  is  justified  under  the 
terms  of  the  grant  since  much  of  the  use  of  the  Vivarium  is  in  the  area 
of  research. 

2.  Each  year  we  have  given  small  grants  £o  investigators  as 

seed  money  to  initiate  research  projects  which  have  no  other  funding. 
This  year  thirteen  of  our  investigators  received  grants  ranging  up  to 
a maximum  of  $2,  000  each.  It  has  launched  successful  careers  for 
several  bright,  young  investigators.  It  has  also  made  it  possible  to 
attract  private  funds.  , 

3.  Some  funds  were  used  to  purchase  research  equipment  which 
was  needed  to  attract  and  support  three  new  departmental  chairmen.  We 
succeeded  in  attracting  three  outstanding  people  to  our  institution  and 
made  it  possible  for  them  to  proceed  with  research  without  delay. 

4.  It  provides  stability  for  faculty  salaries  and  helps  provide 
financial  support  for  recruitrnent  of  new  faculty  on  short  notice. 

5. '  Summer  research  fellowships  have  been  provided  for  30 
second  and  third  year  stud^hts^^'^Not  only  have  these,  students  been  of 
great  value  in  assisting  on  research  projects,  but,  they  have  received 
va.luable  training  in  laboratory  research  procedures,  thus  enhancing 
their  educational  experience. 
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The  benefits  described  are  not  unique  to  our  institution  but 
apply  to  all  medical  schools  to  a greater  or  lesser  degree. 

Loss  of  this  support  would  have  a serious  impact  on  our  medi- 
cal schools.  In  our  institution  is  provides  support  for  seven  faculty 
FTE's  as  well  as  supplies  for  the  Vivarium,  research  equipment  and 
supplies,  and  small  grants  for  student  research.  This  loss  would 
downgrade  our  institution  and  probably  would  also  result  in  the  loss 
of  some  of  our  faculty  members.  The  great  need  is  for  stability  in 
medical  schools  and  the  General  Research  Support  Grant  does  much 
to  provide  this. 


THE  GENERAL  CLINICAL  RESEARCH  CENTER 

This  is  another  program  funded  by  the  Division  of  Research 
Resources.  It  currently  supports  80  centers  in  70  medical  insti- 
tutions in  which  2,  000  clinical  research  scientists  admit  patients 
for  study.  It  is  one  of  the  most  valuable  units  of  our  institution. 

The  basic  objective  is  to  provide  a special  facility  which  consists 
of  a carefully  controlled  research  environment  for  the  care  of  patients 
and  subjects  that  are  being  studied  in  an  attempt  to  solve  problems 
related  to  disease,  its  cause  and  treatment. 

The  Center  consists  of  an  inpatient  bed  unit  of  15  beds  where 
specially  trained  personnel,  especially  nurses  and  paramedical 
personnel  provide  specific  services,  data- recording  and  specimen 
collection  for  clinical  investigation.  Intrinsic  to  the  bed  care  unit 
is  a metabolic  diet  kitchen  where  detailed  control  of  dietary  intake 
can  be  maintained  and  the  special  diets  essential  to  the  performance 
of  the  clinical  investigation  provided.  In  addition,  a core  laboratory 
may  provide  specialized  biochemical  and  other  technical  procedures 
unavailable  in  the  general  hospital  laboratories  but  essential  to  the 
ongoing  research. 

An  inseparable  part  of  the  goals  of  the  program  is  the  provision 
of  training  for  professional  and  non-professional  personnel  at  all  levels, 
including  students,  interns,  residents,  and  faculty  in  medicine,  nursing. 
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and  other  areas.  This  training  is  of  such  a nature  that  it  otherwise 
would  not  be  possible  to  provide. 

In  order  for  a patient  to  be  admitted  to  this  unit,  he  must  have 
a specific  condition  which  qualifies  in  a research  project  for  which 
protocols  have  been  reviewed  and  approved  by  an  advisory  committee 
as  well  as  the  director  of  the  unit.  All  protocols  are  also  reviewed 
by  the  committee  on  human  investigation  to  protect  the  rights  of  the 
subject  or  patient. 

Many  kinds  of  investigation  are  carried  on  in  our  Center  in 
Utah.  These  vary  from  studies  for  the  improvement  in  techniques 
of  kidney  and  liver  transplartation  to  investigations  in  cancer,  emphy- 
sema and  hormone  problems. 

Among  the  personnel  who  received  training  in  this  unit  in  the 
past  year  were  40  medical  students,  32  interns,  12  residents,  16 
postdoctoral  fellows  or  trainees,  8 dietetic  interns,  and  63  student 
nurses. 

In  1969  and  1970,  there  were  36  papers  published  on  work 
which  was  done  in  this  Center,  9 abstracts  of  papers  published,  and 
14  papers  presented,  most  or  all  of  which  will  be  published  in  the 
near  future. 


THE  COMPUTER  PROGRAM 

The  Division  of  Research  Resources  has  supported  the  computer 
facility  located  at  the  Latter  Day  Saints  Hospital  which  has  an  affiliation 
with  the  University  of  Utah  College  of  Medicine.  This  facility  has  pro- 
vided computer  services  for  medical  researchers  in  this  area  and  has 
developed  programs  in  special  hardware  for  improving  the  delivery  of 
health  care.  ’As  a result  of  research  carried  out  under  this  grant, 
there  has  been  developed  a battery  of  computer-based  medical  services 
which  not  only  are  providing  direct  services  through  the  Regional  Medi- 
cal Program  to  five  hospitals  in  Salt  Lake  City,  but  are  also  serving  as 
a prototype  for  the  development  of  a whole  new  industry  based  on  com- 
puter applications  in  medicine. 
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The  program  began  with  automation  of  the  heart  catheterization 
procedure.  The  cost  of  performing  heart  catheterization  was  cut  in 
ha'lf  by  eliminating  the  time  required  for  the  physician  to  carry  out  the 
analysis  which  is  done  directly  on-line  at  the  time  of  data  collection  by 
the  computer  and  by  eliminating  the  need  for  the  recorder  and  record- 
ing technician.  All  the  logical  rules  by  which  a physician  deduces  a 
diagnosis  from  the  data  collected  and  programmed  into  this  computer 
have  been  formalized  so  the  diagnosis  is  now  standardized  and  no 
diagnoses  are  made  except  those  documented  by  the  data  collected. 

This  program  is  in  use  in  4 heart  catheterization  laboratories  in  Salt 
Lake  City,  at  the  Veteran’s  Administration  Hospital  in  Minneapolis, 
the  Massachusetts  General  Hospital,  and  the  George  Washington  Uni- 
versity Hospital. 

Computer  based  programs  for  monitoring  patients  in  Intensive 
Care  Units  and  in  the  operating  room  are  a natural  extension  of  the 
physiological  methods  automated  for  the  heart  catheterization  labora- 
tory. 

A third  area  of -impact  on  the  health  care  system  involves  auto- 
mated screening  of  patients  at  the  time  of  admission  for  primary  and 
secondary  disease.  Most  of  the  patients  entering  the  hospital  under 
these  circumstances  are  already  diagnosed,  but  in  many  cases  secon- 
dary conditions  will  be  found  which  should  be  detected  and  evaluated 
prior  to  major  surgery.  To  accomplish  this,  programs  for  automated 
interpretation  of  certain  tests,  automated  acquisition  of  the  patient 
history,  direct  interface  with  12-channel  blood  chemistry  device,  and 
other  data  including  blood  results,  vital  statistics,  and  blood  pressure 
checks.  All  this  information  is  made  available  to  the  doctor  in  the  form 
of  a report  on  the  evening  of  admission  to  the  hospital.  This  information 
also  becomes  a part  of  the  file  on  the  patient  to  which  additional  labora- 
tory work  can  be  added  Allowing  us  to  provide  serial  reports  of  a par- 
ticular variable  over  the  course  of  a hospital  stay. 

Finally,  let  me  emphasize  that,  although  computers  are  proving 
to  be  of  enormous  value  in  medical  care  and  research,  they  will  not 
replace  physicians  and  will  not  solve  all  of  our  problems. 
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CONCLUSION 

It  is  our  studied  opinion  that  the  programs  of  the  DRR  should  not 
only  be  retained,  but  should  be  expanded  and  support  should  be  increased, 
and  I believe  that  all  medical  schools  feel  the  same  as  we  do. 

To  withdraw  or  reduce  these  programs  and  this  support  will  further 
complicate  the  efforts  of  medical  schools  to  carry  out  their  functions 
and  to  achieve  their  objectives  of  alleviating  the  health  manpower  problem 
and  in  providing  more  and  better  health  services  to  the  people  — a 
dominant  national  objective.  Moreover,  medical  schools  are  already 
on  the  brink  of  financial  chaos.  To  reduce  these  programs  will  further 
complicate  their  problems . Thank  you. 


SUBCOMMITTEE  RECESS 

Senator  Magnuson.  All  right,  we  will  recess  until  2 o’clock. 

' (Whereupon,  at  12 :05  p.m.  the  subcommittee  wias  recessed,  to  recon- 
vene at  2 p.m.) 
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(Afternoon  Session,  2 O’Clock,  Wednesday,  July  14,  1971) 

DEPARTMENT  OF  HEALTH,  EDUCATION,  AND 
WELFARE 

Nondepartmental  Witnesses 

STATEMENT  OF  DR.  RICHARD  L.  SCHIEFELBUSCH,  PROFESSOR  AT 
THE  UNIVERSITY  OF  KANSAS  AND  DIRECTOR  OF  THE  KANSAS 
CENTER  FOR  MENTAL  RETARDATION  AND  HUMAN  DE- 
VELOPMENT 

MENTAL  RETARDATION  RESEARCH  CENTER 

Senator  Cotton.  The  chairman  is  delayed  for  a few  minutes.  He 
will  be  here  veiy  shortly. 

The  subcommittee  will  come  to  order. 

We  will  resume  receiving  testimony  before  the  Appropriations 
Subcommittee  on  Labor,  HEW. 

Our  first  witness  this  afternoon  is  Dr.  Richard  L.  Schiefelbusch, 
professor  at  the  University  of  Kansas,  and  director  of  the  Kansas 
Center  for  Mental  Retardation  and  Human  Development. 

Dr.  Schiefelbusch.  Mr.  Chairman  and  members  of  the  committee, 
my  name  is  Dr.  Richard  L.  Schiefelbusch,  professor  of  the  University 
of  Kansas,  and  director,  Kansas  Center  for  Mental  Retardation  and 
Human  Development. 

I appear  today  as  a representative  of  the  12  mental  retardation 
research  centers  which  were  established  by  Public  Law  88-164  in 
October  1963. 

The  centers  have  been  developed  by  a combination  of  professional 
and  administrative  talent  including  staff  members  of  the  National 
Institute  of  Child  Health  and  Human  Development. 

To  locate  and  develop  these  centers,  universities  have  committed 
themselves  for  a period  of  20  years  and  have  consigned  optimum 
space,  talent,  and  plamiing  resources. 

In  effect,  they  have  entered  into  a partnership  with  a Federal 
agency  to  achieve  a solution  to  a pressing  national  problem. 

The  Congress  appropriated  $26  million  of  Federal  funds  and  the 
universities  supplied  another  $14  million  from  their  own  private  or 
public  resources  for  construction  of  centers  authorized  by  Congress. 

All  of  the  centers  are  now  in  operation  and  11  of  the  centers  have 
fully  completed  their  construction. 

These  centers  are  at  the  University  of  Washington,  Seattle,  Wash. ; 
George  Peabody  College  for  Teachers,  Nashville,  Tenn. ; Albert 
Einstein  College  of  Medicine  of  Yeshiva  University,  Bronx,  N.Y.; 
University  of  California  at  Los  Angeles,  Los  Angeles,  Calif.;  Uni- 
versity of  Colorado  Medical  Center,  Denver,  Colo.;  Cincinnati  Chil- 
dren’s Hospital,  Univei*sity  of  Cincinnati,  Ohio;  the  University  of 
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Chicago,  Chicago,  111.;  Children’s  Hospital  Medical  Center,  Boston, 
Mass.;  Fernald  State  School,  Waltham,  Mass.;  the  University  of 
Kansas,  Lawrence,  Kansas  City,  Kans.,  and  Parsons,  Kans. ; and  the 
University  of  North  Carolina,  Chapel  Hill,  N.C. 

Tlie  center  at  the  University  of  Wisconsin  in  Madison,  Wis.,  is 
scheduled  for  completion  by  J uly  1972. 

Tliis  is  a period  of  rapid  progress  in  i*esearch  in  both  medical  and 
behavioral  sciences. 

The  research  centers  in  mental  retardation  are  focusing  and  ac- 
celerating these  gains  in  behalf  of  the  mentally  retarded  and  their 
families. 

In  this  way  the  centers  are  making  a major  contribution  to  the 
Nation.  In  this  brief  report  I can  only  emphasize  gains  in  three 
sectors  of  the  research  of  the  centers. 

First,  gains  in  prevention : Years  ago  certain  infants  were  born  with 
anemia  and  severe  yellow  jaundice  and  if  they  survived,  were  severely 
mentally  retarded. 

Now  because  of  research  which  led  first  to  diagnostic  tests,  then  to 
transfusions  of  the  baby  while  still  in  the  womb  and  finally  to  a vaccine 
which  can  be  given  to  the  mother,  obstetricians  can  suppress  the  de- 
struction of  red  blood  cells  which  caused  the  jaundice  and  the  yellow 
pigments  which  damaged  the  brain  of  new-born  infants. 

I don’t  know  how  to  measure  the  cost  or  the  savings  in  dollars  of 
these  results — however,  I do  know  that  the  sufferings  of  hundreds  of 
potential  sufferers,  both  parents  and  children,  have  been  prevented. 

A dramatic  example  of  the  value  of  prevention  is  the  research  which 
led  to  the  discovery  and  development  of  the  German  measles  vaccine. 

Its  widespread  use  should  wholly  prevent  the  ravages  of  epidemics 
such  as  the  one  in  1964-68  which  affecting  pregnant  mothers  yielded 
20,000  brain  damaged,  physically  handicapped  newborn  infants,  the 
cost  of  wdiose  continuing  care  is  estimated  at  $1  billion,  a cost  which 
takes  no  account  of  the  suffering  of  the  babies  and  their  families. 

Brains  may  be  damaged  before  birth  by  infections  of  the  mother,  or 
after  birth  by  the  proteins  of  ordinary  foods  or  by  the  sugar  in 
mother’s  milk,  the  latter  because  of  genetic  defects. 

Kesearch  has  led  us  to  diagnostic  tests  which  serve  as  guides  to  both 
treatment  and  genetic  counseling  in  these  and  many  other  instances. 

The  guides  help  doctors  define  more  precisely  the  indications  for 
abortions.  There  is  increasing  evidence  that  severe  malnutrition  in 
early  infancy  may  permanently  affect  learning  ability  and  in  some  in- 
stances may  affect  their  subsequent  ability  to  assimilate  nutriments 
and  to  attain  the  necessary  energies  to  maintain  health. 

Second,  other  developmental  disabilities  are  receiving  intensive  in- 
vestigation by  combined  teams  of  medical  and  behavioral  scientists. 

Prominent  among  the  disabilities  are  speech  and  language  and 
reading.  The  devastating  language  impairments  among  the  mentally 
retarded  have  long  been  regarded  as  their  most  significant  problem. 
For  unless  they  can  be  trained  to  communicate  with  a demanding, 
impatient  world,  they  cannot  take  their  place  in  some  representative 
environment  and  must  instead  be  sheltered  in  an  institution  or  a care 
center. 

So  the  research  centers  are  combining  efforts  in  developing  intensive, 
long-term  programs  for  speech  and  language  training.  One  volume  of 
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their  work  will  be  published  this  fall  by  University  Press  and  more 
information  will  soon  follow. 

Third,  other  research  stresses  learning  deficiencies.  For  instance, 
we  are  studying  the  effects  of  antibrain  antibodies  on  learning  and 
memory  processes  in  the  developing  organism  and  are  extending  this 
research  to  include  interaction  effects  of  the  environment  on  develop- 
ment and  behavior. 

Also  research,  has  been  undertaken  to  study  the  effects  of  retardate 
blood  components  and  lymphoid  cells  on  the  brains  of  developing 
organisms. 

Still  other  research  on  long-  and  short-term  memory  attempts  to 
retrain  the  strategies  used  by  lower  functioning  children. 

Through  memory  training  they  can  become  more  effective  in  learn- 
ing activities  and  can  attain  new  skills  learning  to  read,  arithmetic,  and 
other  academic  learning.  These  and  other  efforts  are  designed  to  reverse 
many  of  the  trends  of  retarded  development  that  lead  to  dependent 
living  conditions. 

Important  gains  are  also  being  made  in  efforts  to  teach  and  train 
both  professional  and  nonprofessional  adults  to  work  with  the 
retarded. 

We  have  learned  that  poor  learning  is  not  just  a function  of  retarded* 
ness,  but  that  actually  we  were  using  deficient  methods  to  teach  the 
retarded. 

Once  we  accepted  this  damning  implication,  we  consigned  a number 
of  talented  people  to  the  task  of  designing  effective  programs. 

The  results  often  are  impressive.  Even  teenagers  with  diagnosed 
intelligence  quotients  of  30,  40,  and  50  have  been  taught  sufficient 
skills  of  a personal,  social,  and  vocational  nature  that  they  have  taken 
their  place  in  society  as  partially  or  wholly  economically  self-sufficient. 

We  are  beginning  to  understand  the  further  goals  that  intelligently 
designed  and  maintained  programs  can  achieve.  Hopefully,  an  in- 
creasing number  of  such  programs  will  replace  the  apathetic,  purpose- 
less conditions  of  yesterday — conditions  that  consign  the  retardate  to  a 
life  of  dull,  dependent  living  in  inadequate  but  expensive  institutions. 
Neither  they  nor  we  can  accept  this  intolerable  future. 

Fortunately,  intelligent  programs  can  be  more  intelligently  taught 
so  that  parents,  aides,  care  workers,  and  less  expensiye  professionals 
can  assume  positions  of  responsibility  in  effective  programs.  The  sav- 
ings to  society  are  just  becoming  apparent.  The  aim  is  to  give  the 
retarded  better  programs  at  a lower  unit  cost. 

The  message  I wish  to  leave  with  this  committee  is  that  now  is  the 
time  for  us  to  accelerate  our  efforts.  We  have  the  facilities,  the  dedi- 
cated leaders  and  the  best  momentum  than  at  anytime  in  our  history. 
We  must  continue  to  improve  upon  our  efforts.  The  centers  desperately 
need  enlarged  funding. 

The  National  Institute  of  Child  Health  and  Human  Development 
which  is  primarily  responsible  for  managing  and  funding  these  cen- 
ters was  unable  to  fund  a million  and  a half  of  the  high  priority  re- 
search proposed  for  1971. 

By  next  year  the  figure  will  be  $5  million  for  research  and  training 
projects  unless  additional  appropriations  are  made  for  their  support. 

This  means  that  as  the  research  of  the  centers  is  set  to  advance 
markedly  due  to  the  completion  of  the  buildings  and  the  development 
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of  research  programs,  their  efforts  will  be  cut  back  or  delayed 
indefinitely. 

This  condition  would  quickly  become  serious.  The  centers  are  likely 
to  lose  key  staff  and  to  find  their  promising  development  placed  in 
limbo  with  consequent  reduction  in  expected  research  productivity. 

In  detail,  I am  asking  this  committee  to  sponsor  additional  appro- 
priations as  follows : 

1.  An  additional  $750,000  for  core  support. 

2.  An  additional  $3  million  for  general  projects  support,  and 

3.  An  additional  $800,000  for  research  training. 

This  is  a total  of  ^,550,000  above  the  currently  recommended 
budget. 

Each  of  these  requests  has  a special  urgency.  First,  the  additional 
core  funding  is  needed  to  permit  the  centers  to  fully  establish  their 
basic  center  structure  and  to  maintain  an  essential  efficiency  of  admin- 
istrative and  research  efforts. 

A great  deal  has  been  accomplished  with  the  current  appropriation, 
but  it  will  fall  short  of  the  minimal  needs  for  efficient  operation  for  the 
coming  training. 

The  requested  $3  million  for  general  project  support  will  permit 
NICHD  to  fund  the  best  of  the  proposed  research  of  the  centers  and 
will  permit  further  critical  developments  in  priority  areas  such  as 
infancy  and  early  childhood,  and  specialized  training. 

The  additional  $800,000  requested  for  research  training  will  allow 
for  minimal  training  projects  in  each  of  the  centers  and  thus  allow 
all  of  the  centers  to  participate  actively  in  developing  the  needed  re- 
search manpower  for  the  field  of  mental  retardation. 

F unding  for  research  training  is  especially  critical  at  this  time.  Un- 
less new  funding  is  provided,  one  major  contribution  of  the  centers — 
namely,  the  training  of  the  next  generation  of  investigators  to  study 
tomorrow’s  problems  will  be  severely  limited. 

This  is  my  second  appearance  before  this  subcommittee  in  a week. 
Last  week  I spoke  briefly  for  the  request  of  an  appropriation  for  the 
already  authorized  Developmental  Disabilities  Act,  title  II. 

This  appropriation  would  provide  additional  funds  for  the  univer- 
sity affiliated  facilities.  These  facilities  are  for  the  trainng  of  crtically 
needed  professonal  and  paraprofessional  workers  in  the  mental  re- 
tardation settings,  especially  the  institutions  and  commimity  clinics. 

I have  already  indicated  that  research  on  methods  of  training  the 
retarded  and  training  the  trainers  of  the  retarded  is  part  of  the  pro- 
gram of  the  research  centers. 

I mention  this  to  emphasize  that  the  UAF’s  and  the  research  centers 
programs  are  compatible  and  supportive. 

The  UAF’s  will  benefit  greatly  from  the  research  of  these  com- 
panion research  facilities  and  will  indeed  apply  their  research  prod- 
ucts so  as  to  assure  greater  effectiveness  in  training  personnel  for  serv- 
ice settings. 

Nine  of  the  12  centers  I represent  today  have  UAF  units  on  their 
compuses  and  have  already  combined  research  with  training  and 
service  to  the  obvious  benefit  of  professional  workers  and  the  handi- 
capped individuals  they  are  charged  to  serve. 

On  behalf  of  the  research  center  directors  I extend  to  you  and  mem- 
bers of  your  staff  an  invitation  to  visit  the  centers — at  least  the  center 
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in  your  State  or  your  region  so  that  you  may  see  what  has  been  accom- 
plished already  in  the  implementation  of  Public  Law  88-164. 

Better  yet,  you  may  talk  with  the  staffs  to  better  understand  their 
enthusiasm  and  their  plans  for  future  research. 

Such  visits  emphasize  that  there  can  indeed  be  a better  future  for 
today’s  handicapped  and  a far  better  future  for  the  generations  un- 
born. 

I would  like  to  summarize  further  and  state  that  there  are  12  centers 
for  research  of  the  mentally  retarded  and  for  related  aspects  of  human 
development. 

We  have  in  our  center  an  executive  comittee,  and  we  hold  meetings 
at  least  twice  a year  in  addition  to  some  committee  meetings. 

These  meetings  are  designed  to  make  us  all  familiar  with  our  com- 
mon problems  and  aspirations,  so  the  testimony  I have  given  here  is 
built  upon  considerable  amount  of  firsthand  knowledge,  which  has 
been  summarized,  and  in  conjunction  with  advice  from  NICHD. 

We  have  drawn  up  summaries  of  what  we  think  are  most  urgently 
needed  funding. 

It  is  relatively  modest,  nevertheless  crucial  for  us,  and  crucial  at 
this  time. 

As  I have  stated  in  my  testimony,  construction  began  on  these  cen- 
ters, shortly  after  the  authorization,  which  was  back  in  1963,  but  on 
a different  schedule  of  construction,  planning  and  completion,  and 
these  centers  have  gradually  been  completed  now^,  almost  in  total. 

All  but  one  of  them  will  be  dedicated  by  the  upcoming  midyear, 
with  one  exception,  which  is  at  the  University  of  Wisconsin,  so  11  of 
the  centers  are  now  almost  completely  operational,  and,  of  course,  at 
the  most  crucial  time  for  program  development, 

I am  sure  if  we  had  been  infinitely  wise  and  more  timely,  we  would 
have  scheduled  ourselves  a little  differently  than  .we  did. 

We  are  coming  into  the  full-time  of  program  development  when 
funds  are  rather  tight,  not  only  Federal  funds,  but  funds  relative  to 
the  respective  State  levels. 

Nevertheless,  this  is  the  time  we  have,  and  it  is  when  our  staffs  are 
there,  and  our  programs  have  the  opportunity  to  move  into  full  pro- 
ductivity, and  we  feel  that  there  is  indeed  an  important  national  mis- 
sion that  is  tied  up  in  these  centers. 

It  is  our  objective  and  our  job  to  bring  to  bear  the  full  range  of 
talents  and  expertise  that  our  respective  universities  provide  us,  to 
focus  these  resources  and  efforts  and  to  draw  from  other  resources,  so 
that  we  have  a focused  program,  attacking  the  central  problems  of 
mental  retardation. 

In  my  testimony,  I have  made  reference  to  prevention  as  one  of  the 
principal  issues,  and  this  is  inescapable,  because  if  we  do  not  find  ways 
to  prevent  some  of  these  devastating  illnesses  that  result  in  profound 
and  severe  mental  retardation,  we  will  continue  to  have  numbers  of 
these  subjects  living  a full  life  and  in  highly  protected  hospital  en- 
vironmental, intensive  care. 

It  is  very  expensive  and  produces  much  anguish  for  the  families  in- 
volved, but  as  medical  science  improves,  and  we  are  able  to  bring 
together  teams  of  researchers,  it  is  possible  to  do  an  important  exten- 
sive job  of  prevention. 
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For  instance,  at*  our  centers  we  now  have  a team  combining  pedia- 
tricians, obstetricians,  and  gynecologists,  psychologists,  biochemists, 
and  physiologists. 

Now,  if  course,  these  kinds  of  combining  of  expertise  can  attack 
the  diseases,  and  result  in  the  attacking  of  problems  that  would  not 
be  possible  ordinarily  without  resources  and  conducive  arrangements 
we  have  set  up. 

Now,  in  my  testimony,  I have  made  reference  to  some  representa- 
tive, preventive  issue,  and  I am  sure  this  committee  has  heard  some 
of  these  before. 

I do  not  want  to  take  time  referring  to  them,  or  alluding  to  how 
excellent  we  are. 

What  I would  like  to  do  is  to  take  the  rather  small  amount  of  time 
I have,  and  move  directly  to  the  requests  for  funding,  that  we  have 
set  up  in  the  testimony. 

In  specific  detail,  I am  asking  for  an  additional  three-fourths  of 
$1  million. 

That  would  be  $750,000  for  core  support.  Core  support  is  an  ex- 
tremely important  dimension  of  the  funding,  because  it  allows  you 
to  set  up  funds  to  be  more  efficient  and  more  stable,  and  to  have  the 
funds  develop  the  kinds  of  central  staff  that  allows  you  to  have  the 
continuity  that  a good  research  program  in  a productive  center  re- 
quires. 

Second,  I am  asking  for  $3  million  for  general  projects  support, 
because  we  are  at  a time  now  of  rapid  expansion  in  our  research  de- 
velopment, and  the  additional  moneys  would  be  extremely  essential, 
if  we  are  not  goins:  to  experience  a cutback,  and,  of  course,  a diminu- 
tion of  our  entire  effort. 

Last  year  there  was  over  $1  million  of  research,  worthy  research 
requests  that  the  National  Institute  of  Child  Health  was  not  able  to 
support,  by  our  most  conservative  and  yet  careful  estimates,  and  we 
have  come  up  with  the  fisfure  that  for  next  year  there  will  be  $5  mil- 
lion of  requests  that  would  not  be  funded. 

I think  you  cannot  maintain  an  effective  program  wherein  the  low 
probability  of  support  for  the  work  that  the  scientists  would  want  to 
do,  you  cannot  do  it. 

You  soon  have  of  course  a loss  of  morale,  and  a tendency  to  lose 
staff. 

This  is  an  extremely  bad  time  for  that  to  happen.  Also,  I am  re- 
questing $800,000  for  research  training  moneys. 

If  we  do  just  a quick  examination  of  that  figure,  among  12  cen- 
ters, only  two  of  which  have  research  training  projects  at  this  time, 
that  leaves  10  of  them  totally  unsupported  for  formal  training  pur- 
poses, yet  if  these  10  are  going  to  participate  in  production  of  new 
scientists  for  the  next  generation,  we  are  going  to  have  to  have  some 
kind  of  a training  grant  to  enable  them  to  do  this. 

That  would  be  roughly  equivalent  to  an  $80,000  grant  to  each  of 
these  major  centers. 

Senator  Cotton.  How  much  for  each  ? 

Dr.  ScHiEFELBuscH.  $80,000.  That  would  of  course  cover  stipends, 
supervision,  and  the  other  costs  that  are  incurred  in  the  training 
process. 


2382 


Senator  Cotton.  Now,  the  justification  for  the  budget  recommen- 
dations says  that  the  $4,006,000  net  increase  in  1972,  will  be  used 
partially  to  expand  research  for  mental  retardation.  It  states  that  the 
net  increase  provides  a $6,100,000  increase  for  the  population  repro- 
duction program,  and  a $1,500,000  increase  in  the  mental  retardation 
research  centers.  The  increases  are  offset  by  decreases  of  $1,341,000 
in  the  adult  development  and  aging  program,  $1,891,000  in  child 
health  programs  and  a $434,000  in  general  research  support  grants. 
The  Bureau  of  the  Budget  was  apparently  conscious  of  the  importance 
of  the  research  of  the  retardation  research  centers,  because  it  shaved 
other  items,  one  of  them  being  of  course  the  child  health  programs. 

Now,  in  addition  to  the  extra  $li/^  million  the  budget  allowed,  you 
feel  that  you  must  have  how  much  in  total  ? 

Dr.  ScHiEFELBUscH.  Well,  that  is  the  fi^re  I have  given  you. 

Senator  Cotton.  You  want  $4,550,000  in  addition  to  the  increase  of 
$1,500,000? 

Dr.  ScHiEFELBUSCH.  Now,  the  $1,500,000  is  not  for  moneys  for  these 
research  centers.  That  is  for  the  entire  agencies. 

Senator  Cotton.  That  is  what  it  says.  It  says  $1,500,000  increase  in 
the  mental  retardation  research  centers. 

Dr.  ScHiEFELBUSCH.  That  covers  categories  of  core  support  and  gen- 
eral support. 

That  is  what  I am  saying,  it  is  not  an  adequate  figure,  not  for  the 
whole  12,  to  cover  both  the  basic  needs  of  research  support  and  core 
support,  and  also,  there  is  no  additiional  moneys  for  training. 

Senator  Cotton.  It  gives  the  same  this  year  for  training,  no  increase  ? 

Dr.  ScHiEFELBUSCH.  Thatis  right. 

Senator  Cotton.  Now,  tell  me  exactly,  this  additional  $4  million, 
$41/2  million  roughly,  in  addition  to  the  $1%  million,  what  would  it 
be  used  for  ? 

Dr.  SCHIEFELBUSCH.  It  would  be  used  for  three  purposes,  for  gen- 
eral support,  support  of  general  research,  primarily  program  proj- 
ects and  project  grants,  and  I would  guess  some,  what  we  would  call 
demonstration  or  applied  research  grants,  all  of  which  comes  under 
the  heading  of  research  support,  also  core  support,  because  the  centers 
have  to  be  maintained  in  terms  of  the  stable  central  staff,  administra- 
tive staff  primarily,  and  finally  some  additional  funds  for  training. 

It  is  not  possible  to  provide  encouragement  to  the  various  centers, 
to  even  apply  for  research  training  grants  at  this  time,  since  the 
funds  are  just  not  there. 

I find  that  to  be  unfortunate  as  a condition,  because  indeed,  these 
are  prime  resources  for  training,  they  should  be  engaged  in  training. 

They  are  in  a position  to  do  the  kind  of  training  that  we  had  not 
had  in  the  past. 

The  purpose  of  locating  these  centers  on  university  campuses,  good 
medical  center  campuses,  is  so  you  can  do  training  and  draw  upon  re- 
sources, to  increase  the  whole  eft'ort  along  the  lines  you  want  to  go. 

Senator  Cotton.  Well,  now,  11  out  of  12  are  now  staffed  ? 

Dr.  SCHIEFELBUSCH.  In  some  degree  of  completeness ; yes. 

They  have  made  some  progress  on  staff. 

Senator  Cotton.  In  your  own  center,  the  University  of  Kansas,  how 
much  did  you  get  allocated  to  you  for  training  in  fiscal  1971,  this  last 
year  ? 
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Dr.  ScHiEFELBUSCH.  We  are  one  of  the  two  centers  that  have  train- 
ing. We  have  about  $120,000  for  training  in  all  forms.  That  includes 
stipends,  supervisory  staff,  and  various  other  resources.  We  have  a 
total  of  18  trainees  supported  under  that  grant. 

Senator  Cotton.  You  got  that  out  of  a sum  of  $9,850,000  ? 

Dr.  ScHIEFELBUSCH.  Right. 

Senator  Cotton.  And  how  was  that  distributed;  you  only  got 
how  many  thousand  ? 

Dr.  ScHiEFELBUSCH.  I am  simply  talking  about  my  center. 

Senator  Cotton.  And  you  got  how  much  ? 

Dr.  ScHiEFELBUSCH.  That  is  about  $120,000.  I use  that  simply  as  an 
illustration,  other  than  a suitable  size  grant  to  make  a major  training 
contribution. 

Senator  Cotton.  How  much  would  your  center  require  for  the  com- 
ing year  for  training  ? 

Dr.  SCHIEFELBUSCH.  Well,  we  currently  have  no  application 
pending. 

We  would  like  to  expand  this  of  course.  We  have  resources  for  a 
greater  amount  of  training  effort  than  that,  but  I think  it  is  just  a 
wishful  piece  of  thinking  to  extract  more  than  that. 

I am  not  in  a position  to  speak  authoritatively  about  the  total 
budget  of  this  agency. 

I am  familiar  through  my  role  as  a director  of  a center  with  plan- 
ning of  what  is  available,  I am  told,  through  the  support  of  the  cen- 
ters, but  I do  not 

Well,  I do  know  that  the  agencies  move  as  hard  as  they  can  toward 
the  fulfillment  of  their  objectives  and  of  their  obligations,  and  the 
mission  of  these  centers,  but,  you  see,  they  cannot  crowd  out  their 
other  programs. 

This  is  just  not  a feasible  expectation.  Setting  up  a surveillance  of 
these  12  centers  has  been  a major  drain  upon  this  agency,  and  what  I 
am  requesting  is  specifically  moneys  to  enable  them  to  do  this  job  with- 
out crippling  them,  or  if  they  move  in  the  other  directions,  without 
crippling  ourselves. 

There  has  been  a funding  lag,  of  course,  they  have  done  the  very 
best  they  can,  their  staff  has  been  quite  instrumental  and  helpful,  but 
I think  what  we  are  faced  with  in  the  year  ahead,  and  would  be  worse 
the  following  year,  because  if  we  are  not  going  to  have  the  funding  to 
develop  resources,  and  do  the  kind  of  research  we  want  to  do,  it  is  a 
critical  time. 

I heard  that  same  issue  used  this  morning,  and  I know  it  is  a cliche 
in  certain  respects,  but  we  are  just  coming  into  our  full  facilities. 

We  did  not  have  them.  Some  of  it  had  been  built  for  us  as  long  as 
21/^,  possibly  3 years,  but  the  bulk  of  them  were  completed  last  year,  or 
will  be  finished  this  fall,  and  now  is  the  time  that  we  faced  with  the 
crutch,  and  in  speaking  for  the  other  directors,  I am  simply  trying  to 
speak  the  realism  of  what  we  are  trying  to  do. 

We  are  of  course  trying  to  seek  funds  from  other  sources  too,  but 
because  of  the  very  earmarked  nature  of  our  centers,  and  the  fact  that 
the  responsibility  for  maintaining  the  conditions  of  the  centers  have 
been  given  to  the  NICHHD,  it  is  not  as  convenient  for  us  to  submit 
our  projects  to  other  agencies. 
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We  are  too  ostensible  arid  too  well  known,  and  that  these  projects 
would  indeed  be  a part  of  the 

Senator  Magnuson.  You  consider  this  to  be  a wholly  Federal  respon- 
sibility ? 

Dr.  ScHiEFELBUscH.  No,  it  is  not. 

Senator  Magnuson.  Because  many  of  these  centers  were  set  up,  when 
we  did  this,  we  said  we  were  going  to  help  them  be  responsible  to 
the  community,  and  in  turn  the  community  would  be  responsible  to 
the  centers. 

Dr.  ScHiEFELBuscH.  Yes,  that  is  correct. 

May  I be  very  candid  ? 

I am  not  trying  to  make  a promotioonal  pitcth  to  you  gentlemen. 

I am  not  very  good  at  that  anyway,  but  a center  director  is  a 
man  who  is  faced  with  a number  of  very  direct  contingencies. 

First  of  all,  he  has  got  the  parents  and  the  organizations,  who  have 
great  emotional  stake  in  these  children,  and,  of  course,  they  have  been 
led  to  believe  that  these  centers  are  going  to  produce  some  new  impor- 
tant or  powerful  ways  of  making  these  lives  more  fruitful,  but  we  have 
been  hit  with  the  crunch  at  the  State  level  too,  and  it  is  not  possible 
to  accept  the  obligation  of  doing  important  research,  which  is  a job, 
fulfilling  an  important  humanistic  responsibility,  holding  together 
a staff  that  is  of  course  a very  high-priority  group  of  people  if  they 
are  the  kind  you  want. 

Senator  Magnuson.  How  much  does  the  State  contribute  to  your 
center  ? 

Dr.  ScHiEEELBUscH.  Senator,  I have  made  two  recommendations. 

Senator  Magnuson.  How  much  are  they  giving  you? 

Dr.  SCHIEFELBUSCH.  I think  my  total  budget  available  to  me,  for 
the  entire  purpose  of  supporting  six  units  on  three  campuses  is  about 


Senator  Magnuson.  How  much? 

Dr.  SCHIEFELBUSCH.  $125,000;  that  is  my  core  support  from  the 
State. 


What  I am  trying  to  say,  these  kinds  of  requests  I make  at  the  State 
level  are  deleted,  as  far  as  I can  make  out,  pretty  much  on  political 
grounds.  It  is  a difficult  time,  very  difficult  time.  I am  deleted  on 
category. 

Senator  Magnuson.  We  all  know  it  is  a difficult  time,  but  sometimes 
I hope  somebody  would  realize  that  the  Federal  Government  has  a 
bigger  deficit  than  the  State,  and  when  the  State  does  not  want  to  do 
something,  then  they  run  to  the  Federal  Government. 

It  is  like  revenue  sharing.  We  are  going  to  share  a deficit  with  the 
States. 

Dr.  SCHIEFELBUSCH.  I Understand  the  point.  I do  not  want  to  press 
this  issue. 

Senator  Magnuson.  I do  not  want  it  to  be  understood  that  we  do  not 
have  great  responsibility,  and  that  we  should  not  come  in,  and  I am 
saying  that  we  should  do  everything  we  can  to  see  that  these  things 
keen  p-nirig. 

Dr.  SCHIEFELBUSCH.  Let  me  put  it  a little  differently.  There  is  a 
difference  between  having  core  support,  and  some  central  support,  but 
you  do  have  to  have  a certain  basic  stability  in  a program  of  this  kind. 

Just  what  the  optimum  percentage  is,  I don’t  know,  but  I vrould 
say  the  person  does  not  have  a pretty  stable  opportunity  to  compete 
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for  an  appropriation  as  it  is  at  some  level  of  proibability,  if  it  is  less 
than  that,  you  lose  your  staff,  you  just  cannot  hold  your  program  to- 
gether, and  that  is  the  problem  we  are  facing. 

I would  say  if  I could  count  on  even  40  percent  of  the  funding 
I need 

Senator  Magnuson.  And  knew  you  were  going  to  get  it. 

Dr.  ScHiEFELBUSCH.  On  a fairly  high  probability  basis,  if  we  submit 
good  requests,  if  we  make  good  demands  in  a sense  for  our  purposes, 
if  we  could  do  this  well,  that  I could  count  on  40  percent,  I could  always 
be  sure  of  a program  that  I could  maintain  and  have  stability,  but 
it  cannot  be  pushed  below  those  figures.  You  just  cannot  do  it. 

Senator  Magnuson.  The  State  can  push  you  below  their  figures,  the 
local  community  can  push  you  below  their  figures,  but  nobody  wants 
the  Federal  Government  to  go  below  those  figures. 

Dr.  ScHiEFELBUscH.  What  is  needed.  Senator,  is  a teaming  up  of  the 
two  sources  of  support.  That  really  has  not  come  forward  yet. 

Senator  Magnuson.  So  you  have  a reasonable  assurance  there  will 
be  some  stability  in  this  thing,  going  from  year  to  year. 

Dr.  SCHIEFELBUSCH.  Right. 

Senator  Magnuson.  Our  problem,  we  run  from  year  to  year,  and  the 
State  runs,  I am  sure,  it  runs  for  2 years. 

Dr.  SCHIEFELBUSCH.  Yes. 

Senator  Magnuson.  And  we  never  know  what  is  coming  up  from  the 
Budget,  and  we  never  know  what  the  next  one  is  going  to  be. 

Dr.  SCHIEFELBUSCH.  Wliat  I have  presented,  it  seems  to  me,  and  to 
my  colleagues,  after  careful  consideration,  would  be  the  kind  of  re- 
quest that  would  enable  us  to  do  an  effective  job,  a minimal  request. 

Senator  Magnuson.  I think  your  request  is  rea-sonable.  I do  not  think 
it  is  unreasonable. 

Dr.  SCHIEFELBUSCH.  Particularly,  if  I could  single  out  one  issue, 
there  must  be  an  expansion  of  the  training. 

This  figure  you  give  me  of  $9  million  for  the  entire  agency,  it  comes 
as  a surprise.  There  must  be  a large  block  of  training  built  in  there 
in  some  way  that  is  not  accessible  to  this  kind  of  program,  that  is 
supporting  certain  kinds  of  stable  training  functions  and  medical 
schools,  something  of  this  kind. 

It  is  certainly  not  something  that  is  responsive  to  the  demands 
of  these  centers. 

I know  there  were  30  requests  this  last  year,  and  two  new  grants 
were  approved. 

Senator  Magnuson.  Yew  grants  ? 

Dr.  SCHIEFELBUSCH.  New.  Some  were  of  course  refunded. 

Senator  Couroisr.  I think  this  committee  had  better  find  out  what 
happened  about  the  $9  million  plus.  It  is  quite  obvious  even  the  hard- 
headed,  tight-fisted  Bureau  of  the  Budget  recognizes  the  importance 
of  your  work,  because  they  reduced  adult  and  the  aging  programs, 
and  other  parts  of  the  children’s  programs  to  give  you  even  a million 
and  a half  over  last  year. 

Dr.  ScHLEFELBUscH.  That  was  taken  last  year.  That  is  not  in  the  cur- 
rent budget. 

Senator  Cotton.  Yes ; it  is  in  the  current  budget. 

Dr.  ScHiEFi^BuscH.  I was  not  aware  of  this.  I was  going  on  figures 
that  were  available  as  of  our  last  meeting,  which  was  2 months  ago. 


2386 


Senator  Cotton.  Yes ; that  is  what  I read  in  the  record.  That  in  itself 
shows  that  they  realize  the  importance  of  what  you  are  saying  to  us, 
even  though  they  may  not  have  adequately  cared  for  it. 

It  is  up  to  us  to  do  what  we  can. 

Dr.  ScHiEFELBuscH.  I do  not  want  to  have  an  ovemegative  over- 
tone here,  but  I am  extremely  grateful  for  the  support  that  has  been 
provided  for  the  kind  of  resources  we  now  have  available  to  us,  so 
that  we  can  do  good  work. 

I have  deviated  from  my  script  and  provided  some  indication  of 
frustrations.  I am  sure  you  know  that  is  only  a natural  response  on  my 
part,  for  my  colleagues  would  like  to  do  a better  job  than  they  are 
doing. 

What  we  are  trying  to  do  is  very  important,  and  I think  in  time  of 
development  of  the  program,  we  are  in  better  shape  than  we  have  been 
before. 

In  the  past  years,  it  was  commendable,  I think  the  number  of  truly 
bright  and  able  people  that  this  field  attracted. 

I think  that  has  increased  many  fold. 

Senator  Magnuson.  Does  the  local  school  district  contribute  any- 
thing when  you  are  taking  care  of  their  children  that  might  be  a 
burden  on  the  school  system  ? 

Dr.  ScHiEFELBuscH.  Yes. 

Senator  Magnuson.  They  do  ? 

Dr.  SCHIEFELBUSCH.  Yes. 

Senator  Magnuson.  How  much  do  they  contribute? 

Dr.  SCHIEFELBUSCH.  It  depends  on  the  kind  of  program  you  are  set- 
ting up. 

If  you  are  bringing  to  the  campus  the  children,  they  probably  would 
provide  the  cost  of  the  teacher. 

Senator  Magnuson.  But  they  would  have  to  be  youngsters  that 
I suppose  technically  you  would  say  there  would  be  a problem  of  the 
school  district,  and  you  would  take  over,  relieve  them  of  their  problem  ? 

Dr.  SCHIEFELBUSCH.  What  you  do,  you  set  up  a partnership  with 
the  district. 

Senator  MLagnuson.  Per  person  or  per  school  ? 

Dr.  SCHIEFELBUSCH.  For  purposes  of  your  having  the  class,  you  of 
course  try  to  work  out  and  improve,  develop  a superior  method  of 
teaching  and  instructing. 

Senator  Cotton.  I want  to  correct  one  thing.  I was  wrong,  and  you 
are  right  about  the  $9,800,000  for  training  grants.  Only  1 million  went 
to  mental  retardation  last  year. 

Senator  Magnuson.  Well,  the  only  purpose  of  my  discussing  it  with 
you,  I understand  what  you  are  talking  about  here,  but  we  are  trying 
to  get  a little  better  partnership  on  all  of  these  programs,  and  we  are 
'ooMng  for  nothing  more  than  that. 

Dr.  SCHIEFELBUSCH.  The  amount  I quoted,  of  course,  this  is  what 
goes  to  support  my  office,  and  my  supervisory  people. 

What  is  contributed  by  the  university  and  the  medical  school,  it  goes 
far  beyond  that. 

Senator  Magnuson.  Yes;  they  make  contributions  that  are  intangi- 
ble ; you  cannot  value  them  in  dollars  and  cents.  I understand  that. 
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Dr.  ScHiEFELBUSCH.  That  is  right. 

Senator  Magnuson.  And  that  happens  all  over. 

All  right.  Thank  you  very  much. 

STATEMENT  OF  GEN.  ANDREW  P.  o’mEARA,  NATIONAL  CHAIRMAN  OF  THE 
POPULATION  CRISIS  COMMITTEE 

Senator  Magnuson.  Gen.  Andrew  O’Meara,  chairman  of  the  Popu- 
lation Crisis  Committee,  has  submitted  written  testimony  which  i^l 
be  included  in  the  record  at  this  point. 

(The  statement  follows:) 
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I am  General  Andrew  P.  O'Meara,  National  Chairman  of  the 
Population  Crisis  Committee.  I have  had  considerable  experience 
in  the  field  of  research  and  development  during  my  military 
service.  I am  here  today  as  an  informed  private  citizen  to 
express  my  own  views  and  my  concern  for  the  proposed  funding  of 
population  research  in  Fiscal  Year  1972. 

Of  the  more  effective  means  of  fertility  control  in  use 
in  this  country  two,  the  oral  contraceptive  or  pill  and  the 
intrauterine  device  or  lUD,  are  fairly  recent  technological 
developments.  Despite  fluctuations  they  also  have  the  most 
rapidly  growing  usage.  Unfortunately  this  does  not  mean  that 
they  are  highly  satisfactory  methods  nor  that  they  are  adequate 
to  the  needs  of  the  American  people.  In  fact,  from  a scientific 
standpoint  they  must  be  assessed  as  relatively  primitive.  They 
are  what  scientists  describe  as  empirical  approaches.  Both 
the  lUD  and  the  pill  have  distressing  side  effects  for  many 
women.  Many  women  cannot  use  the  pill  at  all  for  reasons  such 
as  blood  pressure,  kidney  disease,  tumors,  diabetes,  varicose 
veins,  and  others.  A recent  study  done  in  several  areas  of  the 
country  shows  that  one  woman  in  three  who  started  using  the 
intrauterine  device  stopped  using  it  within  18  months.  For  the. 
pill  the  figures  are  even  worse.  Almost  half  the  women  who 
began  the  use  of  the  pill  stopped  their  use  within  18  months. 

The  methods  present  serious  difficulties  in  the  delivery 
of  services  to  the  user.  Both  the  pill  and  the  intrauterine 
device  require  continuous  medical  monitoring.  When  the  patient 
is  poorly  educated  she  may  require  estensive  instruction  and 
repeated  reassurance  by  program  personnel.  Costs  are  high. 

Finally  we  are  faced  with  the  problems  of  usage  over  long  periods 
of  time.  Many  women  reach  their  desired  family  size  by  the  age 
of  20  or  soon  thereafter.  What  are  they  to  do  for  the  next  25 
years?  We  do  not  know  whether  an  intrauterine  device  can  remain 
in  place  that  long  nor  do  we  know  what  effect  oral  contraceptives 
will  have  if  ingested  daily  for  that  long.  The  study  to  which  I 
referred  previously  shows  that  for  many  women  18  months  was 
as  long  as  they  could  take  it. 

Much  Congressional  attention  has  been  foucsed,  quite 
properly,  on  providing  adequate  information  and  family  planning 
services  to  the  poor.  The  stark  fact  today  is  that  not  only 
6,000,000  poor  women  but  all  43,000,000  fertile  women  in  our 
country  need  much  better  birth  control  methods. 

The  best  of  our  birth  control  methods  today  are  woefully 
inadequate.  This  is  not  surprising.  For  many  years  the  inves- 
tigation of  human  reproduction  and  human  fertility  was  a neglected 
science.  Doctors  and  medical  researchers  through  the  years 
have  been  concerned  with  the  care  of  pregnant  women  and  the 
delivery  of  children.  The  biology  of  fertilization  on  the  other 
hand  was  not  a subject  of  much  medical  or  scientific  interest 
until  the  very  recent  past.  Only  in  the  last  ten  or  fifteen 
years  have  substantial  amounts  of  money  been  devoted  to  such 
investigation  and  this,  in  a large  part,  was  done  by  pharmaceu- 
tical companies  in  their  efforts  to  develop  their  "pills."  The 
fact  that  so  little  has  been  done  in  this  field  of  science  is 
a great  handicap  to  us  now.  We  must  continue  to  deliver  services 
to  the  best  of  our  ability  but  the  cost  of  such  delivery  is 
far  higher  than  would  be  the  case  if  we  had  fully  effective,  fully 
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acceptable,  self-administered  methods  of  birth  control.  The 
costs  and  the  inadequacies  which  we  encounter  in  attempting  to 
deliver  services  to  the  poor  and  the  underpriviledged  in  our  own 
country,  especially  in  the  rural  areas,  are  multiplied  many  times 
over  in  the  developing  countries. 

Professor  Richard  J.  Blandau,  Professor  of  Biological 
Structure  at  the  University  of  V7ashington,  one  of  the  outstanding 
scientists  in  the  field  of  human  reproduction,  says,  "Those  of 
us  who  have  explored  basic  reproductive  mechanisms  must  confess 
that  at  this  moment  there  is  remarkably  little  complete  infor- 
mation on  any  aspect  of  the  reproductive  processes  in  the  human. 

We  do  not  know  how  spermatozoa  penetrate  the  cervical  mucus. 

We  have  no  specific  knowledge  by  what  means  spermatozoa  reach 
the  site  of  fertilization.  The  means  by  which  a spermatozoon 
penetrates  the  human  egg  is  completely  unknown."  Several  other 
critical  steps  in  the  reproductive  process  he  describes  as  being 
unresolved  or  a complete  mystery.  What  Professor  Blandau  expresses 
is  not  an  opinion;  it  is  an  accepted  fact  among  scientists  working 
in  the  field.  Dr.  Ernst  Knobil  who  heads  the  Department  of 
Physiology  of  the  University  of  Pittsburgh  School  of  Medicine, 
puts  it  in  these  words,  "Our  current  understanding  of  the  regu- 
lation of  reproduction  is  rudimentary  indeed." 

The  only  cheerful  aspect  of  the  long  neglect  of  this  vital 
field  of  science  is  that  we  know  so  little  today  that  there  is 
the  greatest  hop^,  even  assurance,  that  we  can  indeed  find  very 
much  better  methods  if  we  apply  ourselves  to  the  problem. 

The  work  that  has  been  done  to  date  has  brought  us  at  least 
to  the  threshold  of  many  promising  leads.  Work  is  of  course 
progressing  in  improving  the  present  methods  of  birth  control 
but  there  are  many  wholly  new  avenues  which  promise  very  much 
better  solutions  to  the  problem.  Investigation  of  brain  hor- 
mones and  the  manner  in  which  they  control  fertility  give  high 
expectation  of  a breakthrough.  Immunology  offers  great  promise. 
Especially  in  developing  countries  where  vaccination  and  inno- 
culation  are  already  widely  accepted,  innoculation  which  would 
give  long  term  immunity  to  fertilization  would  be  highly 
acceptable.  The  study  of  female  sex  hormones  resulted  in  the 
development  of  the  pills  in  use  today,  more  complete  exploration 
could  be  highly  productive.  Work  with  the  male  sex  hormones 
opens  a wide  and  relatively  unexplored  field. 

The  role  of  the  Federal  Government  in  this  type  of  inves- 
tigation is  a crucial  one.  Whereas  the  pill  and  the  lUD  were 
developed  by  private  industry,  there  is  little  likelihood  that 
development  in  the  future  will  make  much  progress  without  govern- 
ment funding.  An  innoculation  which  is  required  only  once  or 
twice  a year  has  small  profit  potential  as  compared  to  a pill 
which  must  be  taken  daily.  The  requirements  for  the  safety 
testing  of  drugs  and  devices  are  much  more  stringent  than  they 
were  in  the  fifties  and  early  sixties.  The  increased  costs  of 
such  testing  coupled  with  the  fact  that  the  ideal  product  must 
be  of  very  low  cost  makes  research  at  company  expense  less  and 
less  likely. 

The  examples  which  I have  cited  of  investigations  which 
give  promise  of  breakthroughs  are  but  samples  of  the  avenues 
which  need  to  be  explored  in  our  search  for  far  better  methods 
of  fertility  control.  Just  what  will  be  the  result-  of  these 
investigations  one  cannot  tell  today.  They  may  well  produce  a 
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completely  different  and  much  more  useable  approach  to  the 
rhythm  method.  They  will  certainly  in  one  form  or  another  meet 
the  requirement  established  by  Dr.  Joseph  M.  Beasley,  the 
director  of  Family  Health  Incorporated,  of  New  Orleans,  one  of 
the  most  successful  family  planning  programs  in  the  country. 

Dr.  Beasley  says,  "At  present  - there  is  no  contraceptive  method 
that  is  effective,  safe,  reversible,  self -administered , and 
acceptable  to  all  people."  There  is  no  question  in  my  own  mind 
nor  do  I find  any  question  in  the  minds  of  leading  scientists 
that  methods  which  satisfy  Dr.  Beasley's  requirement  can  and 
will  be  found,  if  we  apply  the  effort  which  we  should  be  applying. 
We  are  not  applying  it  today. 

The  Family  Planning  Services  and  Population  Research  Act 
of  1970  authorized  $78  million  for  population  research  in  Fiscal 
Year  1972.  The  budget  which  you  are  considering  proposes  $37.7 
million, ^less  than  half  the  authorized  amount,  A few  days  ago 
Dr.  Andre  Hellegers  of  Georgetown  University  appeared  before 
this  Committee  and  recommended  that  those  figures  be  increased 
to  $53.8  million  and  gave  a breakdown  by  category  of  how  those 
funds  should  be  used.  Dr.  Hellegers,  who  is  an  extremely  able 
scientist  in  the  field  of  gynecology,  arrived  at  his  figures 
after  studying  the  research  projects  which  are  presently  being 
funded  by  the  National  Institute  of  Child  Health  and  Development 
and  which  will  require  continuing  funding.  He  considered  the 
projects  which  have  been  approved  by  the  review  boards,  both 
internal  and  external,  of  the  National  Institutes  of  Health 
during  the  past  year  but  rem.ain  unfunded  for  lack  of  appro- 
priations, and  he  reviewed  some  of  the  new  proposals  which  are 
available  for  future  consideration.  I reviewed  these  programs 
myself  and  the  $53.8  million  budget,  though  far  below  the  autho- 
rization and  also  far  below  what  could  be  usefully  spent  this 
year,  is  a hardcore  budget.  It  would  support  projects  of  high 
promise  and  would  give  a return  as  great,  or  greater,  than  can 
be  expected  in  any  other  field  of  scientific  research.  I 
strongly  support  the  recommendations  made  by  Dr.  Hellegers  and 
ask  that  your  Committee  give  them  favorable  consideration. 
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STATEMENT  OF  DR.  EDWARD  MELBY,  JOHNS  HOPKINS-— NATIONAL 
INSTITUTES  OF  HEALTH 

NATIONAL  INSTITUTES  OF  HEALTH  : DIVISION  OF  RESEARCH  RESOURCES, 
ANIMAL  RESOURCES 

Senator  Magnuson.  We  'will  hear  from  Dr.  Edward  Melby  of  Johns 
Hopkins. 

Dr.  Melby.  Thank  you  very  much,  Mr.  Chairman,  for  the  oppor- 
tunity to  appear  before  you  this  afternoon  to  discuss  these  matters. 

I think  they  are  basic  and  vital  to  the  research  effort  in  this  coun- 
try, and  those  of  your  committee  have  been  so  supportive  in  the  past 
many  years. 

Senator  Cotton,  this  morning  you  mentioned  something  about  wish- 
ing the  people  from  New  Hampshire  would  be  here  to  hear  your 
thoughts,  and  I can  only  add  I am  from  Vermont,  so  I am  close  by, 
so  I can  share  some  of  your  feelings  about  that  area. 

Senator  Cotton.  Thank  you. 

Dr.  jMelby.  The  thing  I would  like  to  discuss  with  you  today  is 
something  I have  been  personally  involved  in  for  the  past  many  years, 
and  something  which  is  particularly  important,  I think,  to  mention 
to  the  entire  research  effort  of  this  country,  perhaps  underestimated 
and  misunderstood  to  some  degree,  but  becoming  increasingly  impor- 
tant, and  that  is  some  of  the  basic  research  tools  used  in  research  of 
human  health,  and  I refer  specifically  to  the  use  of  animal  research, 
but  I would  like  to  bring  your  attention  to  things  which  I feel  are 
extremely  important. 

I specifically  am  interested  in  the  budget  of  the  Division  of  Kesearch 
Resources,  and  more  specific  to  that  aspect  of  the  animal  resources 
branch  of  the  Division  of  Research  Resources,  there  were  very  modest 
funds  there  in  this  year’s  budget. 

Senator  Magnuson.  Wliat  is  the  budget  item  involved  here  ? 

Dr.  Melby.  Less  than  $5  million. 

Senator  Magnuson.  What  heading  is  it  under  ? 

I see  it.  Animal  resources,  research  resources,  the  total  there  is  $66 
million  last  year,  and  $68  million-plus  this  year. 

The  budget  recommendation,  and  when  you  break  that  down,  ani- 
mal resources,  $14,974,000  they  have  here,  and  the  same  amount  for 
1972. 

Dr.  Melby.  Yes,  sir. 

Senator  Magnuson.  All  right.  That  is  just  for  the  record  so  we 
know  what  we  are  talking  about. 

Dr.  Melby.  Yes.  Now,  this  amount  of  money,  which  is,  as  you 
pointed  out,  stated  for  this  year  as  last  year,  it  goes  for  several 
purposes. 

The  major  segment  supports  regional  research  centers,  which  are 
located  around  the  country,  one  being  in  New  England,  and  the  rest 
being  in  the  Middle  W est  and  west  coast. 

The  major  portion  of  those  funds  do  go  to  support  these  independent 
research  programs  in  the  use  of  nonhuman  primates  for  various  re- 
search purposes. 

The  balance  of  these  funds,  which  are  less  than  $5  million,  are  gen- 
erally supported,  if  you  will,  to  the  entire  research  effort,  supported 
through  the  NIH. 
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The  information  available  from  theNIH  would  indicate  that  over 
half  of  all  NIH  grants  involve  the  use  of  animals,  and  more  specifi- 
cally, about  $50  million  are  spent  from  these  funds  for  the  purchase 
and  maintenance  of  these  animals. 

Just  in  this  context  alone,  a supportive  program  of  less  than  $5  mil- 
lion to  support  $50  million  may  sound  on  the  surface  inadequate,  at 
least  in  my  view,  but  I would  like  to  point  out  than  an  animal,  these 
animals  are  entirely  different  than  you  and  I would  occasionally  as- 
sume as  being  suitable  for  research. 

These  are  specialized  animals,  which  have  been  specifically  bred, 
raised  and  developed  over  many  years  for  specific  purposes. 

F urthermore,  they  must  be  cared  for  and  kept  and  maintained  in  an 
environment  in  which  we  eliminate  as  much  as  possible  variables  in 
research. 

I have  pointed  out  on  many  occasions  that  these  animals  are  very 
vital  research  tools,  and  we  must  have  quality  animals,  and  we  must 
have  people  and  staff  to  make  sure  this  quality  is  standardized,  so 
therefore  unless  quality  is  maintained,  and  this  has  been  pretty  much 
underwritten  and  supported  through  the  efforts  of  the  animal  resources 
grants,  and  really,  what  is  in  jeopardy,  all  of  this  data,  which  is  taken 
from  the  use  of  these  animals  and  research. 

Now,  why  do  we  use  animals,  and  I will  not  belabor  the  point,  except 
to  point  out  the  importance  of  these  is  models  of  human  disease. 

We  can  simply  not  take  many  of  the  problems  in  man,  and  either 
manipulate  these,  or  attempt  to  study  them  in  ways  in  which  we  have 
to  rely  on  animals,  and,  therefore,  the  importance  of  trying  to  identify, 
trying  to  develop  insight  into  the  problems  of  these  animals,  it  is  ex- 
tremely important  they  be  unraveled  to  the  basic  problems  of  man. 

The  less  than  $5  million  I am  speaking  about  now,  that  segment  unre- 
lated to  primate  research  centers  of  animal  resources,  goes  to  support 
affiliated  activities. 

These  include  training  of  very  specialized  people.  We  did  not  have 
this  10  or  20  years  ago.  This  is  really  a new  field.  The  development  and 
the  making  available  of  certain  kinds  of  equipment,  of  facilities,  and 
so  forth,  this  is  quite  new. 

Again,  an  extremely  modest  amount  for  what  is  actually  needed, 
in  1968  the  National  Research  Council,  National  Academy  of  Science, 
conducted  a nationwide  survey  of  institutions  using  research  animals 
and  to  inquire  as  to  what  their  specific  needs  were,  and  that  study  indi- 
cated at  that  time,  using  1968  figures,  w^e  were  in  need  of  some  $191 
million  to  just  bring  things  to  where  they  should  be. 

Now,  I would  expect,  with  inflation,  and  these  other  pressures, 
this  is  even  more  now,  but  these  are  actually  very  staggering  sums. 

I get  back  to  some  other  aspects  of  these  problems,  as  you  perhaps 
are  aware  of  the  various  pressures  placed  upon  us,  at  both  the  Fed- 
eral sector  and  also  locally,  to  make  sure  the  manner  in  which  we 
handle  or  care  for  research  animals  meets  the  standards  which  have 
been  established  by  the  public  through  the  generation  of  various  laws. 

We  now  have  at  least  two  Federal  laws  on  the  books  to  which  we 
must  comply,  but  more  is  perhaps  the  review  which  has  been  brought 
about,  the  recognition  on  the  part  of  the  scientists 

Senator  Magntjson.  You  are  not  talking  about  primates? 

Dr.  Melby.  No,  I am  talking  about  all  animal  research. 
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Tliere  are  two  Federal  laws  now  in  effect  that  affect  us. 

Senator  Magnuson.  I know.  One  of  them  was  mine. 

Dr.  Melby.  That  is  correct. 

I think  the  real  issue,  if  you  are  using  animals,  you  have  to  know 
what  it  is,  how  it  is  going  to  respond,  you  can  do  some  in  some  pre- 
dictable manner,  control  the  environment,  and  this  is  what  we  are 
really  after. 

We  are  in  a transition  period  of  trying  to  develop  resources,  per- 
sonnel, the  knowledge  really  to  be  able  to  develop  and  use  these  ani- 
mals in  a meaningful  way. 

I am  not  saying  that  much  of  the  research  has  been  done  in  the 
past,  has  been  productive  at  a certain  level,  or  that  what  has  been 
done  has  been  nullified,  but  what  I am  saying  is  that  as  we  get  into 
areas  that  are  much  more  sophisticated,  much  more  complex,  we  just 
have  to  have  a quality  predictable  animal,  maintain  an  environment 
which  we  can  control,  maintained  by  people  who  understand  the  biol- 
ogy and  be  supportive  right  across  the  board. 

Senator  Magnuson.  The  greater  the  knowledge,  the  more  humane 
the  whole  thing  becomes. 

Dr.  Melby.  Absolutely,  and  it  is  a little  different  raising  them  your- 
self for  purpose  of  certain  experiments  and  carrying  it  on  through 
and  even  getting  a better  type  for  this  sort,  of  thing  than  going  out 
and  picking  up  some  animal. 

Senator  Magnusox.  Most  of  them  are  getting  to  be  inhouse,  are 
they  not? 

Dr.  Melby.  Either  in-house,  or  through  very  sophisticated  commer- 
cial enterprises,  many  of  them  are  traded  on  the  New  York  Stock 
Exchange,  it  is  that  big. 

Just  as  an  example,  to  show  you  how  this  field  is  changing,  10  years 
ago  there  was  no  program  in  this  area,  there  were  no  people  specifi- 
cally looking  at  this  particular  area. 

Our  staff  now  exceeds  18  professional  people  in  this  area.  We  are 
looking  at  this  particular  problem,  and  we  are  trying  to  work  with 
research  problems  in  man  using  the  information  available  in  animals. 

I think  it  is  an  extremely  important  area.  In  terms  of  the  develop- 
ment of  the  division  of  the  budget,  for  the  division  of  research  facili- 
ties, how  they  arrive  at  the  figures  in  this  particular  year,  I am  not  sure 
how  they  went  about  it. 

I do  know  through  work  with  various  activities,  the  real  need  is 
much  greater,  and  I would  hope  in  the  next  few  years,  in  the  wisdom 
of  the  NIH,  and  also  through  this  committee,  and  with  the  Senate  and 
House,  we  would  like  them  all  to  recognize  these  problems,  and  that 
you  either  reapportion  or  redirect  funds  so  that  you  make  some  mean- 
ingful contributions  in  this  area. 

Again,  I get  back  to  the  vital  area,  and  vital  impact  of  all  of  the 
research  efforts,  and 

Senator  Magxesox.  Now,  Doctor,  even  the  budget  says  this,  the 
importance  of  animal  resources  reflected,  they  are  talking  about  the 
$14  million,  is  reflected  in  the  fact  that  over  57  percent  of  NIH  sup- 
ported research  grants  require  the  use  of  animals,  and  then  they 
mention  the  seven  primate  centers  established  beginning  in  1960,  and 
then  they  go  on  to  say,  accomplishments  in  1971,  they  say  71  animal 
resources  received  support,  including  the  primate  centers. 
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The  laboratory  animal  and  viral  science  program  will  provide  for 
31  projects  for  special  colonies,  or  development  of  animal  disease 
models,  and  33  projects  for  improvement  of  efficiency  in  the  institu- 
tional programs.  It  is  anticipated  the  program,  the  $14  million,  will 
support  approximately  71  animal  resources. 

This  is  what  they  say. 

Now,  you  are  suggesting  that  we  add  how  much  to  that? 

Dr.  Melby.  Well,  I am  suggesting,  first  of  all,  that  you  do  every- 
thing possible  to  support  this  request. 

Senator  Magnuson.  This  request  to  begin  with  is  what  ? 

Dr.  Melby.  This  is  really  barely  minimum.  What  I am  saying,  from 
my  knowledge  of  what  is  going  on,  and  the  needs  of  this  country  is 
far  greater,  and  you  are  talking  about  the  70  or  so  odd  animal  re- 
sources  * 

Senator  Magnuson.  This  is  the  budget’s  report,  not  mine. 

Dr.  Melby.  I realize  that.  I did  not  have  anything  obviously  to  do 
with  the  preparation  of  that  budget,  and  I am  here  today  to  urge  we 
support  it  in  its  totality,  because  it  is  desperately  needed  to  maintain 
a level  of  competence  in  this  country. 

Senator  Magnuson.  All  right. 

Thank  you.  We  will  put  your  full  statement  in  the  record. 

Dr.  Melby.  Thank  you,  sir. 

(The  statement  follows :) 
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Mr.  Chairman  and  Members  of  the  Committee: 

My  name  is  Kdward  C.  Melby,  Jr.  I am  Associate  Professor  and. 

Director  of  the  Division  of  Laboratory  Animal  Medicine  at  The  Johns  Hopkins 
University  School  of  Medicine.  I am  the  immediate  Past  President  of  the 
American  Association  for  Laboratory  Animal  Science  (AALAS)  and  currently  serve 
as  Chairman  of  the  Council  on  Accreditation  of  the  American  Association  for 
Accreditation  of  Laboratory  Animal  Care  (AAALAC) . I am  also  a Diplomate  of 
the  American  College  of  Laboratory  Animal  Medicine,  a speciality  board  estab- 
lished by  the  American  Veterinary  Medical  Association,  and  serve  as  a consul  - 
ant  or  member  of  various  advisory  conunittees  to  the  Veterans  Administration, 
the  Maryland  State  Department  of  Health,  the  Institute  of  Laboratory  Animal 
Resources  of  the  National  Research  Council  - National  Academy  of  Sciences  and 
to  the  Advisory  Council  of  the  Division  of  Research  Resources  and  to  the  Ins- 
titute of  Child  Health  and  Development  of  the  National  Institutes  of  Health  in 
matters  relating  to  the  use  of  experimental  animals  in  biomedical  research. 

I appear  before  this  group  as  a spokesman  both  for  the  AALAS  and 
AAALAC  which  are  national  associations  whose  fundamental  concerns  lie  with  the 
scientific  development  and  use  of  experimental  animals  in  all  phases  of  bio- 
medical education  and  research.  AALAS  is  an  organization  of  over  3,000  indiv- 
idual scientists,  supporting  personnel  and  institutions  which,  for  the  past 
two  decades,  has  led  the  way  in  the  development  of  laboratory  animal* science 
in  this  Country.  The  Association  is  vitally  concerned  with  all  facets  of 
laboratory  animal  husbandry,  care  and  use  including  the  sponsoring  of  specialized 
educational  programs  which  have  created  completely  new  technical  job  opportun- 
ities for  people  from  various  walks  of  life. 
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The  AAALAC  program  is  an  effort  on  the  part  of  the  scientific  community 
to  encourage  optimal  care  for  laboratory  animals  and  to  provide  a mechanism  of 
self  regulation  which  will  assure  that  laboratory  animals  are  maintained  under 
the  best  possible  conditions,  thereby  improving  the  welfare  and  health  of  lab- 
oratory animals  which  are  vital  to  our  efforts  in  meeting  the  health  needs  of 
the  people  of  this  country.  I have  personally  been  active  in  the  AAALAC  program 
for  the  past  five  years  and,  therefore,  have  first  hand  knowledge  of  the  impor- 
tant role  AAALAC  has  played  in  improving  the  health  and  welfare  of  laboratory 
animals.  I know  of  no  other  single  activity  or  program  which  has  had  greater 
impact  on  the  laboratory  animal  resources  of  this  Country  than  the  AAALAC 
program.  It  is  important  to  recognize  that  the  criteria  used  by  The  AAALAC 
for  accreditation  are  the  standards  promulgated  by  the  U.  S.  Public  Health 
Service  in  its  publication  #1024  "Guide  for  Laboratory  Animal  Facilities  and 
Care".  Thus,  it  utilizes  the  best  scientific  knowledge  available  in  establish- 
ing appropriate  guidelines  for  the  care  of  animals  and  development  of  animal 
resources.  In  round  figures  perhaps  20%  of  the  total  number  of  research  inst- 
itutions in  this  country  have  participated  in  the  program  to  date.  It  is 
important  to  recognize,  however,  that  those  institutions  participating  in  the 
AAALAC  program  perhaps  take  care  of  one-third  to  one-half  of  the  total  number 
of  animals  used  in  research  and  education  in  this  country  today. 

Although  I have  presented  a brief  overview  of  the  programs  and  interests 
of  the  AAALAC  and  AALAS  organizations,  in  addition  I greatly  appreciate  the 
privilege  of  appearing  before  you  today  as  an  informed  private  citizen,  deeply 
concerned  about  the  critical  needs  for  research  animal  resources  in  the  various 
biomedical  teaching  and  research  institutions  in  this  country.  The  proposed 
budget  for  the  National  Institutes  of  Health  under  program  plans  for  1972  of 
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the  Division  of  Research  Resources  includes  an  ite.  'f  $4,474,000  requested 
for  support  of  animal  resources.  A portion  of  these  funds  will  support  the 
needs  of  special  colonies  of  animals  which  have  exhibited  the  potential  of 
developing  into  valuable  research  and  educational  resources  or  for  the  devel- 
opment of  animal  models  of  human  disease  which  can  be  used  to  explore  unresolved 
problems  in  human  health.  The  remainder  of  these  funds  will  be  used  to  develop 
and  support  diagnostic  and  investigative  programs  in  several  institutions  which 
support  animal  resources,  minor  renovations  to  animal  facilities,  the  purchase 
of  needed  equipment  and  otVier  similar  activities.  Through  personal  experience 
with  these  programs  I can  attest  to  their  great  importance  for  both  improvement 
of  animal  health  and  animal  resources  as  well  as  in  their  relation  to  research 
of  direct  importance  to  human  health.  As  an  example,  one  of  our  research 
programs  in  cancer  was  suddenly  faced  with  an  unusual  expression  of  disease  in 
their  animal  colonies.  Animals  were  dying  of  causes  which  they  felt  were  un- 
related to  their  experiments.  The  animal  resource  diagnostic  laboratories  at 
Johns  Hopkins  carefully  explored  the  problem  and,  after  investigation  it  was 
found  that  the  procedures  being  used  by  this  cancer  research  team  had  unknow- 
ingly permitted  an  unrecognized  and  heretofore  undiscovered  animal  virus  to 
express  itself.  Now  this  disease  was  not  only  interfering  with  the  cancer 
research  program  but  its  recognition  provided  an  entirely  new  avenue  for  explor- 
ation in  research  on  latent  diseases  of  the  nervous  system  in  both  animals  and 
man.  Subsequent  work  with  this  virus  has  made  it  possible  to  not  only  exclude 
it  from  this  cancer  research  program  where  it  was  causing  significant  inter- 
ference with  their  research  but  it  has  been  possible  to  develop  significant 
new  information  on  diseases  which  are  of  great  interest  to  man.  The  diagnostic 
and  investigative  laboratory  at  Johns  Hopkins  is  one  of  the  programs  supported 
by  the  Division  of  Research  Resources.  Were  it  not  for  the  availability  of 
this  laboratory  this  particular  problem  would  have  continued  to  cause  inter- 
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ference  with  a major  cancer  research  program  as  well  as  leaving  unknown  its 
potential  usel'ulness  in  the  study  of  the  effects  of  viruses  on  the  nervous 
system  of  both  man  and  animals.  I might  state  that  there  are  several  other 
similar  examples  which  liave  come  out  of  this  laboratory  since  its  development 
a few  short  years  ago.  In  a similar  manner,  the  central  primate  resource  at 
the  Johns  Hopkins  Medical  School  has  been  developed  and  supported  through 
funds  from  the  Division  of  Researcli  Resources.  This  primate  colony  serves 
tlie  entire  medical  institutions  and  is  responsible  for  the  receiving,  quarantine 
and  conditioning,  si>eciaiixed  breeding  programs  in  primates  and  other  general 
research  support  activities.  All  tlie  research  programs  involving  the  use  of 
primates  at  Johns  Hopkins  are  dependent  upon  this  colony  resource.  Additionally, 
studies  emanating  from  this  colony  have  cited  the  importance  of  the  development 
of  genetic  changes  in  bacteria  which  have  direct  application  to  human  health. 

We  have  been  able  to  demonstrate  the  development  of  what  is  known  as  Resistance 
Transfer  Factor  in  bacteria  which  are  residents  of  the  intestinal  tract  of 
certain  animals  which  cause  great  difficulties  in  human  intestinal  diseases. 

This  study  demonstrated  an  excellent  animal  model  for  a very  difficult  problem 
in  human  health.  Several  other  investigations  have  been  reported  from  this 
colony  which,  without  the  development  of  such  a program  by  the  Division  of  Re- 
search Resources  would  never  have  been  possible. 

In  addition  to  the  above  examples,  program  plans  for  the  Division  of 
Research  Resources  in  support  of  fellowships  which  provide  highly  specialized 
training  for  professional  personnel  directly  involved  in  animal  resources  calls 
for  an  expenditure  of  $126,000.  Training  grants  which  provide  postdoctoral 
training  in  laboratory  animal  medicine  and  pathology  have  requested  an  additional 
$352,000  in  support  of  eight  active  programs.  These  postdoctoral  training 
programs  are  intended  to  prepare  individuals  to  provide  very  specialized 
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professional  care  for  the  many  species  of  laboratory  animals  utilized  in 
research,  to  manage  central  animal  resources  and  to  provide  special  assistance 
to  investigators  in  matters  pertaining  to  laboratory  animal  biology  and  the 
understanding  of  research  methods.  The  rapid  progress  which  has  been  made 
in  developing  strong,  central  animal  resource  programs  and  the  tremendous 
strides  which  have  been  taken  to  assure  the  use  of  quality  animals  in  research 
may  be  attributed,  in  large  measure,  to  the  influence  of  these  training 
programs  and  certainly  the  overall  support  provided  through  the  Division  of 
Research  Resources  and  its  predecessors  within  the  National  Institutes  of 
Health.  As  an  individual  I have  been  professionally  involved  in  laboratory 
animal  medicine  and  science  for  the  past  ten  years.  Many  of  these  activities 
have  permitted  me  to  gain  careful  insight  into  the  complex  problems  facing 
animal  resources  and  the  manner  in  which  they  are  addressed.  I would  like 
to  state  for  the  record  that  I am  tremendously  impressed  with  the  activities 
carried  out  by  the  Division  of  Research  Resources  and  believe  the  efforts  of 
this  Division  have  made  an  immeasurable  contribution  to  the  biomedical  re- 
search activities  of  this  Country. 

The  tremendous  importance  of  animals  to  the  health  related  research 
efforts  of  this  Country  is  often  unappreciated  by  the  general  public.  However, 
members  of  this  Committee  are  aware  of  the  important  role  animals  have  played 
in  our  monumental  success  in  the  control  of  poliomyelitis,  in  the  development 
of  organ  transplantation  and  surgical  procedures  which  are  now  very  commonplace. 
Likewise,  the  unfolding  of  the  Thalidomide  story  emphasized  the  importance  of 
the  use  of  animals  in  drug  testing  whereby  it  was  not  until  several  different 
species  of  animals  were  subjected  to  this  drug  that  the  true  dangers  it  held 
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for  man  were  recognized.  Through  greater  knowledge  of  the  basic  biological 
behavior  of  heart  disease  and  cancer  in  animals  we  have  greater  understanding 
of  these  conditions  in  man.  The  groundwork  laid  in  identifying  the  various 
viral  causes  of  cancer  in  animals  should  permit  major  breakthroughs  in  the 
control  of  that  dreaded  disease  in  man  within  the  next  several  years. 

In  support  of  biomedical  research  activities  over  40,000,000  animals 
are  used  each  year  according  to  a survey  conducted  by  the  National  Academy  of 
Sciences.  Over  half  of  the  biomedical  research  effort  in  the  NIH  grant  eligible 
institutions  is  dependent  on  the  use  of  animals.  Such  institutions  spend  over 
$50,000,000  per  year  for  the  purchase  and  maintainence  of  these  animals.  I 
believe  it  to  be  a logical  assumption  that  if  these  grant  eligible  institutions 
spend  $50,000,000  a year  just  for  the  purchase  and  maintainence  of  these  animals, 
then  the  support  for  the  total  resource  component  requested  by  the  Division  of 
Research  Resources  for  1971-1972  of  $4,474,000  is  justifiable  on  that  basis 
alone . 

It  is  important  to  recognize,  however,  that  the  $50,000,000  spent  for 
these  animals  and  their  care  is  only  the  beginning  of  the  total  cost  picture. 

In  certain  instances,  what  started  out  to  be  a $5  animal  may,  in  a short  time, 
be  worth  $10,000  or  more  if  one  considers  the  time  and  effort  of  the  scientific 
and  technical  staff,  supporting  laboratories,  instrumentation  and  procedures 
used  in  the  studies  in  which  this  animal  plays  a vital  role.  These  costs  are 
not  clearly  recognized  when  estimating  the  true  impact  and  importance  of  animal 
resources  as  they  relate  to  the  entire  biomedical  research  efforts  sponsored 
by  the  Federal  Government.  If  we  accept  the  fact  that  over  half  of  the  total 


NIH  supported  research  requires  the  use  of  animals  then  we  should  consider  that 
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the  program  developed  by  the  Division  of  Research  Resources  is  really  attempting 
to  buttress  more  than  half  of  the  entire  research  effort  of  the  National  Instit- 
utes of  Health.  Taken  in  this  context,  the  $4,474,000  requested  for  program 
plans  in  1972  are,  in  my  opinion,  far  too  small. 

I am  not  unmindful  of  the  fact  that  there  have  been  strenuous  efforts 
to  limit,  if  not  abolish,  the  use  of  animals  in  research.  Witli  the  developmeiiL 
of  sopli j sticated  computer  programs,  tissue  culture  and  other  newer  methods  it 
has  become  popular  tor  many  people  to  believe  that  animals  are  no  longer  required 
in  research  or  for  use  in  industrial  purposes.  Actually,  nothing  is  further 
from  the  truth.  I have  already  cited  the  problems  with  the  Thalidomide  stor_. 
in  which  it  was  not  until  several  species  of  animals  had  been  used  to  test  the 
drug  that  the  true  picture  unfolded  with  regard  to  the  damage  this  drug  could 
do  to  unborn  infants.  In  a similar  manner,  it  is  impossible  to  develop  a 
computer  program  to  answer  specific  questions  without  knowing  the  questions  to 
be  asked.  At  our  present  state  of  knowledge  it  would  be  unthinkable  to  do 
without  the  use  of  animals  in  biomedical  research.  At  the  same  time,  we  must 
be  responsive  to  the  wishes  of  the  public  as  expressed  in  appropriate  legislat- 
ion. Just  last  year,  the  Congress  enacted  Public  Law  91-579,  referred  to  as 
the  Animal  Welfare  Act  of  1970,  in  response  to  this  need.  From  another  view- 
point, as  research  has  become  more  complicated  we  are  increasingly  recognizing 
the  need  for  better  definition  and  control  of  variables  in  research  programs. 

All  of  these  require  greater  attention  to  all  facets  of  our  studies  requiring 
the  use  of  animals.  We  simply  cannot  perform  the  type  of  research  required  in 
the  1970' s with  the  research  tools  of  the  1920' s and  1930' s.  In  1968,  the 
National  Academy  of  Sciences  conducted  a comprehensive  survey  of  laboratory 
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animal  facilities.  This  study  indicated  that  some  $190,000,000  were  required 
to  renovate,  construct  and  re-equip  the  animal  resources  of  this  country  just 
to  meet  current  requirments.  And  bear  in  mind,  gentlemen,  that  these  were  1968 
figures . 

Again,  I come  before  you  today  both  as  a concerned  public  citizen  as 
well  as  a spokesman  for  the  3,200  members  of  the  American  Association  for 
Laboratory  Animal  Science.  I believe  I am  knowledgeable  of  many  of  the  urgent 
needs  of  the  animal  resources  in  this  country.  In  my  view,  the  proposed  budget 
of  the  Division  of  Research  Resources  of  the  NIH  must  be  supported  in  its 
entirety  if  it  is  to  even  attempt  to  begin  to  address  the  real  needs  of  the 
animal  resources  of  this  country.  I believe  I have  made  it  amply  clear  that 
the  sum  of  money  requested  will  fall  far  short  in  meeting  these  needs.  However, 

I would  also  like  to  attest  to  the  fact  that  the  expenditures  made  through  the 
program  sponsored  by  the  Division  of  Research  Resources  have  been  extremely 
important  and  have  resulted  in  a far  greater  influence  on  the  total  research 
productivity  of  the  NIH  than  is  generally  recognized.  Although  the  proposed 
budget  of  the  National  Institutes  of  Health  does  not  include  funds  to  assist 
in  alleviating  the  critical  needs  for  improvement  of  our  animal  resource  fac- 
ilities I strongly  recommend  that  this  Committee  support  the  current  program 
of  the  Animal  Resources  Branch  of  the  Division  of  Research  Resources  since 
these  are  vital  and  necessary  to  continue  other  programs  of  crucial  importance 
to  the  total  research  efforts  of  the  NIH.  Additional  funds  are  urgently  req- 
uired to  assist  in  meeting  the  needs  for  animal  facilities  improvement  as 
established  by  the  1968  survey  on  laboratory  animal  facilities  conducted  by 
the  National  Academy  of  Sciences  and  I hope  that  such  funds  will  be  made 
available  at  the  earliest  possible  moment.  This  survey  indicated  that  some 
twenty-eight  to  thirty  million  dollars  are  required  for  remodeling  and  renovating 


existing  facilities  and  an  additional  thirteen  million  is  required  for  equip- 
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STATEMENTS  OF  MRS.  SYLVIA  N.  RACHLIN,  EXECUTIVE  VICE  PRESIDENT, 

MYOPI.V  INTERNATIONAL  RESEARCH  FOUNDATION,  INC.,  AND  THOMAS  J. 

PERRY,  SERVICE  EMPLOYEES  INTERNATIONAL  UNION,  AFL-CIO 

Senator  Magnuson.  We  have  received  a statement  from  Mrs.  Sylvia 
Rachlin,  executive  vice  president  of  the  Myopia  International  Re- 
search Foundation,  Inc.  Mrs.  Rachlin  is  recovering  from  a bout  with 
flu  and  could  not  be  with  us  today.  The  statement  will  be  entered  in 
the  record,  however,  along  with  Mr.  Perry’s  attached  statement. 

(The  statement  and  attachment  follow :) 
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This  estlnate  cosses  fros  Dr.  Mary  C.  Fletcher  of  Houston,  Texas, 
one  of  the  relatively  small  band  of  specialists  studying  myopia. 

Dr.  Fletcher  has  concentrated  on  school  children,  hoping  that  a 
breakthrough  In  treatment  at  an  early  age  might  obviate  more 
serious  adult  problems;  and  she  estimates  that  myopes'  problems, 
based  on  one  eye  examination  and  one  prescription  for  glasses 
yearly  - a highly  conservative  basis  since  thousands  of  cases  In- 
volve much  more  extensive  tests  and  changes  of  lens  - cost  at  least 
$1  billion  annually. 

The  Food  and  Drug  Administration  has  recently  referred  to  "100,000,000 
Americans  who  wear  eyeglasses."  This  would  bring  the  cost  for  eye 
care  well  beyond  the  billion  dollar  mark.  This  statistic  Is  partic- 
ularly disturbing  to  the  myope  who  feels  he  Is  regarded  more  as  con- 
sumer than  as  patient. 

Since  Its  Incorporation  In  1963,  the  MYOPIA  INTERNATIONAL  RESEARCH 
FOUNDATION  has  sought  to  further  Interest  In  comprehensive.  Inter- 
disciplinary research  Into  the  causes,  treatment,  and  prevention  of 
nearsightedness.  More  Immediately,  It  seeks  to  save  the  eyesight  of 
children  afflicted  with  progressive,  pathological  myopia  for  which 
there  Is  no  known  cure. 


Al  Unger 

Auxiliary 

Beatrice  C.  Schiavone 
Chairman 


The  Foundation's  Exhibits  at  the  Annual  Conventions  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology  and  the  quadrennial 
sessions  of  the  International  Congress  of  Ophthalmology  have  attracted 
the  attention  of  thousands  of  eminent  doctors  who  have  endorsed  our 
Program  and  asked  to  be  Involved. 


The  Voice  of  America  has  considered  this  Program  of  such  significance 
that  It  has  twice  broadcast  Its  details  to  all  nations. 

In  order  to  Improve  the  channels  of  communication  among  doctors  In- 
terested In  myopia  research  throughout  the  world,  the  MYOPIA  INTER- 
NATIONAL RESEARCH  FOUNDATION  has  published  and  distributed  Myopia 
Research  Papers  without  charge  to  Interested  doctors  throughout  the 
world. 
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The  MYOPIA  INTERNATIONAL  RESEARCH  FOUNDATION  is  idealistic  in  its  operation. 

No  money  whatsoever  is  spent  on  any  administrative  salaries  or  professional 
fund  raisers. 

Within  the  United  States,  this  Foundation  seeks  the  establishment  of  a 
National  Myopia  Center  with  the  following  three-fold  structure: 

1.  Myopia  Research  Projects  in  the  National  Eye  Institute, 

National  Institutes  of  Health  - 

a)  Establishment  of  analytical  and  statistical  procedures 
by  the  Biometrics  Branch  of  the  National  Eye  Institute, 

b)  Grants  to  the  National  Eye  Institute  enabling  Myopia 
Research  Projects  and  establishment  of  analytical  and 
statistical  procedures. 

2.  A Myopia  Service  Program  under  the  National  Eye  Institute  - 

a)  Collaborative  study  permitting  the  creation  and  develop- 
ment of  service  programs  for  myopes  throughout  the  United 
States,  and  a standardization  of  records  and  reporting 
forms.  Through  their  personal  doctors,  myopes  - young 
and  old  - would  participate  by  submitting  comprehensive 
cumulative  records  to  the  National  Myopia  Center  for 
continued  analysis  by  research  experts. 

b)  Grants  enabling  Myopia  Service  Programs. 

3.  The  National  Registries  of  Myopia  Pathology,  a myopia  eye  study 
bank,  should  be  developed  under  the  United  States  Public  Health 
Service.  All  universities,  hospitals,  other  laboratories  involved 
in  eye  research,  and  eye  banks  throughout  the  United  States  could 
participate  in  coordinated  clinical  research.  Participating  labor- 
atories would  receive  eyes  of  myopes  and  their  families  which  have 
been  donated  for  the  purpose  of  research  into  the  pathology  of 
myopia  from  its  incipience  through  its  advanced  stages.  Findings 
would  be  correlated  with  other  research.  This  plan  for  the  National 
Registries  of  Myopia  Pathology,  originated  by  the  MYOPIA  INTERNATIONAL 
RESEARCH  FOUNDATION,  has  received  the  enthusiastic  endorsement  of 
many  Individuals  and  organizations  across  the  nation. 


A National  Myopia  Center  structured  upon  this  three-phase  program  would  stimulate 
nationwide  Interest  and  participation  by  myopes  and  their  families  and  friends 
In  research  under  public  and  private  health  auspices. 
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It  is  a recognized  fact  that  over  one»third  of  the  population  is  near- 
etghted.  Countless  adults  have  suffered  loss  of  enplo3nDent  and  becoae 
financial  burdens  to  their  families  and  the  community  because  of  patho- 
logical or  degenerative  changes  in  myopia.  In  addition,  the  Federal 
Treasury  suffers  a loss  in  revenue  through  exemptions  for  legal  blind- 
ness, reduced  earnings,  and  increased  medical  deductions  for  eye  care. 

Members  of  this  Honorable  Committee:  Fully  cognizant  of  the  reasons  for 

current  retrenchment,  the  professional  consensus  is  that  myopia  problems 
require  much  applied  research.  By  mail  and  telephone  the  MYOPIA  INTER- 
HATIORAL  RESEARCH  FOUNDATION  receives  dally  appeals  from  myopes  or  their 
relatives  for  that  answer  which  is  not  yet  known  to  medical  science.  In 
their  behalf  we  beg  your  earnest  consideration  and  help. 


Respectfully  submitted 


J[Mrs  .)  Sylvia  N.  Rachlin,  Executive  Vice  President 
MIOPIA  INTERNATIONAL  RESEARCH  FOUNDATION,  INC. 

415  Lexington  Avenue 
New  York,  New  York  10017 


SHR:B 
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MR.  CHAIRMAN  AND  MEMBERS  OF  THE  SENATE  SUBCOMMITTEE  ON 
APPROPRIATIONS  FOR  LABOR,  HEALTH.  EDUCATION  AND  WEI7ARE: 

Aa  a representative  of  Labor  and  Chairsian  of  the  Board  of  Trustees 
of  the  MYOPIA  INTERNATIONAL  RESEARCH  FOUNDATION,  I can  speak  fron 
personal  knowledge  of  the  significance  and  liqtortance  of  the 
Foundation's  Program  for  workers  everywhere.  From  the  many  thousands 
of  people  who  visit  the  eye  clinics  of  Labor  Health  Centers,  one  can 
readily  appreciate  the  additional  thousands  who  stand  to  benefit  from 
favorable  action  by  your  Committee  upon  the  recommendations  of  the 
MYOPIA  INTERNATIONAL  RESEARCH  FOUNDATION. 

This  Foundation  Is  presently  engaged  In  the  promotion  of  communication 
among  all  those  involved  In  myopia  research  - from  the  patient  seeking 
relief  to  the  doctor  carrying  on  clinical  studies  and  experimentation. 

Through  the  free  publication  and  dissemination  of  clinical  reports  and 
observations  to  doctors  In  all  parts  of  the  world,  researchers  have 
been  Informed  of  corroborative  materials  for  work  In  process  and  have 
Indicated  areas  for  further  Investigation  In  myopia  research. 

The  ever-increasing  numbers  of  doctors  here  and  abroad  who  have  turned 
to  the  MYOPIA  INTERNATIONAL  RESEARCH  FOUNDATION  as  a coordinating 
agency  Is,  Itself,  recognition  of  the  merits  of  and  need  for  Its 
program.  This  promotion  of  cooperation  and  goodwill  among  eye  doctors 
throughout  the  world  Is  in  close  accord  with  the  aim  of  American  Labor 
to  bind  together  the  peoples  of  the  world  through  joint  efforts  for 
their  common  good. 

Hence,  Gentlemen,  Labor  joins  with  the  MYOPIA  INTERNATIONAL  RESEARCH 
FOUNDATION  In  Imploring  your  Interest  and  support  In  the  fight  against 
ravages  of  myopia. 
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The  Myopia  International  Research  Foundation  sponsored  the 
First  International  Conference  on  Myopia  in  1964. 

Since  1965  we  have  petitioned  the  Congress  of  the  United  States 
for  the  establishment  of  a National  MFopi*  Center  under  the  egls 
of  the  U.S.  Public  Health  Service.  Each  year  we  have  appeared 
before  Subcommittees  of  the  House  of  Representatives  and  Senate. 

The  Myopl*  International  Research  Foundation  has  been  invited 
to  exhibit  at  each  annual  convention  of  the  American  Aeodeoy  of 
Ophthalmology  and  Otolaryngology  since  1965.  Each  3pear  an  in- 
creasing mm^r  of  ophthalmologists  has  become  Interested  in 
our  Program. 

By  invitation.  The  tfyopia  International  Research  Foundation  has 
h«d  exhibits  at  the  International  Congress  of  Ophthalmology  in 
Germany  (1966)  and  in  Mexico  (1970).  These  presentations  were 
enthusiastically  attended  by  eminent  doctors  from  all  continents, 
who  applauded  our  Program  and  asked  to  be  involved. 

The  Voice  of  America  has  twice  broadcast  details  of  our  Program 
to  all  nations. 

Through  gifts  of  printing,  Myopia  Research  Papers  are  published 
and  distributed  without  charge  to  Interested  doctors  in  all 
nations. 

The  Myopia  International  Research  Foundation  is  idealistic  in  its 
operation.  No  money  whatsoever  is  spent  on  any  administretive 
aaleries  or  professional  fund  raisers. 


Our  intensive  efforts  continue  daily  to  help  widen  the  channels 
of  communication  among  doctors  Interested  in  myopia  research  in 
all  nations. 
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STATEMENT  OF  DR.  GARY  FILERMAN,  PRESIDENT  OF  THE  FEDERA- 
TION OF  ASSOCIATIONS  OF  SCHOOLS  OF  THE  HEALTH 
PROFESSIONS 

HEALTH  MANPOWER 

Senator  Magnuson.  We  will  hear  from  Dr.  Gary  Filerman,  presi- 
dent of  the  Federation  of  Associations  of  Schools  of  the  Health 
Professions. 

Dr.  Filerman.  Thank  you  very  much,  Mr.  Chairman.  We  appre- 
ciate the  opportunity,  particularly  given  the  time  constraints  of  the 
afternoon,  to  testify  this  afternoon. 

My  colleagues  are  Dr.  Oliver  and  Dr.  Blimon.  I represent  the  Fed- 
eration of  Associations  of  Schools  of  the  Health  Professions,  and  I am 
the  executive  director  of  the  Association  of  University  Program  in 
Hospital  Administration. 

We  are  actually  here  representing  the  Associations  of  Schools,  and 
that  is  a permanent  professional  organization  of  all  of  the  health  pro- 
fessions of  the  country  which  is  concerned  with  all  of  the  issues  fac- 
ing the  health  professions  collectively,  and  of  course  among  them,  sup- 
port for  the  health  professions  and  education. 

Now,  the  shortages  of  health  manpower  that  prevail  in  the  United 
States  are  well  documented.  As  President  Nixon  stated  in  his  health 
message  to  the  Congress  in  February : 

Americans  who  live  in  remote  rural  areas  or  in  urban  poverty  neighborhoods 
often  have  special  difficulty  obtaining  adequate  medical  care.  On  the  average, 
there  is  now  one  doctor  for  every  630  persons  in  America.  But  in  over  one-third 
of  our  counties  the  number  of  doctors  per  capita  is  less  than  one-third  that  high. 
In  over  130  counties,  comprising  over  eight  percent  of  our  land  area,  there  are 
no  private  doctors  at  all — and  the  number  of  such  counties  is  growing 

A similar  problem  exists  in  our  center  cities.  In  some  areas  of  New  York,  for 
example,  there  is  one  private  doctor  for  every  200  persons  but  in  other  areas  the 
ratio  is  one  to  12,000.  Chicago’s  inner  city  neighborhoods  have  some  1,700  fewer 
physicians  today  than  they  had  ten  years  ago. 

The  problem  is  the  same  in  the  case  of  other  categories  of  health 
manpower.  These  shortages  are  a contributing  factor  to  the  inferior 
health  status  of  our  citizens  as  measured  by  such  indices  as  male  life 
expectancy — the  United  States  ranks  18th  among  the  nations  of  the 
world,  female  life  expectancy — we  rate  11th,  and  infant  mortality — 
we  rank  13th. 

In  addition,  the  impact  of  the  shortages  will  be  compounded  if  we 
continue  to  provide  financial  assistance  for  health  care  services  in  the 
absence  of  an  adequate  investment  for  the  training  of  health  man- 
power. Earlier  this  year  the  House  of  Kepresentatives  extended  medi- 
care coverage  to  the  disabled  under  the  Social  Security  and  Railroad 
Retirement  programs.  Both  the  Senate  and  House  will  consider  this 
year  the  many  national  health  insurance  bills  that  have  been  intro- 
duced. 

HEALTH  professions 

The  Health  Professions  Educational  Assistance  Act  authorizes  fi- 
nancial assistance  for  the  training  of  physicians,  dentists,  optometrists, 
pharmacists,  podiatrists,  veterinarians  and  professional  public  health 
personnel. 
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The  latter  are  eligible  only  for  construction  assistance  under  this 
legislation  but  the  other  disciplines  are  also  eligible  for  institutional 
support,  student  loan  and  scholarship  funds. 

The  backlog  in  approved  construction  applications  amounts  to  $600 
million.  Since  many  qualified  candidates  for  health  professions  schools 
cannot  now  be  admitted  due  to  a lack  of  facilities  it  is  essential  that 
construction  be  encouraged. 

Institutional  support  is  equally  important  since  more  than  one-half 
of  the  medical  schools  have  been  determined  eligible  for  financial  dis- 
tress grants.  Two  dental  schools  have  been  closed  recently  because  of 
financial  difficulties. 

If  the  health  professions  schools  are  to  continue  and  expand  their 
programs  for  the  recraitment  of  disadvantaged  students  it  is  essen- 
tial that  the  student  loans  and  scholarships  be  fully  funded. 

Since  the  existing  authorizations  for  the  Health  Professions  Act  ex- 
pired on  June  30,  1971,  there  are  no  specific  levels  of  appropriations 
authorized  at  this  time. 

H.E.  8629,  however,  has  been  approved  by  the  House  of  Kepresenta- 
tives  and  the  Senate  Committee  on  Labor  and  Public  Welfare  has  ap- 
proved S.  943. 

The  Federation  believes  that  either  bill  would  provide  adequately 
for  the  training  of  health  manpower.  We  support,  therefore,  as  a 
minimum  the  $754.6  million  that  is  authorized  to  be  appropriated  in 
1972  for  the  Health  Professions  Act,  according  to  H.K.  8629. 

XURSE  TRAINING 

The  same  situation  prevails  in  the  case  of  the  Nurse  Training  Act. 
That  act  also  expired  on  June  30,  1971  and  there  are  at  present  no 
authorizations  for  appropriations. 

The  Federation  supports  the  funding  levels  of  H.R.  8630  that  has 
been  approved  by  the  House  of  Representatives.  That  measure  would 
authorize  $206  million  to  be  appropriated  in  1972  for  nurse  training. 

The  extent  of  the  shortage  of  nurses  is  critical  at  this  time  and  will 
continue  to  be  so  until  our  training  facilities  and  enrollments  are 
sharply  expanded. 

There  are  now  some  700,000  nurses  in  active  practice  but  150,000 
more  are  needed.  By  1980,  it  is  estimated  that  more  than  1 million 
nurses  will  be  needed. 


ALLIED  HEALTH  PERSONNEL 

The  shortage  of  allied  health  personnel  in  1970  was  estimated  at 
250,000  by  the  Public  Health  Service.  Some  of  the  areas  in  which  the 
shortages  are  most  severe  are  laboratory  personnel,  radiologic  person- 
nel and  dental  auxiliaries. 

The  shortage  by  1980  is  expected  to  total  430,000  workers.  The  man- 
power in  the  allied  health  professions  contribute  in  many  vcays  to 
providing  adequate  health  care  services  to  those  afflicted  with  illness 
and  injuries.  It  has  been  demonstrated  that  allied  health  personnel 
can  increase  dramatically  the  productivity  of  physicians  and  dentists. 

Despite  the  shortages  of  allied  health  personnel  the  Department  of 
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HEW  has  requested  only  $26.5  million  of  the  $110  million  that  is 
authorized  to  be  appropriated  in  1972. 

No  funds  are  requested  for  construction,  student  loans  or  scholar- 
ships. The  Federation  urges  that  the  full  authorization  be  appro- 
priated. 

PUBLIC  HEALTH  TRAINING 

Despite  the  fact  that  President  Nixon  made  mention  of  the  impor- 
tance of  preventive  medicine  in  his  health  message,  the  administration 
has  requested  less  than  one-half  of  the  amounts  authorized  in  1972  for 
public  health  training. 

As  he  stated: 

Because  we  pay  so  little  attention  to  preventing  disease  and  treating  it  early, 
too  many  people  get  sick  and  need  intensive  treatment. 

The  primary  source  of  F ederal  support  of  public  health  training  are 
sections  306,  309(a)  and  309(c)  of  the  Public  Health  Service  Act. 

The  authorizations  for  1972  for  these  traineeships  (306),  training 
grants  (309(a))  and  formula  institutional  support  (309(c))  total  $43 
million  in  1972. 

The  1972  budget,  however,  requests  only  $17,971,000,  the  same  level 
as  last  year. 

Thus,  not  even  cost-of-living  increases  are  requested  even  though 
teaching  costs  have  increased. 

The  level  of  support  at  individual  schools  will  decline  since  new 
schools  of  public  health  have  been  established  in  recent  years  in 
Texas,  Washington  and  Illinois.  The  Federation  recommends  that  a 
minimum  of  $26  million  be  appropriated  for  public  health  training 
in  1972. 

CONCLUSION 

In  concluding,  I would  like  to  also  request  that  additional  funds  be 
appropriated  for  the  general  research  support  grant  program  of  the 
National  Institutes  of  Health. 

Since  teaching  and  research  are  complementary  components  of 
health  manpower  training,  the  schools  represented  by  the  Federation 
are  vitally  interested  in  this  valuable  program  of  NIH. 

For  1972,  therefore,  we  recommend  that  at  least  the  1971  level  of 
funding  be  maintained  for  general  research  support  grants. 

The  1971  appropriation  was  $60.7  million;  the  request  for  1972 
is  $49.2  million. 

Senator  Magnuson.  Now,  with  regard  to  the  Nurse  Training  Act, 
there  is  no  request,  because  it  had  not  been  authorized,  but  the  au- 
thorization, you  say,  what  is  the  total  authorization  ? 

Dr.  Filerman.  In  the  House  bill,  it  is  $754.6  million. 

Senator  Magnuson.  And  in  the  Senate  bill  ? 

Dr.  Filerman.  It  is  higher. 

Senator  Magnuson.  And  that  will  have  to  go  to  conference,  and 
it  will  probably  end  up  somewhere  in  between.  That  is  what  usually 
happens,  so  you  cannot  expect  full  funding. 

Dr.  Filerman.  What  the  administration  has  been  recommending 
is  about  half  of  the  total  in  the  House  bill. 

Senator  Magnuson.  So  if  there  is  a budget  request,  if  this  confer- 
ence comes  back  before  we  mark  up  the  bill,  the  budget  request  will 
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probably  be  way  under  the  $800  million,  and  we  will  have  to  look  at 
that. 

You  are  lucky  if  they  recommend  40  percent,  and  this  is  a very 
important  field,  but  I do  not  think  you  should  be  disillusioned  or  any- 
body else  by  the  fact  you  do  not  get  full  funding. 

Dr.  Felerman.  No,  but  we  need  to  make  a case  for  it  at  this  point 
of  history. 

Senator  Magnuson.  Everybody  makes  a case  for  full  funding,  and 
if  you  adhere  to  full  funding,  there  is  no  use  having  an  Appropriations 
Committee. 

What  would  we  be  here  for  ? 

Dr.  Filerman.  You  can  endorse  full  funding. 

Senator  Magnuson.  Oh,  well,  but  there  should  be  reasonable  fund- 
ing, because  the  legislative  committees  are  not  responsible  for  the 
payment  of  the  money,  and  they  have  a tendency,  if  they  had  at  any- 
time to  appropriate  this  money,  it  would  not  be  as  high  as  it  is,  I will 
tell  you  that, 

I have  been  around  here  long  enough  to  know  that. 

Dr.  Filerman.  At  the  same  time,  I have  been  impressed  by  the 
thorough  need  there.  In  that  case  I hope  it  will  not  be  close  to  40 
percent. 

Senator  Magnuson.  I hope  you  are  correct,  but  we  are  getting  to 
the  point  of  vetoes,  and  we  are  getting  to  the  point  of  freezing  the 
money,  and  then  we  get  accused  of  being  the  big  spenders. 

Senator  Cotton  will  continue  with  you,  and  I will  go  over  to  the 
floor  to  vote,  and  then  I am  going  to  have  to  remain  there,  and  we 
will  recess  until  tomorrow  at  10. 

Dr.  Filerman.  I think  the  critical  issue  in  the  general  financial 
picture  for  health  manpower  at  this  juncture  in  history  is  the  poten- 
tial advent  of  some  sort  of  national  health  insurance  program,  which 
if  the  experience  of  medicare  and  medicaid  is  any  indication,  it  is  go- 
ing to  create  a immense  demand  for  the  services  of  new  health  man- 
power individuals  and  classifications,  and  the  Federation  has  been 
attempting  to  come  to  grips  with  that  issue  in  establishing  its  rec- 
ommendation for  the  funding  of  health  manpower  training. 

I would  like  to  add  that  the  Federation  is  the  agency  which  repre- 
sents all  of  the  health  professions  about  which  this  committee  is  con- 
fronted with,  and  that  these  are  problems  that  are  generic  to  de- 
veloping a long-run  funding  support  program  for  health  manpow^er 
in  this  country,  and  those  two  major  problems  are,  one,  the  cost  of 
health  education. 

We  have  discovered  in  our  negotiations  among  the  health  profes- 
sions in  attempting  to  determine  what  are  the  appropriate  formulas 
for  support  of  health  education,  that  actually  ve^  limited  data  are 
available  on  the  real  costs  of  educating  the  various  health  profes- 
sions. 

We  believe  that  the  Congress  and  the  public  and  health  schools 
all  need  to  have  that  kind  of  information  to  make  intelligent  decisions 
about  Federal  public  policy  and  support. 

Somewhere  in  HEW  there  should  be  support  specifically  earmarked 
for  the  support  of  studies  into  the  cost  of  health  education. 

There  is  also  a need  for  studies  of  the  effective  use  of  health  man- 
power. 
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I think  we  recognize  that  all  of  the  legislation  that  we  have  talked 
about  here  today  addresses  itself  to  established  health  professions 
and  established  patterns  of  the  use  of  health  professions,  and  with- 
in the  long  run,  innovation  and  changes  in  the  use  of  health  person- 
nel are  going  to  be  necessary,  if  the  country  will  be  able  to  deliver 
effective  health  care. 

Support  is  neded  now  under  some  agency,  for  studies  that  will  help 
Congress  and  the  schools  make  trade-off  decisions  about  how  to  invest 
public  and  private  money  in  variously  developing  health  professions. 

I do  not  have  anything  more  to  add.  We  would  be  happy  to  answer 
any  questions  that  you  may  have. 

Well,  let  me  add  that  S.  934  does  provide  for  a cost  study  on  health 
education  to  be  conducted  by  the  National  Academy  of  Science.  I 
think  the  Congress  would  like  to  see  this  feature  retained. 

Senator  Cotton.  I was  aware  of  that,  and  of  course  this  bill  ex- 
pected to  pass  this  afternoon  is  an  authorization  bill.  If  the  House  does 
not  pass  a similar  bill,  or  this  one,  there  will  be  nothing  in  the  budget. 
There  will  be  nothing  in  the  appropriations  bill  when  it  comes  to  us 
from  the  House.  We  will  have  to  act  on  it,  by  putting  it  back  in,  and 
send  it  to  conference. 

In  the  bill  also  are  some  bonuses  to  medical  schools  for  additional 
students.  This  committee  is  keenly  aware,  and  I as  a member  of  the 
committee  am  keenly  aware  of  the  scarcity  and  difficulty  of  doctors  in 
remote  areas,  as  well  as  in  certain  parts  of  congested  cities. 

I represent  a section  where  thev  are  in  desperate  need  for  medical  at- 
tention, where  people  actually  die  in  automobiles  on  the  way  to  county 
hospitals  25  to  30  miles  away.  There  is  not  even  a district  nurse  avail- 
able for  first  aid  in  case  of  a heart  attack.  I can  understand  your  feel- 
ing about  the  budget  figures,  which  in  most  cases,  are  either  the  same, 
or  are  only  slightly  more  than  the  present  fiscal  year. 

A couple  of  times  in  your  presentation  you  referred  to  a full  au- 
thorization. 

I guess  it  is  inherent,  but  it  is  unfortunate  that  Congress  holds  out 
false  hopes  to  the  American  people  by  passing  these  very  ambitious 
bills.  It  comes  out  in  the  newspaper.  Congress  has  authorized  so  many 
million,  and  so  many  billion  for  this.  Then  it  comes  to  the  appropri- 
ating process  and  they  get  only  a small  part  of  it.  In  some  cases  none. 
The  system  enables  Congress  to  vote  for  these  fine  worthy  objectives, 
and  then  dump  into  the  lap  of  its  appropriating  committees  the  prob- 
lem of  funding  the  money.  If  we  appropriated  all  of  the  authoriza- 
tions, why,  in  1 year,  we  could  bankrupt  the  Treasury.  I do  not  justify 
that  method  of  doing  business,  but  it  is  one  we  are  faced  with. 

Now,  you  have  got  certain  categories  here  that  you  emphasize. 

Incidentally,  included  here  somewhere  is  the  training  of  servicemen 
who  come  back  from  the  service,  they  are  the  allied  health  ? 

Dr.  Filerman.  Yes.  Supporting  ancillary  personnel.  Senator. 

The  amount  for  the  universities  is  increased  by  $250,000.  The  train- 
eeships is  exactly  the  same  as  last  year;  education  grants,  contracts, 
direct  operations,  that  has  been  advanced  from  not  quite  $6  million  to 
almost  17  million. 

It  has  been  increased  by  about  $11  million.  The  example  you  nien- 
tioned,  the  assistant  physicians,  and  other  paramedical  people  is  a 
very  good  one. 
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All  of  the  health  professions  are  under  great  pressure,  much  of  it 
from  the  executive  branch  to  establish  programs  in  these  areas,  among 
them  programs  for  returning  veterans  who  have  had  some  health 
training  in  the  military  services,  and  all  of  the  health  professional 
schools,  public  agencies  are  anxious  to  be  responsive  to  those  kinds  of 
recjuests,  inasmuch  as  they  recognize  the  problems  of  finding  appro- 
priate places  of  employment  for  veterans,  as  well  as  the  need  for 
health  manpower  to  which  they  are  addressed. 

There  simply  is  no  practical  way  that  they  can  provide  broad  na- 
tional response  with  the  amount  of  present  funding  that  they  have. 

The  administration  puts  us  on  the  spot  by  on  the  one  hand  creating 
the  image  that  all  of  that  is  necessary  for  the  schools  to  innovatively 
open  places  for  these  people,  and  on  the  other  hand,  in  some  cases 
decreasing  the  support  of  those  programs. 

Senator  Cotton.  That  is  perfectly  true. 

This  is  always  an  unfair  question,  so  you  can  plead  the  fifth  amend- 
ment and  refuse  to  answer  it  if  you  want  to,  but  will  you  give  me  some 
idea  of  your  own  estimation  of  the  relative  importance,  one,  two, 
three,  and  four,  of  the  different  programs  you  have  emphasized  ? 

Dr.  Filerman.  Well,  I think  that  all  of  the  health  professions  would 
agree  that  the  most  important  element  that  we  are  currently  consider- 
ing in  this  time  period  is  the  capacitation  grants.  The  capacitation 
grant  system  opens  the  way  for  a new  balanced  long-term  approach 
to  support  the  health  profession  education. 

We  realize  that  because  of  pressures  on  the  budget,  that  there  are 
going  to  be  dollar  trade-offs  within  the  capacitation  system,  but  it  is 
extremely  important  that  principles  be  established  at  this  juncture. 

These  are  the  institution  grants.  Senator,  which  provide  tiie  basic 
support  on  increased  student  enrollments  to  increase  the  number  of 
qualified  faculty  curriculum  innovation,  and  these,  you  can  say,  here 
it  is  necessary  teaching  equipment  to  raise  the  standards  of  all  health 
professional  schools,  by  the  same  token  increasing  the  number  of 
graduates,  to  complete  the  health  demands  of  this  Nation. 

At  the  same  time  it  overcomes  some  of  the  restrictions  on  the  very 
tight  categorical  grants.  It  gives  them  some  kind  of  flexibility  with 
money  that  comes  from  other  resources  in  a most  effective  manner. 

In  a kind  of  spread  out  one,  two,  three,  four  fashion,  I would  say 
there  are  four  categories,  that  are  basic  to  the  whole  program.,  and  I 
would  say  construction  grants,  student  and  institutional  grants  are 
basic  ingredients  of  a sucessful  program,  and  I think  the  next  two 
would  be  the  special  projects  for  innovation,  supportive  projects,  or 
ongoing  programs,  and  then  again  financial  assistance  to  the  schools, 
inasmuch  as  63  percent  of  the  medical  schools  are  in  financial  distress. 

Senator  Cotton.  You  realize,  of  course,  that  one  Congress  cannot 
bind  the  next  one,  and  I do  not  Imow  what  percentage  of  all  the  money 
that  would  be  in  this  whole  bill  will  be  borrowed  money  that  we  will 
be  borrowing  and  paying  interest  on. 

Every  man  thinks  in  terms  of  his  own  profession,  or  of  his  own  job 
as  being  the  most  important. 

He  would  not  be  in  it,  if  he  did  not. 

In  my  opinion,  the  health,  education,  and  welfare  bill  is  the  last 
place  we  should  cut. 

I have  a reputation  for  being  a conservative  in  the  Congress,  and  be- 
ing tightfisted,  and  I have  voted  against  many  appropriations,  but  I 
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have  gone  along  with  the  chairman,  who  has  given  his  great  leader- 
ship in  this  field,  year  after  year  to  give  just  as  much  as  we  possibly 
can,  for  all  of  these  programs,  vital  programs,  which  pertain  to  the 
health  of  our  people. 

I have  cut  out  moonshots  and  voted  for  cuts  out  in  many  places,  but 
not  here.  So  we  will  go  as  far  as  we  can,  but  we  cannot  make  a guar- 
antee either. 

I belong  to  the  President’s  party,  and  I am  one  of  the  President’s 
loyal  supporters,  but  I am  beginning  to  think  that  we  are  living  in  a 
fool’s  paradise.  I do  not  like  the  fiscal  situation,  and  I am  very  appre- 
hensive to  what  is  going  to  happen. 

We  cannot  guarantee  of  course,  if  .we  authorize  a construction  of  a 
building,  and  we  get  it  started,  that  you  will  have  some  guarantee  that 
it  will  be  carried  through,  but  when  you  try  to  adopt  a system  that  says 
to  all  medical  schools  in  the  country,  we  will  try  to  increase  you  such 
and  such  a percentage  year  by  year  in  the  next  5 years,  it  just  does  not 
bind  the  next  Congress. 

They  may  find  they  can,  and  there  is  just  no  way  of  making  an  abso- 
lute guarantee. 

Dr.  Filerman.  I think  it  is  fair  to  say  that  Congress  has  made  an 
immense  contribution  to  the  previous  Health  Education  Act.  We  are 
now  talking  about  a second  generation,  which  improves,  but  in  terms 
of  an  overall  continuing  commitment,  that  was  a very  effective  public 
investment. 

Of  course,  I do  realize  the  problem  of  binding  future  Congresses. 
I think  it  is  entirely  essential  that  we  have  some  stabilization  in  the 
program,  in  the  3-year  program  as  recommended  by  the  House,  5-year 
programs,  maybe  somewhere  in  between,  but  there  does  need  to  be 
some  stability  in  the  programs  so  that  the  schools  can  plan  over  a pe- 
riod of  years. 

We  have  added  to  these  programs,  first  construction  in  1963,  and 
fellowships  and  loans,  1965,  and  institution  grants,  1968,  and  so  forth. 

Now  we  have  got  the  total  package.  What  we  need  is  some  stabiliza- 
tion so  we  can  plan,  at  maybe  not  full  authorization,  but  at  some  level 
in  the  next  few  years. 

It  would  be  most  helpful. 

Senator  Cotton.  Many  of  our  authorization  bills  do  that.  They  lay 
out  a 5-year  program,  and  they  say  $800,000  the  first  year,  a million 
the  next  year,  and  a million  and  a half  the  third  year.  They  lay  it 
right  out  as  pretty  as  a picture,  but  it  is  just  an  authorization.  'WTien 
the  appropriating  committees  come  to  appropriate,  and  they  run  over 
the  budget,  then  they  knock  some  of  it  off. 

We  will  do  what  we  can. 

Dr.  Filerman.  We  appreciate  that,  and  we  thank  you  very  much  for 
the  opportunity  to  speak  today. 

Senator  Cotton.  Thank  you,  gentlemen,  and  I hope  I have  not  sent 
you  away  disillusioned. 
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STATEMENT  OF  REV.  T.  BYRON  COLLINS,  S.J.,  SPECIAL  ASSISTANT 
TO  REV.  R.  J.  HENLE,  S.J.,  PRESIDENT  OF  GEORGETOWN 
UNIVERSITY 

GEORGETOWN  UNI\T:RSITY  HOSPITAL  CONCENTRATED  CARE  CENTER  I 
CONSTRUCTION  GRANT 

Senator  Cotton.  We  will  now  hear  from  Father  Byron  Collins, 
Experimental  Hospital,  Georgetown. 

F ather  Collins.  Thank  you  very  much,  Senator. 

Senator  Cotton.  F ather,  it  is  always  good  to  see  you. 

F ather  Collins.  It  is  a distinct  pleasure  to  be  here. 

Senator  Cotton.  I want  to  express  my  appreciation  to  you  for  your 
kindness  to  my  wife  when  she  was  out  in  the  hospital. 

Father  Collins.  It  was  a pleasure. 

S(mator  Cotton.  You  were  very  helpful  to  her,  and  you  did  not  even 
try  to  proselytize  her. 

Father  Collins.  We  are  more  liberal  now. 

My  statement  will  be  very  brief. 

I am  Kev.  T.  Byron  Collins,  S.J.,  President  of  Georgetown 
University. 

I am  here  to  ask  your  consideration  of  a critical  plight  of  George- 
town University  Hospital.  The  present  Georgetown  University  Hos- 
pital started  its  service  to  the  District  of  Columbia  metropolitan  area 
and  the  nation  in  1946. 

Conscious  of  the  need  to  update  the  physical  structure,  in  1964  we 
applied  for  and  received  a grant  for  developing  unique  concepts  for 
providing  flexible  space  for  new  technological  patient  care  and  with 
a view  to  reducing  costs  in  patient  treatment  and  care. 

Working  with  the  research  division  of  the  Public  Health  Service 
and  with  other  national  experts  in  the  field  of  health  care  facilities 
design,  we  have  completed  this  study  and  started  the  first  phase  of 
the  construction. 

The  idea  that  has  developed  in  the  design  is  to  concentrate  special- 
ized care  in  modular  units  that  then  can  be  adapted  to  other  hospitals 
that  are  in  the  same  need  of  updating  their  facility  in  order  to  pro- 
vide new  technological  medical  care  in  an  efficient  and  cost  saving- 
method. 

The  cost  of  this  radical  experimental  facility  is  $23  million  dollars. 

In  order  to  be  able  to  continue  the  construction  of  this  experimental 
concentrated  care  center  project  of  $23  million  and  not  leave  it  half 
finished,  Georgetown  University  requests  a grant  of  $8,280,000  under 
section  304  of  the  Public  Health  Service  Act. 

Since  the  construction  of  an  experimental  hospital  cannot  be  fi- 
nanced through  ordinary  Hill  Burton  methods,  there  is  a loan  provi- 
sion in  section  643-A  of  the  Public  Health  Service  Act  for  experi- 
mental projects. 
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May  we  request  that  loan  funds  be  made  available  in  the  amount 
necessary  to  insure  the  completion  of  the  project. 

The  financing  summary  would  be  as  follows : 


Present  grant  (planning  and  first  phase  of  construction) $6,  900,  000 

Grant  request 8,  280,  000 

Two-thirds  of  project  (approximate) 15, 180,  (X)0 

Georgetown  University  loan  funds ^ 7, 180,  000 


Total 23,000,000 


1 This  loan  would  have  to  be  increased  if  the  grant  money  were  less. 

Mr.  William  M.  Bucher  of  the  Hospital  Council  of  the  National 
Capital  Area  will  present  the  part  that  this  experimental  concen- 
trated care  facility  plays  in  the  kaleidoscope  of  the  Metropolitan 
Washington  hospital  facilities. 

Georgetown  University  Medical  Center  and  myself  have  worked 
assiduously  for  the  health  facility  needs  of  the  entire  District  of 
Columbia. 

There  is  such  a need  for  the  concentrated  care  center  that  we  have 
started  construction  so  that  Georgetown  University  can  do  its  share  in 
solving  the  health  care  needs  and  problems  of  the  District  of  Columbia. 

We  earnestly  implore  that  we  receive  these  necessary  funds  so  that 
we  will  not  have  a building  with  the  upper  floors  being  only  exposed 
beams ; and  your  petitioner  will  ever  pray. 

Senator  Cotton.  Thank  you,  Father  Collins. 

Now,  the  authorization  that  you  referred  to,  is  the  present  grant 
under  that  ? 

Father  Collins.  That  grant  was  given  before  this  particular  piece 
of  legislation  was  passed  by  Congress.  It  was  passed  under  the  old 
section  737  of  the  Hill-Burton  Act,  and  this  then  was  updated,  and 
we  had  the  grant  at  that  time,  and  we  have  been  working  for  a num- 
ber of  years  to  perfect  this.  Sections  of  it  had  been  tried  in  other  parts 
of  the  country,  and  our  purpose  is  to  take  those  models,  put  them  to- 
gether, and  have  them  fit  as  the  part  of  the  District  of  Columbia 
metropolitan  area  models. 

There  is  a point  I would  like  to  make,  I know  that  Senator  Magnu- 
son  and  yourself  constantly  raise,  and  it  is  what  contribution  does  the 
locality  give. 

The  next  question,  why  do  we  come  to  the  Federal  Government  ? 

Well,  we  are  here  in  the  fortunate  and  unfortunate  position  that  you 
are  our  F ederal  Government,  our  State  government,  and  our  city  gov- 
ernment, and  so  under  that  aspect,  we  ask  consideration  of  the  grant, 
and  it  is  under  that  specific  aspect  that  the  loan  provisions  have  been 
passed,  and  have  helped  the  hospitals  in  the  District  to  fulfill  the  needs 
that  are  necessary. 

I have  worked  very  hard  in  this  program,  and  you  yourself  and 
Senator  Magnuson  and  your  committee  members  have  helped,  and  we 
have  made  great  strides,  and  in  2 years  we  will  have  something  which 
the  District  will  be  extremely  proud  of  which  this  will  be  a necessary 
part. 

Senator  Cotton.  I know  that  the  chairman  of  the  subcommittee,  the 
whole  subcommittee,  and  the  full  committee  are  conscious  of  our  re- 
sponsibility for  the  health  and  welfare  of  the  District  of  Columbia. 
As  long  as  it  remains  a Federal  reservation  for  the  Capital  of  the 
United  States  we  have  that  obligation.  I wonder  once  in  a while 
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whether  the  people  in  the  District  would  improve  their  lot  too  much 
if  they  had  statehood,  because  that  would  mean  the  rest  of  us  would 
not  have  quite  the  same  burden  of  responsibility.  I recognize  what  you 
are  doing  because  of  the  fact  that  Mrs.  Cotton  has  been  out  at  George- 
town three  different  times.  In  my  daily  visits,  I see  the  throngs  of 
people  that  you  care  for  and  deal  with.  I can  tell  they  come  from  every 
walk  of  life. 

I suppose  that  no  hospital  in  this  city,  except  possibly  the  District 
of  Columbia  General  Hospital  has  done  quite  so  much  in  the  way  of 
care  for  disadvantaged  people  than  yours. 

Father  Collins.  Yes,  Senator;  and  this  is  one  of  the  reasons  we  are 
constrained  to  ask  Congress  for  help,  and  it  is  because  Georgetown 
University,  of  which  I am  a proud  member,  is  very  proud  to  be  the 
core  support  for  the  District  of  Columbia  General  Hospital. 

Our  faculty  staffs  it,  the  costs  that  we  incur  in  running  it,  the  medi- 
cal services  of  it,  and  we  do  not  get  reimbursed.  We  understand  this 
is  part  of  the  problem  of  the  District  of  Columbia^  and  that  is  one 
of  the  real  reasons  that  necessitates  our  being  here  for  this  request, 
and  this  will  have  a direct  benefit  to  the  patients  that  are  at  District 
of  Columbia  General,  because  they  are  experimental,  and  they  are 
persons  that  are  extremely  sick,  many  of  them  are  brought  to  George- 
town, because  we  are  the  associated  hospital  with  District  of  Columbia 
General. 

It  is  one  of  the  things  that  we  do. 

Senator  Cotton.  Of  course,  I always  have  been  a bit  unhappy  about 
District  of  Columbia  General,  because  they  changed  its  name  from 
Jacob  H.  Galhnger,  who  was  Senator  from  the  State  of  New  Hamp- 
shire. He  served  longer  than  any  other  man  ever  served  before  or  since 
in  the  Senate  from  my  State. 

He  was  a practicing  physician  when  he  first  came  to  the  House  of 
Representatives.  He  was  the  man  who  pioneered  and  founded  by  get- 
ting the  money  that  built  what  is  now  the  District  of  Columbia  Gen- 
eral. It  was  the  Gallinger  Hospital  delegation  the  hospital  was  named 
for  him,  I do  not  know  what  the  delegation  from  New  Hampshire 
were  doing  the  day  the  Congress  changed  its  name,  but  if  I would 
have  been  here,  I would  have  protested  violently.  Nevertheless,  it  is 
in  history,  and  I would  like  to  have  that  in  the  record. 

I am  sure  you  do  have  the  very  sympathetic  consideration  of  this 
committee. 

Father  Collins.  Thank  3^0  very  much.  As  usual,  it  is  a pleasure  to 
present  the  needs  and  efforts  in  our  struggles  for  the  District. 

It  is  a pleasure  to  stop  in  and  see  you. 

Senator  Cotton.  Thank  you. 

(The  information  follows :) 
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OBJECTIVES  OF  THE  CONCENTRATED  CARE  CENTER 
CONCEPTUAL  DIRECTIVES 

The  plan  for  the  Concentr.ited  Care  Center  was  conceived  with  the  primary  objective  of 
establishing  new  levels  of  quality  medical  care.  This  was  to  be  accomplished  in  a manner  that 
would  make  maximum  utilization  of  equipment  and  personnel,  in  order  to  attain  utmost 
efficiency  and  contain  cost.  Investigations  into  hospital  and  medical  center  planning 
demonstrated  several  areas  requiring  serious  consideration.  While  some  of  these  had  been  dealt 
with  individually  in  different  institutions,  nowhere  was  the  total  complex  dealt  with  as  a 
whole.  The  main  areas  needing  investigation  were: 

1.  Improving  patient  care  organization,  so  that  levels  of  medical  and  nursing  skill  and  care  will 
be  related  more  realistically  to  the  specific  needs  of  the  individual  patient  and  organization 
of  facilities,  services  and  staff  to  provide  effective  continuity  of  care  at  the  various  levels  of 
service  which  the  patient  requires. 

2.  Improving  the  functional  efficiency  of  existing  medical  facilities,  by  modernization  and 
expansion. 

3.  Improving  the  functional  design  of  the  structure  by  placing  special  emphasis  on  flexibility 
and  taking  advantage  of  recent  architectural  and  engineering  advances.  This  flexibility  of 
design  should  manifest  itself  in  a facility  that  is  adaptable  to  future  and  more  advanced 
scientific  and  technological  discoveries. 

4.  improving  the  operating  efficiency  of  the  medical  facility  as  an  organization,  so  that 
optimum  performance  can  be  obtained  from  the  medical  staff,  administration  and  other 
personnel. 

OBJECTIVES 

By  using  these  directives  as  a basis,  objectives  were  established  as  follows: 

The  first  objective  is  to  construct  a demonstration  facility,  containing  all  the  essential  elements 
for  the  treatment  of  the  acutely  ill,  within  a single  facility.  The  facility  will  have  a twofold 
function: 

1.  For  inpatients,  this  facility  will  serve  as  a means  of  demonstration  of  several  concepts  which 
will  improve  the  overall  quality  of  medical  care: 

a.  Separation  in  an  isolated  unit  of  the  acutely  ill  from  the  non-acutely  ill,  where  the 
facilities,  services  and  staff  are  so  organized  to  render  that  level  of  care,  which  each 
individual's  condition  requires. 

b.  Implementation  of  the  concept  that  all  post-surgical  cases  demand  intensive  care  in  acute 
and  sub-acute  units,  with  extensive  physiological  monitoring,  regardless  of  the  degree  of 
surgery  that  was  performed,  and  the  further  extension  of  this  specialized  treatment  to  the 
non-surgical  acutely  ill  patients  in  the  same  units. 

c.  Establishment  of  a pre-operative  unit  that  is  a continuous  part  of  the  operating  suite  and 
under  the  same  management, 

d.  Utilization  of  every  modern  engineering  and  architectural  technique  in  the  construction 
and  design  of  an  operative  suite,  so  as  to  eliminate  or  reduce  to  the  minimum  a possibility 
of  the  introduction  of  infective  elements, 

2.  For  outpatients  there  will  be  an  emergency  and  disaster  center,  that  will  function  as  the 
emergency  suite  for  routine  use,  or  for  large  scale  disasters. 

The  second  objective  is  a demonstration  of  hovy  existing  medical  facilities  can  be  modernized 
and  reorganized  to  support  the  aforementioned  newly  constructed  units,  while  also 
demonstrating  now  experimental  research  concepts,  which  will  increase  the  efficiency  of 
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medical  care  in  the  entire  hospital  complex.  In  this  regard,  the  function  of  the  existing  bed 
facilities  would  therefore  be  limited  to  the  care  of  the  non-acutely  ill,  as  its  conventional 
design  dictates. 

In  the  implementation  of  this  objective,  the  following  studies  will  be  undertaken: 

1.  Systemization  of  all  materiel  handling  and  implementation  with  appropriate  automation. 

2.  Electronic  applications  to  management  information  systems. 

3.  Complete  situational  control  of  the  patient  treatment  complex. 

4.  Design  flexibility  and  provisions  for  change  and/or  expansion. 

SPECIFIC  GOALS 

A specialized  inpatient  medical  management  facility  which  provides  for: 

1.  Isolation  of  intensive  and  acute  from  less  acute  medical  problems. 

2.  Flexible  management  of  resources  to  level  of  need  required  by  individual  patient. 

3.  More  efficient  (less  costly)  management  of  skills  and  resources,  especially  with  regard  to  the 
overall  cost  of  care  throughout  the  hospital. 

4.  Care  of  all  post-surgical  cases  by  intensive  level  management  for  as  long  a period  as  required. 

5.  Entry  and  retention  of  all  serious  risk  patients  regardless  of  level  of  care  required. 

6.  Economically  useful  number  of  beds  which  relate  to  the  capacity  of  the  operating  suite  in 
addition  to  medical  and  other  service  based  intensive  care  problems.  Quantification  of 
turnover  rates  should  be  accomplished  to  assist  in  program  evaluation. 

7.  Flexible  management  of  patient  loads  as  related  to  nursing  stress. 

Operating  room  suite  with  extensions  which  provides  for:  * 

1.  Next  generation  of  physical  design  for  operating  room  suite. 

2.  Maximum  control  of  infection  through  systems  planning  for  personnel  and  goods  flow  in 
addition  to  environmental  and  geographic  control. 

3.  A specialized  pre-operative  suite  for  efficient  preparation  and  delivery  of  the  patient  to  the 
operating  room. 

4.  Vastly  improved  system  of  post  operative  care  with  careful  study  of  post-anesthesia 
recovery  and  bed  unit  options. 

5.  Restricted  processing  of  surgical  instruments  and  equipment,  correlated  with  general  supply 
flow. 

6.  Patient  and  personnel  access  and  egress  systems  relating  to  the  emergency  suite,  operating 
room  suite  and  bed  units,  etc. 

Emergency,  Disaster,  Trauma,  Ambulatory  Care  which  provides  for: 

1.  Improved  access  for  both  emergency  and  disaster  conditions. 

2.  Effective  categorizing  of  patients  at  the  entry  point  as  required  by  need  for  extension  of 
life: 

a.  Disaster 

b.  Trauma 

c.  Emergency 
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cl.  Ambuiatory 

e.  Observation 

f.  Special  problems 

3.  Effective  management  of  accompanying  persons: 

a.  Family  and  friends 

b.  Police  and  press 

c.  Special  persons 

4.  Adequate  diagnostic  services  for  emergency  and  disaster  conditions. 

5.  Organizational  and  physical  plans  for  mobilization  under  disaster  conditions. 

Overall  organization  of  the  Concentrated  Care  Center  which  provides  for: 

1.  Supply,  distribution  and  processing 

a.  Central  organization  and  planning  of  hospital  service  systems  as  needed  by  the  CCC. 

b.  Integration  with  and  modification  of  existing  systems. 

c.  Mechanization  to  effective  cost-benefit  levels. 

2.  Communications 

a.  Current  and  future  systems  related  to  management  information,  physiological 
monitoring,  education  and  clinical  research. 

b.  Emphasis  on  compatibility  of  audio-visual,  video  and  data  processing  systems  on  a 
University-wide  basis. 

c.  Special  emphasis  on  situational  control  of  patient  5nd  positional  information  regarding 
resource  personnel. 

3.  Patient  Accounting 

a.  Advancement  of  admitting,  accounting,  and  locational  systems  as  emphasis  shifts  from 
care  by  service  to  level  of  care. 

b.  Continuous  review  of  charge  levels,  mode  of  payment  (third  party,  etc.)  and  related  cost 
accounting. 

4.  Patient  Management 

a.  Continuing  development  of  medical  management  methods. 

b.  Emphasis  on  services-to-patient  concept  wherever  feasible. 

c.  St'Jd'v  •''•f  iiti!i7ntion  nnd  level  of  care  review  functions,  includinn  problems  of 
declassification. 

Provision  for  critical  hospital  departments  and  other  projects  which  provides  for: 

1.  Current  or  phased  redevelopment  of  hospital  departments,  especially  diagnostic  services,  as 
allowed  by  budget. 

a.  Diagnostic  Radiology 

b.  Clinical  Laboratories 

2.  Change  of  assignment  for  vacated  areas. 

3.  Preservation  of  options  for  future  projects. 


a.  Lombardi  Cancer  Center 
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b.  Medical,  Dental  and  Nursing  School  growth 

c.  Vehicular  traffic  and  parking 

d.  Campus-wide  effects 

e.  Ambulatory  care 

f.  Teaching  space  within  the  hospital  and  CCC 

g.  Future  bed  needs 

4.  Establishment  of  management  based,  continued  planning  methods  to  provide  balanced 
development  and  priority  ranking  of  individual  departments  on  the  basis  of  need. 

GRANT  CONSIDERATIONS 

One  of  the  principal  investigators  in  this  research  project,  Cnarles  A.  hlufnagel,  M.D.,  testified 
before  the  Subcommittee  of  the  Commiittee  on  Appropriations  of  the  U.  S.  Senate  (H.R. 
5888)  on  June  4,  1963.  This  Subcommittee  was  considering  an  increase  in  funds  for  the 
Hill-Burton  Hospital  Construction  Program.  The  main  points  of  the  statement  made  by  Dr. 
Hufnagel  were: 

1.  A plea  for  increasing  the  Federal  Funds  as  appropriated  by  the  House  of  Representatives  to 
the  ten  million  dollars  authorized  for  hospital  construction,  research  programs  and 
demonstration  facilities. 

2.  Elimination  of  one-third  matching  limitation  as  written  into  the  Act  by  the  House  of 
Representatives. 

3.  Presentation  of  new  concepts  to  increase  the  quality  and  efficiency  of  medical  care  and 
management.  These  concepts  were  based  on  extensive  studies  conducted  at  the  Georgetown 
University  Medical  Center.  Also  included  in  this  presentation  was  a construction  program 
for  a special  demonstration  facility.  This  special  facility  (Disaster  Center)  would  be  designed 
for  the  simultaneous  treatment  of  large  numbers  of  acutely  ill  patients. 

The  subsequent  report  (No.  383)  from  the  Senate  Committee  of  Appropriations  contained  an 
increase  of  $300,000  over  the  budget  approved  by  the  House  of  Representatives  to  provide  the 
Federal  portion  of  planning  funds  for  the  Disaster  Unit.  Public  Law  No.  88-136  sustained  the 


On  December  31,  1963,  Georgetown  University  submitted  a research  application  to  the 
Health,  Education  and  Welfare  Department  for  an  experimental  demonstration  project 
entitled,  “Experimental  Research  Concepts  to  Increase  the  Quality  and  Efficiency  of  Medical 
Care."  This  submission  (termed  the  “Medical  Concepts  Submission”)  elaborated  on  the 
medical  concepts  of  the  project  and  specifically  requested  planning  funds.  This  submission  was 
approved  by  the  Federal  Hospital  Council  in  April,  1964,  and  resulted  in  a Government  award 
of  $230,000  for  the  purpose  of  conducting  the  necessary  research  and  planning  of  the  project 
from  April  1 , 1964  through  October  31 , 1965. 

On  June  30,  1964,  Georgetown  University  submitted  an  application  for  an  experimental  and 
demonstration  construction  and  equipment  project  grant  (termed  the  “Schematic  Design 
Submission").  The  presented*  material  was  intended  to  project  concepts  of  design  and  not 
detailed  developments  of  these  concepts.  As  explained  in  that  submission,  there  would  be 
subsequent  submissions  to  carry  forward  these  concepts  by  means  of  more  detailed  drawings 
and  a comprehensive  analysis  of  the  programs  as  well  as  a finalized  funding  program. 

Subsequently,  Georgetown  University  provided  a “Design  Development  Submission"  prepared 
under  Research  Grant  No.  HM00390-01 ,02.  It  was  comprised  of  text  material  as  well  as 
architectural  drawings.  That  submission  enlarged  upon  the  “Schematic  Design  Submission" 
and  included  the  following  elements: 

1.  Detailed  budget  including  ihe  Federal  and  University  participation. 

2.  Budget  estimate  of  construction  and  equipment  costs  summary. 
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3.  Biographical  sketches. 

4.  Notes  on  personnel  and  organization. 

5.  Introduction  and  major  objectives. 

6.  Presentation  of  individual  programs  to  include: 

a.  Background  and  significance  of  the  program 

b.  Specific  aims  and  novel  features 

c.  Method  of  procedure 

d.  Evaluation  and  research  methodology 

e.  Construction  details 

f.  Construction  and  equipment  costs 

g.  Budget,  maintenance  and  cost  estimates 

That  applic.ati.'an.  vv.as  a <;pr'rific  rr-.qiicst  fo"  assistSPCe  In: 

1.  The  funding  of  an  experimental  or  demonstration  construction  project. 

2.  The  acquisition  of  experimental  or  demonstration  equipment.  . 

3.  The  support  of  evaluation  and  research  study  of  the  program. 

On  March  11,  1965,  Georgetown  University  provided  a revised  series  of  thirteen  research 
programs  as  a portion  of  a revision  of  the  grant  application.  As  reviewed  during  February  of 
1971  in  the  course  of  current  work  this  listing  (excepting  the  program  for  hyperbaric  units) 
was  approved  as  the  research  basis  of  the  project.  The  resulting  twelve  programs  have  been 
paraphrased  as  follows: 

Program  No.  1 

By  pre-construction  operating  analysis  and  by  post-construction  review  techniques, 
demonstrate  that  for  outpatients  this  facility,  located  in  a metropolitan  area,  can  serve  as  an 
emergency  center  for  simultaneous  treatment  of  a major  number  of  persons  acutely  ill  as  the 
result  of  a mass  disaster.  Although  staffed,  equipped,  and  organized  to  handle  major  disasters 
this  unit  will  also  serve  on  a day-to-day  basis  as  a hospital  emergency  facility. 

Program  No.  2 

Demonstrate  the  value  of  separating  the  intensively  and  post-intensively  ill  from  the  acutely  ill 
in  an  isolated  unit  of  the  hospital  where  the  services,  staff  and  facilities  are  specifically 
organized  to  render  the  level  of  care  each  patient  requires. 

Program  No.  3 

Implement  and  evaluate  the  concept  that  all  post-surgical  cases  demand  intensive  care  in 
specialized  inpatient  units  with  the  capability  of  extensive  physiological  monitoring  regardless 
of  the  degree  of  surgery  performed.  Also,  evaluate  further  extension  of  this  specialized 
treatment  to  non-surgical,  acutely  ill  patients. 

Program  No.  4 

Establish  and  evaluate  a pre-operative  unit  contiguous  with  the  surgical  suite.  This  concept  will 
provide  all  patients  scheduled  for  surgery  with  pre-operative  examination  and  preparation  by 
teams  of  highly  trained  personnel  grouped  in  one  central  location  and  managed  so  as  to 
minimize  patient  traffic  between  preparation  and  surgical  phases  of  therapy. 
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Program  No.  5 

Develop  programs  and  designs  of  an  operative  suite  to  reduce  to  a minimum  the  introduction 
or  recycling  of  infectious  agents.  The  special  emphasis  of  this  program  is  on  the  evaluation, 
both  cost-effective  and  ultimate,  of  all  known  engineering  and  planning  techniques,  which 
might  be  applied  to  produce  a new  generation  of  operative  suites.  As  indicated  by 
pre-construction  investigations  and  the  availability  of  funds,  a portion  of  the  suite  may  be 
developed  to  provide  the  hospital  with  a surgical  facility  development  laboratory  so  that 
further  technologic  inputs  may  be  evaluated  over  the  course  of  time  in  the  facilities  as 

Program  No.  6 

Program,  design  and  execute  a central  supply  and  distribution  function  for  the  Concentrated 
Care  Center.  This  system  nnust  be  capable  of  modular  implementation  with  the  first  stages 
applied  to  the  Concentrated  Care  Center,  but  further  stages  embracing  the  entire  hospital 
complex.  Final  system  design  will  consider  appropriate  levels  of  container  distribution, 
mechnization,  and  delivery  mode  (batch  vs.  continuous  flow,  etc.).  Data  retrieval  and 
compatible  communication  systems  must  also  be  considered. 

Program  No.  7 

As  in  Program  No.  6,  such  systems  should  be  extended  to  return  cycles,  processing  cycles, 
trash  collection  and  disposal  of  goods,  etc. 

Program  No.  8 

As  a special  loop  within  the  above  stores  distribution  and  process  system,  food  services  should 
be  analyzed  and  developed  as  a compatible  unit  of  the  overall  system.  Special  attention  should 
be  given  to  current  and  future  developments  in  food  processing* and  services.  Specialized 
attention  must  also  be  given  incremental  implementation  of  the  food  system. 

Program  No.  9 

Program,  design,  install,  operate  and  evaluate  electronic  systems  applied  to  problems  of  an 
administrative  nature.  It  is  stipulated  that  a number  of  major  problem  areas  of  hospital 
utilization  can  undergo  major  improvement  by  virtue  of  processed  data  support  in  a number  of 
administrative  activities.  Especially  affected  is  the  amount  of  time  spent  by  Registered  Nurses 
in  reporting  and  locating  functions  and  in  the  management  of  staff,  patient  and  visitor  traffic. 
These  functions  involve  transaction  reports,  positional  and  status  information  related  to 
personnel  resources  and  the  dissemination  and  retrieval  of  information  generated  by  individual 
episodes  in  the  patient's  nursing  progress.  Related  to  traffic  are  the  systematizing  of  patient 
and  personnel  access  routes  including  consideration  of  staging  and  surge  effects. 


Program  No.  10 

Develop,  operate  and  evaluate  the  series  of  systems  related  to  the  situational  control  of  the 
patient.  The  operation  of  the  entire  treatment  complex  will  be  geared  to  a determinable 
network  with  a considerable  emphasis  upon  diagnostic  and  treatment  services  being  brought  to 
the  patient.  The  system  should  permit  the  rapid  concentration  of  highly  trained  and  effective 
diagnostic  treatment  teams  in  well  defined  areas.  It  should  also  provide  eventually  for  a central 
organizational  and  communications  mechanism,  which  will  effectively  relate  the  individual 
patient  situation,  the  appropriate  medical  response,  and  the  overall  utilization  of  medical 
center  facilities. 
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Program  No.  1 1 

Investigate,  define,  program,  select,  install,  operate  and  evaluate  systems  for  the  monitoring  of 
the  individual  patient's  vital  physiological  responses.  Tlie  broadly  recognized  value  of  intensive 
care  has  been  offset  by  the  intensity  of  personnel  support  required  for  effective  application  of 
the  technique.  It  is  considered  possible  to  provide  a high  degree  of  surveillance  with  a greatly 
reduced  professional  staff.  When  proven,  this  development  will  bring  the  advantages  of 
intensive  care  within  the  economic  means  of  a major  segment  of  patient  load.  The  monitoring 
system  envisaged  would  be  fnitially  implemented  within  the  confines  of  the  Concentrated  Care 
Center  but  may  be  extended  to  other  areas  of  the  hospital,  especially  such  individual  units  as 
the  Lombardi  Cancer  Center.  Elements  of  the  system  would  include  intensive  care  monitoring, 
coronary  intensive  care,  monitoring  in  surgery,  neuro  and  cardio-vascular  surgical  monitoring 
and  additional  currently  undesignated  areas. 

Program  No.  12 

Provide  an  unusual  extent  of  flexibility,  adaptability  and  expansibility  in  the  architectural  and 
engineering  aspects  of  the  facility. 

Between  1965  and  the  current  work  period  significant  sums  have  been  drawn  down  on  the 
committed  grant  funding  of  $6.9  million.  These  funds  were  expended  for  planning,  for  utilities 
.planning  and  construction  related  to  the  CCC  and  for  internal  grant  development. 

On  March  26,  1971  a project  review  meeting  was  held  in  the  office  of  Research  Programs  and 
Grants  of  the  National  Institutes  of  Health.  The  meeting  was  attended  by  representatives  of 
the  Federal  Government,  Georgetown  University  and  Smith,  Hinchman  and  Grylls.  Three 
issues  were  discussed: 

1.  Reactivation  of  the  Project,  current  objectives  and  time  schedules. 

2.  Validity  of  previous  concepts  for  the  current  work,  it  was  suggested  that  outdated  or 
superseded  concepts  be  dropped  or  modified  and  that  new  concepts  be  developed  if 
applicable. 

-3.  An  updated  submission  will  be  prepared  as  soon  as  the  project  is  developed  to  the 
appropriate  stage. 


63-792  3875 
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STATEMENT  OF  0.  WILLIAM:  MOODY,  ADMINISTBATOIl,  AFL-CIO 
MARITIME  TRADES  DEPARTMENT 

PUBLIC  HEALTH  SERVICE 

Senator  Cotton.  We  will  now  hear  from  Mr.  O.  William  Moody  of 
the  AFL-CIO  in  reference  to  the  U.  S.  Public  Health  Service  hospitals 
and  clinics. 

Mr.  Moody.  Thank  you  very  much,  Senator  Cotton. 

If  I may,  Tvith  your  permission,  I would  like  to  have  sit  with  me 
Mr.  Eobert  Vahey,  who  has  participated  throughout  the  last  months 
on  research  of  the  problems  of  the  Public  Health  Service  hospitals. 

My  name  is  O.  William  Moody.  I am  here  today  representing  the 
7.5  million  members  of  the  Maritime  Trades  Department  of  the  AFL- 
CIO,  and  also  the  Seafarers  International  Union  of  North  America, 
which  represents  merchant  seamen,  fishermen,  and  inland  boatmen 
served  by  the  U.  S.  Public  Health  Service  hospitals  and  clinics. 

The  Maritime  Trades  Department  and  the  Seafarers  International 
Union  are  pleased  to  have  this  opportunity  to  appear  before  your  com- 
mittee to  express  our  grave  concern  over  the  administration-proposed 
budget  for  the  Public  Health  Service. 

This  proposed  budget  is  based  on  shifting  all  health  care  functions 
and  services  now  handled  by  the  Public  Health  Service  hospitals  and 
staff  to  a contract  basis. 

Care  would  thus  be  obtained  from  private  hospitals  in  communities 
where  seafarers  and  other  primary  beneficiaries  of  the  PHS  system 
work  and  live. 

However,  we  feel  that  more  is  at  stake  in  this  issue  than  merely  the 
method  by  which  health  care  for  seamen  is  administered. 

For  the  real  issue  involved  here,  and  the  great  loss  that  would  re- 
sult should  we  go  forward  with  this  proposed  budget,  is  in  the  PHS 
staff  and  hospital  facilities  that  would  be  lost,  and  which,  in  this  age 
of  too  little  available  medical  care,  are  irreplaceable. 

Thus,  we  have  come  before  you  today  to  ask  two  things : 

First,  we  strongly  urge  that  funds  for  the  U.S.  Public  Health  Serv- 
ice in  the  1972  budget  be  increased  so  that  the  Public  Health  Service 
will  be  able  to  operate  at  full  effectiveness  in  fiscal  1972. 

To  accomplish  this,  an  increase  of  only  $30  million  is  required.  This 
would  mean  a total  of  $101  million,  an  increase  of  $10  million  over  the 
1971  fiscal  year  budget. 

This  increase  is  based  solely  on  the  inflation  in  hospital  costs  since 
the  1971  budget  was  proposed. 

And,  secondly,  we  would  ask  you  to  recognize  the  great  potential 
in  the  Public  Health  Services  for  new  and  innovative  types  of  medical 
services  by  appropriating  funds  for  the  renovation  and  modernization 
of  the  eight  PHS  hospitals. 

Let  me  more  fully  explain  these  two  vital  points. 

The  Public  Health  Service  Hospitals  have  existed  since  1798  as 
medical  facilities  for  seamen  at  first,  and  later  for  a wide  range  of 
other  governmental  groups,  including  the  Coast  Guard,  Public  Health 
Servic-e  Officers  and  injured  Government  workers. 

Today,  the  U.S.  Public  Health  Service  maintains  eight  hospitals, 
26  clinics,  has  a permanent  staff  of  over  6,200,  and  each  year  runs  over 
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100  health  manpower  training  programs  that  provide  vitally  needed 
medical  personnel  throughout  the  country. 

In  spite  of  this  superb  record  of  service,  the  Public  Service  has  been 
marked  for  destruction,  as  the  figures  in  this  budget  so  graphically 
illustrate. 

The  proposed  1972  budget  will  shut  down  the  eight  USPHS  hospi- 
tals and  all  26  clinics.  Even  though  these  hospitals  may  be  given  to  com- 
munity groups,  there  is  no  guarantee  that  the  communities  want  or  can 
afford  to  operate  these  facilities. 

The  proposed  1972  budget  will  decimate  the  U.S.  Public  Health 
Service  Officer  Corps — reducing  it  from  6,200  to  970. 

The  1972  budget  will  mean  the  termination  of  more  than  100  training 
programs  that  each  year  turn  out  thousands  of  new  medical  personnel. 

This  will  be  the  cost  in  terms  of  human  values  of  converting  to  a 
program  where  all  medical  care  for  Public  Health  beneficiaries  is  pro- 
vided by  private  contracted  hospitals.  And  what  will  such  a program 
achieve  ? 

It  will  mean  that  where  it  now  costs  $70  a day  to  treat  a seaman  in  a 
USPHS  hospital  it  will  cost  $100  or  more  under  a contract  system. 

This  difference  is  even  greater  when  it  is  considered  that  the  $70 
figure  for  the  Public  Health  Service  includes  all  doctor  costs,  while  the 
$100  a day  private  hospital  cost  pays  only  for  the  basic  hospital  serv- 
ices. 

I would  like  to  call  your  attention  to  the  statement  filed  yesterday 
by  Senator  Ellender,  who  pointed  out  the  average  cost  per  day  is  only 
$58.44. 

We  took  our  research  costs  to  draw  this  comparison. 

It  will  mean  that  where  before  $90  million  was  considered  sufficient 
to  pay  for  the  entire  U.S.  Public  Health  Service,  its  26  clinics,  eight 
hospitals,  and  all  the  medical  care  needed  by  USPHS  beneficiaries,  we 
must  now  pay  at  least  $71  million  for  medical  care  alone,  without  any 
of  the  ancillary  benefits  that  the  U.S.  Public  Health  Service  provides. 

That  is  the  true  dilemma  we  face  here  today.  Is  this  economy,  to 
sacrifice  these  hospitals,  these  fine  doctors,  these  tremendous  training 
programs,  for  a paper  savings  of  $30  million  ? 

We  submit  that  this  is  a purely  paper  savings  because  it  is  clear 
that  Federal  Government  loans  to  these  hospitals,  should  the  com- 
munities take  them  over,  will  far  outstrip  the  $30  million. 

These  loans,  in  the  form  of  Hill-Burton  construdtion  and  general 
aid  funds,  have  been  promised  to  the  communities  where  PHS  hos- 
pitals are  located  as  an  incentive  to  take  over  the  hospitals. 

Thus  the  proposed  savings  in  this  budget  are  illusory  at  best,  as 
they  represent  a shift  of  funds  that  will  cut  the  budget  in  one  area, 
but  increase  its  commitments  in  another. 

It  is  clear  to  us  that  this  figure- juggling  in  the  proposed  1972  budget 
will  result  in  nothing  except  that  the  Nation  will  be  left  without  the 
services  of  the  world’s  finest  public  hospitals  and  their  dedicated 
staffs,  and  that  Public  Health  beneficiaries  will  be  left  to  the  vagaries 
of  an  ill-defined  and  highly-expensive  private  contract  system. 

In  this  sentiment  we  were  joined  2 weeks  ago  by  the  Senate  of  the 
United  States,  when  in  Concurrent  Resolution  6,  the  Senate  also  con- 
cluded that  to  try  to  save  $30  million  by  giving  away  the  eight  PHS 
hospitals  was  no  bargain  at  all. 
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In  the  resolution,  the  Senate  endorsed  the  continued  operation  of 
the  complete  Public  Health  System  at  least  through  1972,  and  in 
addition  the  Senate  endorsed  our  second  proposal  of  seeking  moderni- 
zation and  improvement  of  the  hospitals. 

This  committee,  by  reinstating  the  $30  million  needed  to  operate 
the  hospitals  at  full  effectiveness  in  fiscal  year  1972,  will  insure  that 
these  fine  hospitals  and  their  dedicated  staffs  will  be  able  to  continue 
to  serve  the  medical  needs  of  Public  Health  Service  beneficiaries  and 
of  all  Americans. 

We  should  like  to  add  at  this  point  that  it  is  the  position  of  the 
Maritime  Trades  Department  and  the  Seafarers  International  Union 
that  the  PHS  hospitals  could  be  more  fully  utilized  through  a pro- 
gram of  increased  care  and  training  for  the  citizens  of  the  communi- 
ties where  hospitals  are  located. 

We  feel  that  it  is  far  better  to  expand  the  role  of  an  existing  hos- 
pital than  to  try  to  shift  its  ownership  and  operating  structure,  as  the 
contract  plans  propose. 

Before  I move  on  to  my  second  point,  let  me  say  a word  about  the 
contract  care  system  proposed  as  the  alternative  to  the  Public  Health 
System. 

As  I have  said,  the  AFL-CIO  Maritime  Trades  Department  and 
the  Seafarers  International  Union  represent  the  seamen  beneficiaries  of 
the  PHS. 

These  men  have  by  law  been  guaranteed  the  right'  to  priority  care 
at  Public  Health  Hospitals  because  of  the  special  health  needs  that 
are  a part  of  their  occupation. 

In  any  contract  care  system,  this  concept  of  priority  care  for  sea- 
men would  be  one  of  our  main  points  of  concern,  as  the  chances  are 
slim  that  any  private  hospital  plan  or  contract  care  system  can  be 
devised  that  will  adequately  provide  priority  care  for  seamen. 

By  moving  a seaman  ahead  of  a local  citizen  waiting  for  medical 
care,  the  concept  of  priority  treatment  creates  difficulties  for  any  con- 
tract program,  as  it  is  the  citizens  who  pay  the  tax  funds  to  support 
the  hospitals,  should  they  be  turned  over  to  the  communities. 

As  a result,  When  a seaman  who,  by  the  very  nature  of  his  call- 
ing, is  often  not  a memiber  of  the  community,  is  given  care  first,  the 
local  citizens  would  be  imderstandably  angered. 

As  committees  in  the  House  and  Senate  have  both  recently  affirmed 
the  continued  necessity  of  this  concept,  we  feel  strongly  that  the 
contract  care  systems  now  being  investigated  mider  the  provisions 
of  the  1972  budget  will  not  be  adequate  to  the  needs  of  the  seamen 
beneficiaries  of  the  USPHS  in  that  they  will  be  unable  to  meet  their 
needs  for  readily  accessible  and  immediate  care. 

Finally,  let  me  discuss  my  second  point,  that  of  the  promise  of  the 
U.S.  Public  Health  Service,  should  funds  be  appropriated  for  reno- 
vation and  modernization. 

Most  of  the  buildings  of  the  USPHS  have  been  neglected  for  years 
by  succeeding  administrations  and  have  been  given  little  money  for 
improvements  and  renovations.  F rom  the  outside  these  hospitals  often 
belie  the  fact  that  inside  these  buildings  are  among  the  most  out- 
standing doctors  and  health  facilities  in  the  world. 

With  funds  for  modernization,  we  feel  that  these  hospitals  would 
be  of  greater  service  not  only  to  PHS  beneficiaries,  but  to  all  Ameri- 
cans. 
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With  modernization,  these  hospitals  could  lower  their  daily  pa- 
tient costs,  or  at  least  hold  them  at  the  present  $70  level  for  some 
years  to  come. 

With  modernization,  these  hospitals  could  serve  as  models  to  the 
Nation’s  private  hospitals  for  the  ideal  community  hospital  of  the 
future. 

And  with  modernization,  the  Public  Health  hospitals  could  expand 
their  already  phenomenally  productive  training  and  community  serv- 
ice programs,  so  that  public  medicine  could  once  again  exemplify  to 
private  medicine  all  the  best  in  service  to  mankind. 

In  this  regard  the  USPHS  hospitals  could  perform  a valuable  func- 
tion as  a proving  ground  for  new  hospital  and  medical  equipment,  to 
serve  as  a guide  to  the  medical  industry  of  the  best  and  most  func- 
tional equipment  available  and  to  provide  guidelines  for  computeriza- 
tion of  medical  knowledge  and  for  development  of  new  methods  of  re- 
ducing the  cost  of  delivery  of  hospital  services.  Thus,  private  hospitals 
would  be  saved  many  of  the  pitfalls  of  searching  through  the  equip- 
ment market  for  suitable  machinery  for  their  hospitals. 

This  great  promise  can  be  realized  by  the  establishment  of  a planned 
modernization  program  for  the  Public  Health  Service. 

Its  cost  would  range  from  $125  to  $175  million  and  would  be  a true 
and  lasting  investment  in  the  future. 

Such  a plan,  spread  over  5 years,  would  accomplish  much  at  a rela- 
tively small  cost  and  would  reap  returns  not  possible  through  other 
programs. 

We  believe  the  U.S.  Government  has  a place  in  medicine  and  that 
the  U.S.  Public  Health  Service  hospital  system  fills  a need  in  an 
area  where  no  other  agency,  public  or  private,  would  suffice. 

By  the  approval  of  this  program,  this  committee  will  have  rededi- 
cated the  U.S.  Government  to  the  pursuit  of  quality  medicine  for  the 
seventies  and  beyond. 

Thus,  it  is  that  we  so  urgently  request  this  committee  not  to  approve 
the  budget  of  the  Public  Health  Service  now  before  you. 

We  ask  instead  that  you  add  an  additional  $30  million  to  the  budget, 
in  order  to  provide  for  the  complete  functioning  of  the  U.S.  Public 
Health  Service  in  fiscal  year  1972. 

At  the  same  time,  we  urgently  request  that  this  committee  appro- 
priate funds  to  begin  the  modernization  and  updating  of  the  eight 
U.S.  Public  Health  hospitals. 

By  providing  these  funds,  this  committee  will  insure  that  the  vital 
work  of  the  U.S.  Public  Health  Service  will  be  continued,  and  that 
these  hospitals  will  be  able  to  continue  to  serve  the  seamen,  the  fisher- 
men, inland  boatmen,  U.S.  Coastguardsmen  and  their  dependents  and 
certain  other  Federal  employees  who  are  the  primary  beneficiaries  of 
the  hospitals  while  at  the  same  time  they  help  to  maintain  the  health 
of  millions  of  Americans  through  a varied  program  of  medicine,  train- 
ing, and  technical  advice  to  hospitals  throughout  the  Nation. 

Senator  Cotton.  I interpret  your  remarks  to  mean  that  if  the  Gov- 
ernment saw  fit  to  continue  these  hospitals,  that  would  probably  mean 
before  too  long  in  making  a decision  to  improve  them  and  getting  them 
in  shape,  that  your  organization  is  perfectly  willing  insofar  as  you  can 
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do  so,  without  turning  away  seamen,  to  share  the  facilities  of  those 
hospitals  with  the  general  public? 

Mr.  Moody.  That  is  correct. 

Senator  Cotton.  And  it  would  seem  to  this  member  of  this  com- 
mittee, that  with  the  problems  we  are  going  to  have,  that  every  vet- 
erans’ hospital  and  every  public  health  hospital,  every  hospital  facility 
in  this  country  is  going  to  be  strained  to  its  utmost  before  we  get 
through.  I shudder  to  think  of  the  condition  of  some  of  our  men  when 
they  get  back  from  Vietnam,  and  some  of  the  situations  we  are  going 
to  confront  with  young  people  right  here  from  drug  problems  and 
various  other  problems.  I agree  with  the  chairman  of  the  conunittee 
that  this  is  a poor  time  to  let  go  of  any  facilities  that  can  be  used  to 
deal  with  some  of  these  wounds,  do  you  agree  with  that  ? 

Mr.  Moody.  That  is  our  position  exactly.  Senator  Cotton. 

When  it  first  became  apparent  to  us  back  in  December  that  DHEW 
was  set  on  a course  to  close  the  remaining  eight  hospitals,  and  in  1946 
we  had  26  hospitals,  and  any  suggestion  that  there  is  any  degree  of 
politics  involved  in  this  thing  is  entirely  false,  because  this  business 
of  phasing  out  hospitals  has  been  going  on  since  1964  under  the  ad- 
ministration of  both  parties,  and  our  concern  over  these  years,  and  our 
close  attention  to  it,  has  led  us  to  believe  that  we  are  really  confronted 
with  a hostile  bureaucracy  within  HEW,  and  within  the  old  Bureau  of 
the  Budget,  and  now  the  Office  of  Management  and  Budget  that  wants 
to  see  these  hospitals  closed  out,  and  when  this  latest  move  became 
apparent  to  us,  the  suggestion  was  made  that  the  Veterans’  Adminis- 
tration hospitals  could  take  up  this  slack,  but  you  could  rest  assured, 
the  VA  hospitals  do  not  want  our  patients,  they  have  not  got  any  room 
for  them. 

They  cannot  take  care  of  their  own,  so  we  are  quite  in  accord  with 
the  views  you  have  just  mentioned. 

Mr.  Chairman,  I would  like  to  point  out  that  the  seaman  himself 
is  entirely  dependent  and  has  been  since  1798  upon  the  U.S.  Public 
Health  Service  hospitals  for  his  own  medical  care. 

With  the  advent  of  the  Seaman’s  Union  in  modern  times,  they  have 
negotiated  with  the  employer  employer-supported  benefits  for  health 
and  welfare  plans  which  provide  medical  services  and  care  for  the 
seaman’s  wife,  children,  and  dependent  parents,  because  they  are  not 
eligible  for  public  health  service  hospital  care. 

Now,  this  has  been  testified  to  before  other  committees  of  the  House 
and  the  Senate,  but  I think  in  the  same  vein,  that  if  we  close  these  hos- 
pitals, and  leave  the  seaman  to  the  mercy  of  contract  medical  care,  we 
think  we  have  been  able  to  document  where  this  has  already  happened, 
for  example.  Great  Lakes,  where  there  is  no  longer  any  Public  Health 
Service  hospital,  that  the  contract  medical  care  just  does  not  supply 
the  needs  of  the  seaman,  and  he  might  be  faced  at  some  point  with 
having  to  go  to  his  employer  for  supplementary  help  to  take  care  of 
him,  which  would  put  further  burdens  on  what  you  know.  Senator, 
from  your  position  on  the  Senate  Commerce  Committee,  is  in  pretty 
sad  shape  already. 

Senator  Cocton.  Thank  you  very  much.  We  appreciate  your  testi- 
mony. You  will  get  some  consideration  from  us,  I am  quite  sure. 
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Mr.  Moody.  We  certainly  appreciate  the  time  you  have  given  us, 
Senator,  and  we  have  taken  a great  deal  of  comfort  over  the  years  in 
the  fact  you  and  your  colleagues  on  this  committee,  as  well  as  the  Com- 
merce Committee  have  recognized  these  problems  and  have  been  sym- 
pathetic with  us. 

We  have  never  felt  our  problems  were  legislative  problems.  Our 
problems  over  these  last  25  years  have  really  been  on  the  administra- 
tive side.  Any  help  you  can  give  us  with  that,  why,  we  will  certainly 
apppreciate. 

Senator  Cotton.  Well,  Senator  Magnuson,  chairman  of  this  sub- 
committee, as  well  as  chairman  of  the  full  Commerce  Committee,  has 
been  in  the  forefront  of  this  always,  so  I know  you  will  have  his 
sympathy. 

He  has  a Public  Health  Service  hospital  in  Seattle,  one  of  the  eight 
so  that  is  certainly  helpful. 

That  is  your  ace  in  the  hole. 

Mr.  Moody.  I would  like  to  maybe  have  a pair  of  aces  back  to  back, 
by  pointing  out  that  New  Orleans  and  Seattle,  in  New  Orleans  we 
have  Senator  Long,  and  then  we  also  have  Senator  Ellender,  and  they 
are  both  deeply  concerned  with  this  matter. 

These  two  hospitals  are  very  important  parts  of  the  university  medi- 
cal training  programs  in  those  communities.  It  has  been  testified  by  the 
dean  of  the  University  of  Washington  Medical  School,  if  something 
is  not  done  for  the  Seattle  hospital  in  the  next  5 years,  it  will  have  to 
close  anyway,  and  then  the  university  will  be  faced  with  having  to  go 
somewhere  to  find  the  money  to  build  the  hospital. 

Senator  Cotton.  What  is  the  capacity  of  that  hospital  there? 

Mr.  Moody.  It  is  about  300  or  350  beds,  as  well  as  I remember. 

Senator  Cotton.  Have  you  got  a general  estimate,  or  can  you  supply 
one  of  the  capacity  of  all  of  the  eight  hospitals  ? 

Mr.  Moody.  Yes,  sir. 

Would  you  like  us  to  submit  this  list  that  we  have  ? 

Senator  Cotton.  Yes,  please  do. 

(The  table  follows :) 

OCCUPANCY  RATE,  COST  PER  DAY,  ADMISSIONS,  BED  CAPACITY,  NUMBER  OF  INDIVIDUALS  TREATED,  AND 
NUMBER,  OF  OUTPATIENT  VISITS,  U.S.  PHS  HOSPITALS,  FISCAL  YEAR  1970 


Outpatient  care 

Percent 

occupancy  Average*  Operating  Number  of  Number  of 

of  operating  cost  per  Inpatient  bed  individuals  outpatient 

beds  patient  day  admissions  capacity  treated  visits 


All  hospitals,  total 69.9  $56.11  37,034  2,839  206,670  812,216 


General  hospitals,  total 69.3  58.50  36,894  2,482  205,721  810,178 


Baltimore... 72.3  79.52  4,092  238  24,588  94,609 

Boston 66.3  57.30  2,377  190  16,998  58,362 

Galveston 78.1  52.44  2,804  160  9,317  45,277 

New  Orleans 76.2  45.33  6,172  403  37,630  145,447 

Norfolk 67.6  58.34  3,306  210  13,312  92,983 

San  Francisco 68.3  57.14  5,224  366  42,049  118,574 

Seattle 64.5  70.01  5,110  279  36,775  110,120 

Staten  Island 66.0  57.96  7,809  636  25,052  142,806 


Carville  (leprosarium) 73.4  40.35  140  357  949  2,038 


* Contains  cost  not  normally  included  in  private  community  hospital  per  diem  costs  such  as  clinical  and  laboratory 
services  and  physicians  and  dentists  salaries. 


2433 


Senator  Cotton.  We  thank  you  very  much  for  your  testimony. 

Mr.  Moody.  Thank  you,  Senator. 

SUBCOMMITTEE  RECESS 

Senator  Cotton.  The  subcommittee  stands  in  recess  until  tomorrow 
morning  at  10  a.m. 

(Whereupon,  at  4:10  p.m.,  Wednesday,  July  14,  the  subcommittee 
was  recessed,  to  reconvene  at  10  a.m.,  Thursday,  July  15.) 
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DEPARTMENTS  OF  LABOR  AND  HEALTH,  EDUCATION, 
AND  WELFARE  AND  RELATED  AGENCIES  APPROPRI- 
ATIONS FOR  FISCAL  YEAR  1972 


THURSDAY,  JUDY  15,  1972 

U.S.  Senate, 

Subcommittee  of  the  Committee  on  Appropriations, 

W ashing  ton  ^ D.C. 

The  subcommittee  met  at  10  a.m.,  in  room  1223,  New  Senate  Office 
Building,  Senator  Ernest  J.  Hollings  presiding. 

Present : Senators  Magnuson,  Hollings,  Cotton,  and  Percy. 

DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
Nondepartmental  Witnesses 

SUBCOMMITTEE  PROCEDURE 

Senator  Hollings.  The  subcommittee  will  please  come  to  order. 

We  will  resume  today  receiving  testimony  from  public  witnesses  on 
the  Labor,  HEW,  and  related  agencies  appropriations  for  fiscal  year 
1972. 

Senator  Magnuson,  our  distinguished  chairman,  is  still  in  session 
upstairs,  in  executive  session,  as  chairman  of  the  Committee  on  Com- 
merce. He  will  be  down  momentarily. 

We  have  an  unusually  large  number  of  witnesses  on  this  appropria- 
tion bill  this  year,  which  has  made  it  necessary  for  the  Chair  to  re- 
quest those  testifying  to  keep  their  remarks  very  brief.  We  are,  of 
course,  interested  in  having  the  views  and  comments  of  all  who  ex- 
pressed a desire  to  appear  before  the  subcommittee.  Therefore,  the 
Chair  suggests  that  the  witnesses  try  to  limit  their  testimonv  to  15 
minutes. 

Our  first  witness  scheduled  for  this  morning  Senator  Hartke,  from 
Indiana,  has  been  delayed.  So  we  will  commence  with  Mr.  Arthur 
Simmons  of  the  Seattle  Central  Area  Industries  in  Washington.  Mr. 
Simmons  is  not  present  ? [No  response.] 

Alright,  Mr.  Jerome  Kaplan,  president  of  the  Gerontology 
Association  ? [No  response.] 
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STATEMENT  OF  DR.  JOHN  KENNEY,  CHAIRMAN  OF  THE  COMMIT- 
TEE ON  LEGISLATION  OF  THE  BOARD  OF  TRUSTEES,  NA- 
TIONAL MEDICAL  ASSOCIATION 

ACCOMPANIED  BY: 

DR.  ANDREW  THOMAS,  SECRETARY  TO  THE  HOUSE  OF  DELE- 
GATES, NATIONAL  MEDICAL  ASSOCIATION 

LOY  KIRKPATRICK,  COUNSEL  TO  THE  NATIONAL  MEDICAL 
ASSOCIATION 

DR.  GEORGE  TOLBERT,  DIRECTOR  OF  THE  OFFICE  OF  DEVEL- 
OPMENT, HOWARD  UNIVERSITY 

VERNON  C.  SMITH,  ADMINISTRATIVE  ADVISER  TO  THE  PRESI- 
DENT OF  THE  STUDENT  NATIONAL  MEDICAL  ASSOCIATION 

INCREASING  NUMBER  OF  BLACKS  ENTERING  MEDICAL  PROFESSION 

Dr.  John  Kenney,  National  Medical  Association  of  Washington, 
D.C.,  Dr.  Kenney  ? 

We  welcome  you,  Mr.  Kenney.  We  are  trying,  with  a long  list  of 
witnesses,  to  limit  each  witness.  We  are  not  trying  to  cutoff  anybody, 
we  want  to  hear  you.  If  you  want  to  file  your  statement  for  the  record 
we  will  be  glad  to  have  you  highlight  the  statement. 

Dr.  Kenney.  Mr.  Chairman,  we  are  grateful  to  you  and  the  members 
of  your  committee  for  your  courtesy  in  receiving  our  statement  today. 

I am  Dr.  John  Kenney,  chairman  of  the  committee  on  legislation  of 
the  board  of  trustees.  National  Medical  Association. 

Mr.  Chairman,  as  you  may  know,  this  is  an  organization  which 
represents  the  predominantly  black  doctors  in  the  country  but  we  do 
have  white  members  as  well. 

Senator  Hollings.  I^et  me  ask  you  as  a matter  of  interest,  you  say 
an  association  of  black  doctors.  Is  that  an  association  growing  or 
diminishing  in  membership  ? 

Dr.  Kenney.  I would  say  we  are  growing. 

Senator  Hollings.  You  are  not  getting  integrated  into  the  regular 
association  ? 

Mr.  Kenney.  We  are. 

Senator  Rollings.  I ask  that  advisedly,  because  I remember  in  my 
hometown  you  could  not  even  list  the  medical  association,  in  Charles- 
ton, S.C.  They  did  not  want  to  have  their  names  listed  with  a Negro 
doctor,  some  20  years  ago,  in  the  yellow  pages.  Therefore,  in  the  yellow 
pages  you  could  not  find  a doctor.  I guess  that  is  one  of  the  reasons 
you  folks  got  organized.  Now  that  everybody  is  getting  along  and 
things  have  changed,  you  don’t  think  the  organization  should  merge 
with  the  rest  of  them  ? 

Mr.  Kenney.  We  are  attempting  that.  Evolution  has  proceeded. 
Today  there  are  a lot  of  things  better.  The  American  Medical  Associa- 
tion chapters  in  the  South,  and  you  know  you  have  to  belong  to  the 
local  chapter  before  you  can  belong  to  the  overall  American  Medical 
Association,  would  not  accept  black  doctors.  Today  there  is  no  State  in 
which  that  is  true.  The  last  one,  Louisiana,  removed  the  barrier  some 
time  ago. 

Many  members  of  the  National  Medical  Association  are  also  mem- 
bers of  the  American  Medical  Association.  Still  there  are  special  areas 
of  interest  which  concern  predominantly  the  black  group  which  makes 


2437 


us  still  exist.  For  example,  the  reason  we  are  appearing  before  your 
committee  today,  sir,  is  for  that  reason. 

Senator  Hollings.  Good. 

INTRODUCTION  OF  ASSOCIATES 

Dr.  Kenney.  I have  with  me  Dr.  Andrew  Thomas  of  Chicago, 
who  is  secretary  to  the  house  of  delegates  of  the  National  Medical 
Association,  Mr.  Loy  Kirkpatrick,  counsel  to  the  National  Medical 
Association ; Dr.  George  Tolbert,  director  of  the  office  of  development, 
Howard  University,  and  Mr.  Vernon  C.  Smith,  administrative  adviser 
to  the  president  of  the  Student  National  Medical  Association. 

We  are  grateful  for  this  opportunity  to  comment  on  some  of  the 
elements  of  the  Labor-HEW  appropriation  bill  for  fiscal  year  1972  and 
their  critical  importance  for  increasing  the  number  of  blacks  entering 
the  health  professions  generally  and  medicine  in  particular. 

DESCRIPTION  OF  NATIONAL  MEDICAL  ASSOCIATION 

Mr.  Loy  Kirkpatrick,  counsel  for  the  association,  is  particularly 
familiar  with  the  problems  and  the  recent  legislation  which  has  just 
been  passed. 

First,  for  the  subcommittee’s  information,  I should  like  briefly  to 
describe  the  National  Medical  Association  which  we  represent.  The 
National  Medical  Association  was  founded  in  Atlanta,  Ga.,  in  1897, 
and  had  as  its  purpose  to  provide  black  physicians  an  opportunity  for 
professional  association  which  was  denied  them  by  the  conventions 
then  in  force. 

While  such  strictures  are  now  fortunately  a historic  fact,  we  have 
still  found  a dire  need,  as  you  indicated,  Mr.  Chairman,  for  an  orga- 
nization representing  the  minority  physician  and  physicians  in  train- 
ing, however,  our  organization’s  membership  is  open  to  any  ethical 
physician  irrespective  of  race,  creed,  or  color.  And  many  white  physi- 
cians have  seen  fit  to  join  the  National  Medical  Association. 

Senator  Hollings.  What  portion  is  white  ? 

Dr.  Kenney.  I would  imagine  5 or  10  percent,  a small  number.  We 
are  predominantly  black.  But  a small  number  of  sympathizers.  Even 
deans  of  some  medical  schools  have  seen  fit  to  join  with  us. 

We  wish  in  the  first  instance  to  direct  ourselves  to  the  $47.7  million 
which  the  Department  of  HEW  has  requested  to  fund  loans  and 
scholarship  programs  for  health  professions  students  in  fiscal  year 
1972.  We  would  hope  to  be  given  the  opportunity  to  address  ourselves 
to  the  appropriations  implications  of  the  principal  bills  now  before 
the  Congress  to  extend  the  health  professions  legislation  beyond  its 
expiration  date  on  June  30, 1971,  especially  as  such  appropriation  im- 
plications would  affect  the  primary  goal  of  the  National  Medical  Asso- 
ciation to  significantly  increase  the  number  of  blacks  entering  the 
health  professions. 

At  this  point  I wonder  if  I may  ask  Dr.  Andrew  Thomas  to  continue 
with  the  testimony  on  page  3.  Dr.  Thomas,  if  you  would. 

I might  say  Dr.  Thomas  is  particularly  concerned  with  this  because 
he  is  the  head  of  what  is  known  as  Project  75  which  aims  by  1975  to 
increase  the  black  physician  population  a sizable  amount.  Dr.  Thomas, 
why  don’t  you  take  on  at  this  point. 
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Senator  CoTTroN.  You  didn’t  mention  the  residence  of  your  various 
colleagues.  I am  always  interested  in  knowing  where  people  come 
from. 

Dr.  Kenney.  Yes;  Andrew  Thomas  is  from  Chicago.  He  is  also 
secretary  of  the  house  of  delegates  of  the  National  Medical  Associa- 
tion. Dr.  Vernon  Smith  is  from  Washington,  D.C. — from  Atlanta, 
Ga.,  originally,  but  he  has  just  finished  medical  school.  George  Tolbert  ? 

Dr.  Tolbert.  Originally  from  Chicago  but  I live  in  Virginia. 

Dr.  Kenney.  Kirkpatrick  is  from  Maryland. 

Dr.  Thomas? 

Dr.  Thomas.  In  reference  to  the  physicians  among  the  black  and 
minorities  they  have  less  than  3 percent.  In  that  connection.  Project 
75  was  created  to  try  to  redress  that  problem  in  terms  of  catching 
up  to  the  numbers  needed.  We  have  had  a strong  measure  of  success 
in  getting  more  college  students  among  the  minority  population  coast 
to  coast  interested  in  medical  careers.  We  found,  out  of  our  2,500-odd 
registrants  for  the  project  in  the  past  year,  that  the  single-most  im- 
portant problem  facing  their  career  decision  as  to  whether  to  proceed 
was  the  guarantee  that  they  could  have  funds  that  would  carry  them 
not  only  through  college  but  on  into  medical  school. 

The  situation  is  that  some  80  percent  of  all  of  the  minority  students 
in  medical  school  and/or  college  are  from  families  with  incomes  under 
$10,000  a year.  Some  65  percent  of  them  come  from  income  levels  below 
$5,000  per  year  and  a strong  22  percent  come  from  families  with  in- 
comes of  less  than  $3,000  per  year. 

We  have  some  striking  instances,  for  example,  at  the  University  of 
Kentuckv  where  a young  coal  miner’s  daucrhter,  whose  father  is  re- 
tired and  mother  unable  to  work,  has  a capability  and  has  been  admitted 
to  the  University  of  Kentucky  and  has  not  received  any  degree  of 
financial  support  on  the  basis  of  local  input.  Our  national  medical 
scholarshiDS  hope  to  be  able  to  support  the  young  land.  Even  when  we 
consider  the  private  sector  the  National  Medical  Fellowships,  Inc.,  is 
designated  as  a group  that  should  allocate  as  many  of  the  private 
resources  as  possible  for  funding  the  black  and  other  minority  stu- 
dents having  demonstrated  over  the  25 -year  period  that  it  has  been 
in  existence  that  it  is  the  maior  source  of  funding  for  such  students, 
the  last  vear  allocated  some  $1.3  million  of  the  needed  $2  million  for 
this  academic  year,  coming  some  $600,000  short  of  reaching  that  goal. 
The  Sloan  Foundation  and  several  other  foundations  and  private 
individuals  seem  to  have  made  a sizable  dent  in  terms  of  the  private 
sector  but  it  is  very  clear  that  without  the  proper  relationshin  of 
governmental  funds  to  the  overall  task  of  underwriting  the  medical 
education  nrocess,  it  will  be  indeed  hopeless  that  our  minority  students 
particularlv  will  be  able  to  pursue  a medical  education. 

We  would  only  be  able  to  hold  the  3-percent  ratio  which  is  clearly 
inadequate.  We  feel  that  the  scholarship  loan  programs  on  a broad 
basis  in  terms  of  encouraging  individual  initiative  should  of  course 
have  the  loan  mix  situation,  loans  mixed  with  grants  directly  for  those 
Avho  have  already  a burden  of  attempting  to  get  ahead  in  American 
society.  That  would  be  consistent  with  goals  projected  in  the  Sloan  A 
and  C task  force  report.  We  feel  that  in  the  existing  legislation  we 
liave  not  met  the  goals  and  in  future  legislation  we  should  think  in 
terms  of  having  programs  which  overcome  the  barriers  of  these  stu- 
dents. If  you  look  at  the  impact  of  the  pending  legislation  such  as 
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S.  1183  in  terms  of  items  I have  cited  you  Avill  find  that  it  would  tend 
to  eliminate  the  loan  program  and  replace  it  with  a revised  student 
loan  program  geared  to  help  professional  students. 

Secondly,  it  would  continue  the  existing  scholarship  program  but 
revise  the  starting  in  1972  to  allocate  scholarship  grants  to  various 
schools  of  health. 

Senator  Cotton.  May  I interrupt  you  for  a question. 

You  mentioned  guaranteed  loans.  We  have  had  testimony  in  the 
last  few  days  before  this  committee,  not  from  minority  groups,  that 
the  guaranteed  loan  program  has  not  proven  too  helpful  because  of 
the  fact  that  even  the  Gk>vernment  guaranteed  loans,  the  banks 
wouldn’t  take  them,  with  the  result  that  the  guaranteed  loans  in  many 
instances  haven’t  been  of  assistance. 

Do  you  have  some  comment  on  that  point  ? 

Dr.  Thomas.  We  support  that  position.  In  fact,  last  year,  this  past 
academic  year.  President  Nixon  arranged  with  an  official  to  have  a 
special  $1  million  guaranteed  loan  program  administered  by  the  or- 
ganization particularly  for  the  minority  students  who  have  felt  the 
pinch  even  worse,  which  apparently  was  related  to  the  degree  of  in- 
terest, and  so  on,  that  the  banks  would  get  from  the  transaction. 

We  foimd  with  the  availability  of  the  $1  million  we  are  able  to  use 
some  $600,000  and  that  those  350-odd  students  who  were  involved  had 
a combined  loan  value  already  from  other  sources  of  nearly  a quarter 
of  a million  dollars. 

So  that  the  students  who  are  in  the  best  of  straits,  particularly,  find 
that  the  guaranteed  loan  simply  overloads  them  further  and  puts  a 
heavy^  mortgage  on  them  to  the  degree  that  many  of  them  are  not 
going  into  medicine.  It  has  two  negative  effects  for  any  student. 

Senator  Cotton.  Thank  you. 

Dr.  Kennedy.  If  Mr.  Kirkpatrick  would  care  to  comment  on  that, 
too? 

Mr.  Kirkpatrick.  By  way  of  clarity,  of  course,  when  we  talk  about 
guaranteed  loans  in  the  context  of  S.  1183  to  be  a program  of  $5,000 ; 
in  other  words,  the  administration  bill  would  structure  to  amend  the 
existing  loan  program  with  respect  to  application  to  help  professional 
students,  would  give  them  a good  deal  more  money. 

Senator  Magnuson.  AYhat  is  the  bill  you  mentioned  ? 

Mr.  Kirkpatrick.  S.  1183.  That  was  the  health  manpower  bill. 

Senator  Holdings.  It  was  just  passed  yesterday. 

Mr.  Kirkpatrick.  Yes.  We  have  not  had  an  opportunity  to  con- 
sider the  effect  of  S.  1183. 

Senator  Holdings.  It  is  not  law  yet. 

Mr.  Kirkpatrick.  The  House  passed  it. 

Senator  Holdings.  Yes,  but  they  have  to  go  to  conference.  We  have 
to  mark  up  this  bill  here.  Our  bill  here  is  a race  against  time.  That  is 
why  we  rushed  this  thing  and  stayed  in  session  late  last  night.  Hope- 
fully, if  they  can  agree  in  conference  and  get  back  and  get  it  doAvn  to 
be  signed,  the  budget  might  be  able  to  send  up  some  further  items 
in  this  bill.  But  we  legally  can’t  appropriate  anything  until  it  is 
authorized. 

Mr.  KirkPxVtrick.  I understand,  sir.  Two  of  our  basic  problems,  the 
guaranteed  loan  program,  if  you  can  do  it  that  way,  it  will  be  helpful. 

Senator  Holdings.  It  was  a landmark  in  health  manpower.  It  is 
a good  bill. 
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Mr.  Kirkpatrick.  We  think  so,  too. 

Senator  Hollings.  I just  point  that  out,  that  we  are  running  against 
time,  wliether  the  conference  can  agree  quickly.  Then  the  budget  is 
going  to  have  to  send  up  either  in  this  bill  or  an  extra  amount  if  it 
wants  them  to  have  it  in  when  we  have  the  authorization.  Pait  of  the 
budget  was  in  anticipation  that  this  bill  would  pass.  But  it  does  not 
square  on  all  fours  with  the  bill.  We  will  have  to  handle  that.  That 
is  our  problem.  Go  ahead.  Excuse  me  for  interrupting. 

Dr.  Thomas.  We  are  then  very  hopeful  that  that  legislation  that 
is  passed  would  consider  that  the  handicapping  that  is  necessary 
among  all  of  our  economically  deprived  students  from  whatever  source 
would  have  the  recognition  by  Congress  that  medical  education  is 
extremely  costly  and  the  student  admission  rate  is  nowhere  near  ade- 
quate, as  I am  sure  the  Association  of  Medical  Colleges  will  tell  you 
later,  and  it  is  most  imperative  that  if  we  are  to  guarantee  the  right 
to  good  health  care  for  all  our  citizens  it  becomes  mandatory  for  the 
Congress  to  underwrite  the  task  to  help  them  achieve  that  right  to  the 
degree  that  it  can. 

Thank  you  very  much. 

Senator  Magnuson.  I could  not  be  here  to  hear  all  your  testimony 
because  we  were  engaged  upstairs  in  the  Commerce  Committee. 

On  page  4,  at  the  bottom  of  page  4,  you  say  you  are  very  fortunate 
the  OEO  is  aiding  in  talent  recruitment.  But  it  does  not  support 
minority  students  financially. 

Now  I am  glad  that  is  recognized.  There  is  a lot  of  misunderstand- 
ing about  that.  I am  glad  that  you  are  not  relying  entirely  upon  OEO. 

There  is  another  problem.  We  don’t  even  have  an  OEO  authoriza- 
tion yet.  That  will  be  held  up  for  months.  I am  pleased  that  you  are 
zeroing  in  to  do  the  job  that  should  be  done  here  on  this  business  of 
loans  and  sicholarships.  Now  they  have  cut  out  all  fellowships  com- 
pletely. 

Mr.  Kirkpatrick.  By  way  of  record  may  I emphasize  one  par- 
ticular problem  that  obtains  with  respect  to  the  health  professions 
scholarships.  It  is  with  respect  to  the  formula  under  which  the  scholar- 
ship grants  will  be  distributed.  Under  the  administration  bill,  the 
formula,  the  liberalized  formula,  which  would  in  effect  concentrate 
the  loans,  scholarships,  on  students,  would  take  effect  in  fiscal  year 
1973.  It  will  be  a year  from  now\ 

Under  the  other  bill,  the  administration  bill,  which  we  support  in 
this  instance,  it  would  make  money  available  this  fall  so  that  every 
medical  school  would  be  entitled  to  receive  enough  money  for  all  of 
the  disadvantaged  students,  low  income. 

I cannot  emphasize  how  important  that  would  be  in  terms  of  this 
fiscal  year’s  goal  of  1,000  incoming  freshmen  which  would  mean  that 
80  percent  would  be  in  need,  800  students  would  have  to  receive  that 
money.  It  is  a fine  point,  but  it  is  an  important  point  in  our  overall 
context. 

Senator  Hollings.  I have  no  further  questions. 

Senator  Cotton.  I have  no  further  questions. 

Senator  Hollings.  Thank  you  all  very  much. 

Dr.  Kenney.  Thank  you  very  much,  sir. 

(The  statement  follows :) 


2441 


rir.  Chairman:  We  are  grateful  to  you  and  the  members  of 

your  Committee  for  your  courtesy  in  receiving  our  statement 
today o 

I am  Dr.  Joan  Kenney,  Chairman  of  the  Committee  on  Legis- 
lation of  the  Board  of  Trustees,  national  Iledical  Association. 

I have  with  me  Dr.  Andrew  Thomas  of  Chicago  who  is 
Secretary  to  the  House  of  Delegates  of  the  r^ational  :'edical 
Association,  wr.  Loy  Kirkpatrick,  Counsel  to  the  I'^ational 
A.edical  Jissociation;  Dr.  George  Tolbert,  Director  of  the 
Office  of  Development,  Howard  University,  and  r''r.  Vernon  C. 
Smith  Administrative  Advisor  to  the  President  of  the  Student 
national  .ledical  Association. 

V-Je  are  grateful  for  this  opportunity  to  comment  on  some 
of  the  elements  of  the  Labor- /Appropriation  Bill  for  fiscal 


2442 


year  1972  and  their  critical  importance  for  increasing  the 
number  of  Blacks  entering  the  hg^affTT^rof  ess  ions  generally 
and  medicine  in  particular. 

First,  for  the  subcommittee’s  information,  I should  like 
briefly  to  describe  the  National  Medical  Association  which 
we  represent.  The  National  ^ledical  Association  vras  founded 
in  Atlanta,  Georgia  in  1897,  and  had  as  its  purpose  to  provide 
Black  physicians  an  opportunity  for  professional  association 


which  was  denied  them  by  the  conventions  then  in  force. 


While  such  strictures  are  now  fortunately  a his,toric  ^ ^ 


fact,  v;e  have  still  found  a dire  need -for  an  organization 

^ 


y 


representing  the  minority  physician  and  physicians  in  training, 
however,  our  organization’s  membership  is  open  to  any  ethical 
physician  irrespective  of  race,  creed  or  color.  Q 

We  wish  in  the  first  instance  to  direct  oursel^s  to  the 
$47.7  million  which  the  Department  of  HEW  has  requested  to 
fund  loans  and  scholarship  programs  for  health  professions 
students  in  Fiscal  Year  1972.  We  would  hope  to  be  given  the 
opportunity  to  address  ourselves  to  the  appropriations  impli- 
cations of  the  principal  bills  now  before  the  Congress  to  extend 
the  health  professions  legislation  beyond  its  expiration  date 
on  June  30,  1971  especially  as  such  appropriation  implications 
would  affect  the  primary  goal  of  the  National  Medical  Associa- 
tion to  significantly  increase  the  number  of  Blacks  entering 
the  health  professions. 
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There  is  about  one  white  physician  for  every  seven 
hundred  fifty  white  Americans,  but  only  one  Black  physician 
for  every  thirty  five  hundred  Black  Americans.  One  of  the 
most  important  statistical  data  vre  can  give  is  that  there 
are  only  approxiiaately  6,500  black  physicians  in  the  United 
States.  Only  6,500  out  of  some  300,000  physicians  in  the  country 
are  Black. 

If  we  put  it  on  a percentage  basis  and  include  other 
minorities,  less  than  three  percent  of  all  physicians  are  in 
the  minority  groups  which  v/ould  include  Indians,  Puerto  Ricans, 
Mexican  0\mericans  and  Blacks,  as  the  only  four  groups  in  the 
country  with  proportionate  under  representation  in  the 
physician  manpower  pool.  Such  a vast  under  representation 
prompted,  in  A.pril  of  1970,  an  interassociation  task  force, 
composed  of  representatives  of  the  National  "Tedical  Association, 
i'jnerican  Medical  Association,  American  Hospital  Association, 
and  the  Association  of  American  liedical  Colleges  to  urge 
medical  schools  to  increase  by  graduated  steps  the  number  of 
minorities,  including  Blacks,  enrolled  in  medical  school  to 
11.9%  by  academic  year  1975-76.  (The  Interassociation  Committee 
was  concerned  with  all  groups  currently  under  represented  in 
the  medical  profession.  Such  under  represented  groups  include 
Blacks,  llexican-'Americans,  American  Indians,  and  main  land 
Puerto  Ricans.  Since  Blacks  constituted  ninety  percent  of  the 
under  represented  minorities,  and  few  statistics  have  been 
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gathered  about  Mexican-Americans , American  Indians,  and 
main  land  Puerto  Ricans,  the  Interassociation  Committee 
agreed  to  state  data  in  terms  of  Black  students,  since 
Blacks  serve  as  an  adequate  proxy  for  all  such  minority 
groups.  Consequently,  while  statistical  tables  are  given 
in  terms  of  Black  enrollment,  the  conclusions  would  embrace 
all  minorities  not  just  Blacks). 

The  Interassociation  Committee  used  academic  year  1969-70, 
as  the  base  year  from  which  to  measure  progress.  In  1969-70, 
Blacks  enrolled  in  medical  school  did  not  exceed  1,042  of 
total  enrollment,  and  v;ere  but  2.8  percent  of  total  enroll- 
ment. 


Projected  Increase  In 


Black 

Physician 

Production 

Academic 

Number 

of 

Total 

Total 

Percentage 

Year 

First 

Year 

Medical 

Number  of 

of  Total 

Black 

Enrollment 

Black 

Black  Medical 

Enrollment 

Medical 

Enrollment 

Enrollment 

1969-70 

440 

37,960 

1,042 

2.8% 

1970-71 

697 

40,238 

1,509 

3.8% 

1971-72 

1,000 

40,620 

2,169 

5.4% 

1972-73 

1,200 

41,888 

2,979 

7.1% 

1973-74 

1,400 

43,156 

3,834 

8.9% 

1974-75 

1,600 

44,265 

4,680 

10.6% 

1975-76 

1,800 

45,292 

5,400 

11.9% 

We  are  very  fortunate  that  the  Office  of  Economic 


Opportunity  is  aiding  in  the  talent  recruitment  aspects  of  our 
(National  Medical  Association),  Project  75,  a program  to 
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increase  minority  physician  output.  However,  OEO  does  not 
actually  support  minority  students  financially.  Actual 
financial  aid  must  come  from  the  health  professions  student 
loans  and  scholarships,  guaranteed  student  loans  under 
Title  IV  of  Higher  Education  Act  of  1965,  and  private 
sources. 

It  is  also  of  great  interest  that  over  85%  (eighty  five 
percent)  of  all  the  minority  students  in  medical  school  come 
from  family  income  backgrounds  of  less  than  $10  thousand 
per  year.  Some  65  percent  of  these  have  family  incomes  of 
less  than  $5,000  per  year  and  nearly  20  percent  come  from 
income  levels  below  $3,000  per  year.  Clearly,  with  these 
kinds  of  financial  bases  and  v/ith  the  medical  school  costs 
averaging  some  $5,000  per  year,  it  would  seem  hopeless  that 
the  typical  minority  student  would  be  able  to  finance  his 
education.  To  the  student,  the  average  cost  for  his  education 
that  he  has  to  find,  somehow,  is  $5,000  per  student  cost 
per  year. 

We  feel  that  some  $27  million  will  be  needed  in  just 
loans  per  year,  by  197 5- 7 6 for  the  minority  students  and 
about  $11  million  in  academic  year  1971  through  1972  (fiscal 
year  1972). 

It  is  clear  now  that  the  Civil  Rights  Act  has  broken  the 
color  line  at  medical  schools,  the  main  barrier  for  minority 
enrollment  at  medical  schools  is  inadequacy  of  financial 
aid. 
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We  would  project  that  1,850  (85%  of  the  2,169  expected 
Black  enrollments  in  medical  school  for  the  upcoming  academic 
year  1971-72)  will  come  from  families  under  $10,000  income. 
The  National  Medical  Fellowships,  Inc.,  (the  agency  selected 
by  the  Interassociation  task  force  to  act  as  a central  co- 
ordinating body  for  the  multiple  sources  of  financial  aid  for 
minority  students,  to  solicit  funds  for  financial  aid,  and 
allocate  funds  under  its  control  on  the  basis  of  certified 


need)  has  1,200  applications  for  student  financial  aid. 

We  are  very  much  concerned  with  funding  of  the  1,000 
incoming  medical  students  in  fall  of  1971  (academic  year 
1971-72,  fiscal  year  1972),  I'Thile  we  have  not  been  able  to 
secure  a detailed  breakdown  of  the  $47  million  which  HEW 


sought  for  health  professions  loans  and  scholarships,  we 
presume  that  this  would  be  limited  to  providing  loans  and 


scholarships  to  health  professions  students  (medicine, 
dentistry,  osteopathy,  podiatry,  optometry,  pharmacy  and 
veterinary  medicine)  who  were  awarded  loans  and  scholarships 
prior  to  June  30,  1971,  the  expiration  date  of  the  existing 
law.i/ 


Existing  law  (42  U.S.C.  294b  (a)  (in  case  of  health  education 
loans)  and  42  U.S.C.  295g  (b)  (in  case  of  health  professions 
scholarships  authorizes  appropriations  through  fiscal  year  1974 
to  enable  students  who  received  loans  prior  to  July  1,  1971  to 
continue  their  education.)  Classes  entitled  to  loans  and  scholar- 
ships under  the  expiring  law  include  the  medical  class  of  1972 
(whose  first  year  enrollment  in  school  year  1968-69  (F.Y.  69) 
was  9,863,  including  278  Blacks)?  the  medical  class  of  1973 
(whose  first  year  enrollment  69-70,  V7as  10,422,  including  440 
Blacks)?  and  the  medical  class  of  1974,  (whose  first  year  enroll- 
jneni_was  70-71,  11,054,  including  697  Blacks). 
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We  assume  that  minorities  who  v/ere  enrolled  as  of  July  1, 
1971  and  who  had  received  loans  or  scholarships  under  the  HPEA 
Loan  or  scholarship  program  v;ould  be  in  part  covered  by  the 
$47  million  in  the  Budget  even  though  we  doubt  that  HEW  intends 
to  sanction  loans  or  scholarships  to  the  statutory  maximum. 

(We  emphasize  that  the  maximum  average  HPEA  Loan  has  been 
$1330  whereas  by  lav;  there  may  be  a loan  up  to  $2,500;  scholar- 
ships have  been  running  at  $930  even  though  the  law  sanctions 
a scholarship  up  to  $2,500.) 

However,  as  to  incoming  freshmen,  no  law  covers  them.  The 
House  has  voted  a one  year  extension  of  existing  HPEA  legis- 
lation, continuing  both  the  loan  and  scholarship  programs. 
However,  as  of  now  there  is  no  authority  for  loans  or  scholar- 
ships to  freshmen. 

While  we  recognize  that  an  appropriations  hearing  is  not 
the  most  appropriate  forum  to  discuss  the  merits  of  legisla- 
tion, v/e  believe  that  an  exception  could  be  made.  In  view  of 
the  fact  that  the  legislation  expired  on  June  30,  1971,  we 
are  going  to  have  to  have  some  action  both  by  this  committee, 
we  would  hope,  as  v7g11  as  by  the  Congress. 

We  would  hope  we  can  talk  to  you  both  as  the  distinguished 
members  of  the  appropriations  committee  but  also  Members  of 
Congress  called  upon  to  act  on  this  legislation. 
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We  intend  to  briefly  outline  the  impact  of  pending  legis- 
lation upon  our  goals  of  Project  75  and  future  appropriations 
of  the  major  pending  bills  before  the  Congress.  These  are 
So  1183  (an  Administration  bill  which  would:  (a)  eliminate 

the  present  health  professions  loan  program,  and  replace  it 
with  a revised  guaranteed  student  loan  program  geared  to 
health  professions  students;  and  (b)  continue  the  existing 
scholarship  program  but  revise  it,  starting  in  fiscal  year 
1972  (academic  year  1971-72)  to  allocate  scholarship  grants 
to  schools  of  medicine,  dentistry,  and  osteopathy  on  the  basis 
of  the  number  of  students  from  low  income  or  disadvantaged 
families  who  are  enrolled  in  a particular  school)  and  H.R.  8629 
adopted  by  House  on  July  1,  1971,  which  would  continue  the 
expiring  health  professions  loan  program  for  another  three 
years  and  authorize  135  million  dollars  in  appropriations  for 
loans  to  health  professions  students,  v^hich  would,  starting 
in  fiscal  year  1973  (academic  year  1972-73)  to  allocate  scholar 
ship  grants  to  all  health  professions  schools,  on  the  basis  of 
the  number  of  full  time  students  enrolled  who  are  from  low 
income  families. 

We  V70uld  like  to  emphasize  the  formulae  under  which 
scholarships  and  loan  funds  would  be  allocated;  the  current 
law  (42  U.S.C.  295g(b))  allocates  scholarship  aid  to  health 
professions  schools  solely  on  the  basis  of  student  enrollment 
without  regard  to  the  financial  need  of  students  in  those 
schools.  Under  the  administration  bill  this  formula  would 
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be  changed  immediately  to  one  where  each  school  of  medicine, 
osteopathy,  or  dentistry  would  be  entitled  to  receive  $3,000 
multiplied  by  the  number  of  students  from  low  income  or 
disadvantaged  families.  The  importance  of  such  a shift  this 
year  is  apparent  when  it  is  recalled  that  850  of  the  expected 
1,000  Blacks  entering  medical  school  must  have  a scholarship. 

The  surest  v;ay  to  attain  that  is  for  an  immediate  revision  of 
the  scholarship  formula,  as  per  S,  1183,  coupled  with  an  ade- 
quate level  of  funding.  We  estimate  that  for  the  850  students 
in  the  first  year  classes  we  would  need  $2.6  million  in  scholar- 
ships, which  we  urge  your  committee  to  appropriate. 

The  Administration's  bill  (S.  1183)  comes  closest  to 
meeting  the  immediate  needs  of  the  students  for  the  fall 
1971,  who  are  depending  very  heavily  upon  scholarship  and 
loan  support,  provided  it  is  funded  by  adequate  appropriations. 
We  believe  that  the  Administration's  bill  (S.  1183)  providing 
for  guaranteed  loans  in  addition  to  being  less  costly,  would 
also  apply  loan  money  more  on  the  basis  of  need. 

The  House  legislation  makes  no  change  v;ith  respect  to 
the  current  loan  formula  for  distribution  of  loan  funds  to  the 
various  health  professions  schools,  (the  current  formula 
which  allocates  funds  without  regard  to  the  financial  need 
of  students  in  medical  school) . 
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The  loan  allocation  formula  set  forth  in  Section  742(b)  (2) 
of  the  Public  Health  Service  Act  (42  U.S.C.  294b(b)(2)^  is 
not  changed  under  the  present  House  bill.  Thus,  even  if  the 
Congress  v;ere  to  fund  the  health  professions  loan  program 
at  the  $40  million  level  contemplated  in  F.Y.  72  under  the  House 
bill,  a typical  400  student  medical  school  having  a high 
percentage  of  Black  economically  deprived  enrollment  would 
not  receive  any  more  funds  than  a typical  400  student  medical 
school  without  a high  percentage  of  economically  deprived 
Blacks,  even  though  it  would  have  need  for  far  more  loan 
money  due  to  the  composition  of  its  student  body  (economically 
deprived  minority  students) . 

In  academic  year  1970-71,  fiscal  year  1971  Black  enroll- 
ment increased  by  467  to  1,509  and  even  though  loan  support 
increased  to  $13.2  million  from  the  F.Y.  70  level  of  8.4 
million,  it  was  still  necessary  to  take  the  problem  of  lack 
of  Black  medical  student  loans  directly  to  the  Secretary 
of  HEW  and  to  consult  personally  with  the  President  of  the 
United  States  to  secure  guaranteed  student  loans  of  $1,500 
per  year  for  300  student  supplement  loans  not  available  under 
the  direct  health  professions  student  loan  and  scholarship 
programs . 


Legislation  which  specifies  that  the  total  request  of 
health  professions  schools  for  loan  funds  is  greater  than  the 
amount  voted,  the  school's  share  of  total  loans  shall  be 
equal  to  the  product  of  the  amount  appropriated  and  the  ratio 
of  such  school's  enrollment  to  the  total  enrollment  of  all 
such  schools. 
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In  the  past  year,  as  you  may  know,  a National  Medical 
Association  delegation  visited  v;ith  President  Nixon  to  get 
a special  program  worked  out  to  carry  some  300  minority 
students  as  of  last  fall  who  would  simply  not  have  been  able 
to  enter  m.edical  school. 

Through  the  President’s  efforts,  the  Department  of  HEW 
worked  out  a special  $1  million  guaranteed  loan  program  for 
minority  students  administered  through  the  National  Medical 
Association. 

If  it  were  to  be  the  will  of  the  Congress  to  continue 
the  Health  professions  student  loan  program  then  v;e  urge  that 
the  loan  fund  formula  be  revised  so  as  to  give  to  those  schools 
v;hich  have  heavy  concentrations  of  low  income  and  disadvantaged 
minority  students  sufficient  loans  and  scholarship  funds  based 
on  enrollment  of  these  aforementioned  category  of  students. 

The  existing  formulae  are  patently  incapable  of  applying 
funds  on  the  basis  of  need  of  students  for  financial  aid,  and 
to  the  extent  that  we  may  make  a recommendation  to  the  appro- 
priations committee  we  believe  that  a fairer  method  of  appro- 
priating funds  should  be  adopted. 

Thank  you  hr.  Chairman,  I will  be  glad  to  answer  any 
question  the  committee  may  have. 
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STATEMENT  OF  HON.  VANCE  HARTKE,  U.S.  SENATOR  FROM 
INDIANA 

FUNDING  UNIVERSITY  AFFILIATED  CENTERS  FOR  MENTALLY  HANDICAPPED 

CHILDREN 

Senator  PIollings.  Senator  Hartke  is  here  and  wants  to  present  some 
testimony. 

We  will  be  glad  to  hear  from  you,  Senator. 

Senator  Hartke.  Thank  you,  Mr.  Chairman. 

Mr.  Chairman,  I have  requested  the  privilege  of  appearing  before 
your  subcommittee  today  for  the  purpose  of  urging  an  amendment  to 
the  Labor  and  Health,  Education,  and  MTlfare,  and  related  agencies 
appropriation  bill.  Specifically,  the  amendment  which  I offer  calls 
an  appropriation  of  $10  million  in  fiscal  year  1972  for  activities  au- 
thorized by  title  II  of  the  Developmental  Disabilities  Services  and  Fa- 
cilities Construction  Amendment  of  1970,  Public  Law  91-517. 

As  you  know,  this  is  the  first  Federal  legislation  that  authorizes  basic 
support  money  under  demonstration  and  training  grants  to  university 
affiliated  centers  serving  the  needs  of  mentally  handicapped  children. 

nonbudgeted  item 

The  President  has  failed  to  request  an  appropriation  under  this  act 
for  fiscal  year  1972.  This  grave  oversight  has  been  the  cause  of  pro- 
found alarm  to  many  of  the  20  university-affiliated  centers  throughout 
the  country,  including  Indiana’s  Mental  Retardation  Development 
Training  Center  at  Indiana  University. 

Each  of  these  centers  represents  a considerable  expenditure  of  State 
and  Federal  funds  for  construction.  Some  $3,157,231  in  Federal  funds 
are  involved  in  Indiana  alone.  Now  faced  with  the  extremely  critical 
prospect  of  having  basic  support  money  sharply  curtailed,  many  of 
these  centers  will  be  forced  to  continue  operations  at  a level  far  below 
their  originally  designed  program  capabilities.  Indeed,  even  now, 
buildings  stand  virtually  empty  in  some  university-affiliated  centers 
while  long  waiting  lists  of  mentally  retarded  children  needing  immedi- 
ate attention  continue  to  grow. 

FUNDING  under  TITLE  V OF  SOCIAL  SECURITY  ACT 

/ 

Perhaps  the  rationale  of  the  President  in  not  requesting  an  appro- 
priation under  title  II  was  that  university-affiliated  centers  for  the 
mentally  retarded  may  receive  funding  under  title  V of  the  Social 
Security  Act.  Indeed  the  President  has  requested  an  appropriation  of 
$13,571,000  for  fiscal  1972  as  authorized  by  title  V.  However,  I must 
point  out  that  these  funds  are  administered  by  the  Maternal  and  Child 
Health  Service  under  the  Health  Services  and  Mental  Health  Adminis- 
tration. 

According  to  representatives  of  that  agency,  this  money  has  been  and 
will  continue  to  be  spent  on  programs  that  are  health-oriented.  If  we 
examine  the  history  of  grants  that  have  been  given  to  various  univer- 
sity affiliated  centers  throughout  the  United  States,  we  find  that  they 
have  been  given  to  programs  having  a school  of  medicine  on  their 
campus.  Several  university-affiliated  centers  received  construction 
grants  for  split  campus  projects. 
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SPLIT-CAMPUS  OPERATIONS 

At  Indiana  University,  for  example,  the  Indianapolis  campus  main- 
tains a center  which  is  involved  in  the  'biomedical  aspects  of  mental  re- 
tardation while  the  Bloomington  campus  maintains  a center  which  em- 
phasizes the  behavioral  aspects  of  mental  retardation.  Because  all 
funds  under  title  V are  earmarked  for  health-oriented  services,  the 
Bloomington  center  is  not  eligible  for  any  core  support  money  under 
title  V — nor  is  it  possible  for  Indianapolis  to  share  these  funds  with 
Bloomington. 

It  should  be  pointed  out  that  Indiana  is  not  the  only  State  facing 
this  problem.  Alabama  has  a split-campus  project  as  well  as  Oregon. 
The  Kansas  project  is  divided  among  three  campuses,  thereby  creat- 
ing even  greater  proiblems. 

PROVIDING  CORE  SUPPORT  FUNDS 

If  we  fail  to  provide  core  support  funds  for  these  split-campus  op- 
erations, as  well  as  for  the  other  univ^ersity  affiliated  centers,  the  entire 
program  will  be  forced  into  an  extremely  critical  situation.  And  the 
real  losers  will  be  the  many  thousands  of  parents  and  children  who 
are  now  experiencing  the  highly  personal  tragedy  of  mental 
retardation. 


EXCERPT  FROM  STATEMENT  OF  DR.  WISLAND 

At  this  point,  I believe  it  should  be  mentioned  that  the  university- 
affiliated  centers  represent  a uniquely  creative  and  innovative  ap- 
proach in  dealing  with  the  multidimensional  problems  caused  'by  men- 
tal retardation.  This  approach  has  been  ably  described  by  Dr.  Milton 
V.  Wisland,  director  of  the  Indiana  University  Mental  Retardation 
Developmental  Training  Center.  Dr.  Wisland  says : 

Although  personnel  are  “trained”  through  the  program  administered  by  a 
university  affiliated  center,  this  is  not  simply  a training  program.  It  is  inter- 
disciplinary in  nature  and  based  on  the  theory  that  even  as  mental  retardation 
itself  produces  a complex  series  of  problems,  so  the  professionals  required  to 
deal  with  the  individual  are  varied  in  the  nature  of  their  disciplines. 

University  affiliated  centers  feel  that  the  physicians,  social  workers,  psy- 
chologists, teachers,  physical  therapists — and  community  professionals  such  as 
clergymen  and  attorneys — should  have  an  opportunity  to  receive  joint  training 
so  that  they  understand  not  only  the  nature  of  the  problem  affecting  a men- 
tally retarded  individual  and  his  parents  but  also  the  skills  and  potential  of 
the  other  professions  whose  talents  might  otherwise  go  unrecognized. 

By  training  the  professionals  as  teams  it  is  hoped  that  this  sort  of  teamwork 
will  carry  over  into  the  community  itself  and  that  the  facilities  constructed  and 
to  be  constructed  can  therefore  provide  vastly  improved  services  for  the  retarded 
and  their  families. 

UNIVERSITY  AFFILIATED  CENTERS  : RESPONSIVE  TO  NEEDS  OF  MENTALLY 

HANDICAPPED 

Mr.  Chairman,  this  in  brief,  describes  the  concept  underlying  the 
university  affiliated  center.  I believe  that  this  approach  is  clearly 
responsive  to  the  tremendous  need  which  exists  in  this  country  for  the 
development  among  professional  personnel  of  talent  and  expertise  in 
dealing  with  the  problems  caused  by  mental  retardation. 
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BUDGET  REQUEST 

Therefore,  Mr.  Chairman,  I strongly  urge  this  subcommittee  to 
appropriate  a bare  minimum  of  $10  million  for  fiscal  1972  for  the 
provision  of  basic  support  as  authorized  under  title  II  of  the  Devel- 
opment Disabilities  Services  and  Facilities  Construction  Amendment 
of  1970.  It  is  my  conviction  that  this  figure  represents  a realistic  and 
just  assessment  of  need. 

In  approving  this  request  we  can  demonstrate  our  unequivocal 
commitment  to  improving  both  the  quality  and  the  quantity  of  serv- 
ices available  to  the  mentally  retarded  and  the  otherwise  develop- 
mentally  handicapped. 

Senator  Magnuson.  Now,  Senator,  grants  for  Developmental  Dis- 
abilities Services  and  Facilities  is  divided  into  two  parts.  Section  A, 
for  which  there  was  $11,215,000.  Is  that  correct? 

Senator  Hartke.  Yes. 

NONBUDGET  FOR  SERVICE  PROJECT  GRANTS 

Senator  Magnuson.  And  then  service  project  grants  for  which  the 
budget  requested  zero. 

Senator  Hartke.  That  is  right. 

Senator  Magnuson.  Which  item  are  you  talking  about  ? 

Senator  Hartke.  The  second  one  where  there  is  no  request. 

Senator  Magnuson.  On  the  formula  grants  ? 

Senator  Hartke.  That  is  right. 

Senator  Magnuson.  That  is  the  one  you  are  talking  about? 

Senator  Hartke.  That  is  right. 

Senator  Magnuson.  To  put  back  $10  million  would  be  still  less  than 
what  we  had  last  year  ? 

Senator  Hartke.  Right. 

Senator  Magnuson.  1 have  no  further  questions. 

Senator  Cotton.  No  questions. 

Senator  Magnuson.  We  are  glad  to  have  had  you  with  us  and  will 
include  in  the  record  the  letters  you  have  written  about  this. 

Senator  Hartke.  Thank  you,  Mr.  Chairman. 

(The  letters  follow :) 
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RUSSELL  n.  LONO.  LA..  CHAIRMAN 


CLINTON  R.  ANDERSON,  N.  MCX. 
HERMAN  C.  TALMAOOe,  OA. 
VANCE  HARTKE.  IND. 

J.  W.  RULeRIOMT,  ARK. 
ABRAHAM  RIRICOFF.  CONN. 

FRED  R.  KARRIS,  OKLA. 

HARRY  F.  BYRD,  JR.,  VA. 
OAYLORO  NELSON.  WIS. 


WALLACE  F.  BFNNPrTT,  UTAH 
CARL  T.  CURTIS.  NEBR. 

JACK  MILLER.  IOWA 
LEN  B.  JORDAN,  IDAHO 
PAUL  J.  FANNIN,  ARIZ. 
CLIFFORD  P.  HANSEN.  WYO. 
ROBERT  P.  ORIFFIN,  MICH. 


TOM  VAIL.  CHIEF  COUNSEL 


^Cm£cb  ^ictiesi  ^erxixie 

COMMITTEE  ON  FINANCE 

Washington,  D.C.  20510  i 


July  8,  1971 


Honorable  Warren  G.  Mafinuson 
Chairman 

Senate  Appropriations  Subcommittee  on  Labor, 

Health,  liducatlon  and  Welfare 
United  States  Senate 
W^ishlngton,  D.  C. 

Dear  Chairman  Magnuson: 

Tliank  you  for  your  letter  of  June  11,  in  vhlch  you  responded  to 
my  earlier  letter  of  May  13*  You  will  recall  in  my  letter  I urged  you 
to  support  an  appropriation  of  $10  million  in  fiscal  year  1972  for 
activities  authorized  by  Title  II  of  the  Developmental  Disabilities 
Services  and  Facilities  Construction  Amendment  of  1970  (PL  91  ”•517)  • 

You  responded  by  pointing  out  that  \^hile  the  President  has  not 
requested  pn  appropriation  under  this  Act,  he  has  requested  some  $13 
million  for  University  Affiliated  Facilities  for  the  Mentally  Retarded 
as  authorized  by  Title  V of  the  Social  Security  Act.  And  of  this 
amount,  the  lAiiversity  of  Indiana  would  receive  an  estimated  $3^0,000 
in  1972. 

It  is  this  point,  I believe,  which  deserves  some  clarification. 

As  I understand  it,  the  University  of  Indiana  is  one  of  four  univer- 
sities under  this  prograjm  which  maintains  a split-campus  operation. 

In  the  case  of  Indiana  University,  the  University  Affiliated  Center 
for  the  Mentally  Retarded  is  maintained  on  the  main  campus  in  Blooming 
ton  while  the  health  oriented  services  are  maintained  at  the  Indianapo 
lis  campus. 

As  you  mentioned  in  your  letter,  Indiana  University  received 
$265,000  under  Title  V of  the  Social  Security  Act  in  197b.  However  - 
and  this  is  the  crucial  point  - all  of  this  money  was  earmarked  for 
health  oriented  services.  Consequently,  the  University  Affiliated 
Center  at  Bloomington,  as  well  as  those  Centers  at  the  University  of 
Alabama,  the  University  of  Oregon,  and  Kansas  University,  received  no 
money  under  Title  V in  1971 • 
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In  view  of  the  fact  that  thece  Centers  represent  a considerable 
expenditure  of  state  and  federal  fimds  for  construction,  it  now  seems 
both  irrational  and  wasteful  to  force  these  Centers  to  continue  oper- 
ations at  levels  far  below  their  oricinally  designed  program  capabil- 
ities. Yet  this  is  precisely  what  will  happen  if  we  fall  to  provid.e 
these  Centers  with  general  operating  monies  under  Title  II.  In  more 
explicit  terms,  our  failure  to  act  vmll  mean  that  buildings  vmll  con- 
tinue to  remain  virtually  empty  while  waiting  lists  of  mentally  re- 
tarded children  needing  immediate  attention  will  continue  to  grow. 

Mr.  Chairman,  it  is  iriy  con;:idered  Judgment  that  unless  money  is 
provided  under  Title  II  this  year,  it  will  likely  never  be  provided. 
Therefore,  I once  again  strongly  urge  your  CubcoiTunittce  to  appropriate 
a bare  minimum  of  -t>10  million  for  fiscal  1972  for  the  provision  of 
"basic  support"  as.  authorized  under  Title  II  of  the  Developmental 
Disabilities  Services  and  Facilities  Construction  Amendment  of  1970. 


Sincerely, 


Vance  Hartke 
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RUSSFLL  B.  LONG.  LA..  CHAIRMAN 


CLINTON  F.  ANDERSON.  N.  MEX. 


WALLACE  F.  BENNETT.  UTAH 


HERMAN  E.  TALMADGE.  GA. 
VANCE  HARTKE.  IND. 


CARL  T.  CURTIS.  NEBR. 
JACK  MILLER.  IOWA 
LEN  B.  JORDAN.  IDAHO 
PAUL  J.  FANNIN.  ARIZ. 
CLIFFORD  P.  HANSEN.  WYO. 
ROBERT  P.  GRIFFIN.  MICH. 


ABRAHAM  RIBICOFF.  CONN. 
FRED  R.  HARRIS.  OKLA. 
HARRY  F.  BYRD.  JR..  VA. 


-SfcticiS  ferrate 


GAYLORD  NELSON.  WIS. 


VAIL.  CHIEF  COUNSEL 


COMMITTEE  ON  FINANCE 
Washington.  D.C.  20510 


July  9,  1971 


Honorable  Warren  G.  Magnuson 
Chairman 

Senate  Appropriations  Subcommittee  on  Labor, 

Health,  Education,  and  Welfare 
United  States  Senate 
Washington,  D.  C. 

Dear  Chairman  Magnuson: 

It  is  my  intention  to  offer  an  amendment  to  the  Labor,  Health, 
Education,  Welfare  and  Related  Agency  Appropriation  Bill.  Specifi- 
cally, I propose  an  amendment  for  the  purpose  of  appropriating  $10 
million  in  fiscal  year  1972  for  activities  authorized  by  Title  II 
of  the  Developmental  Disabilities  Services  and  Facilities  Construc- 
tion Amendment  of  1970  (FL  9I-5I7). 


Sincerely, 


Vance  Hartke 
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STATEIVIENT  OF  HON.  CHARLES  m’c.  MATHIAS,  U.S.  SENATOR  FROM 

MARYLAND 

Senator  Magnuson.  Senator  Mathias  could  not  be  here  this  morning 
but  has  sent  us  his  statement  which  will  be  entered  in  the  record  in  full. 
(The  statement  follows:) 
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M).'.  Chairiaan . I wish  to  express  my  appreciation  to  yoi,i 
and  l,he  members  of  this  disLini^uished  subcoimnittee  ior  p;ivin(^  me 
this  opportunity  to  make  a statement  on  the  vital  qw.es tion  of  oiu‘ 
Public  I-Icalth  Service  hospitals  and  clinics.  I am  sure  tliat  you 
share  with  ife  the  sense  of  u:rgency  over  the  disposition  of  tlu.’sc 
important  healtii  resources.  Many  other  senators  end' conp;ressiii(3n 
she re  this  concern;  almost  one -third  of  the  Senate  joined  in 
cosijonsoring  a resolution  urging  the  Administration  to  continue 
operating  the  PUS  hospitals  and  clinics. 

As  you  no  doubt  know^  last  March  I introduced  a ;p21  millio 
appi'opri.ations  bill  to  assure  continued  operation  of  the  notion's 
Public  Health  Service  hospitals. 

In  my  own  state  of  Maryland,  concern  about  the  PUS  fecilii: 
:.n  Baltimore  has  been  so  great  that  the  State  House  of  Delcga)/as 
ap.proved  a .resolution  colling  on  federal  officials  not  to  close  any 
of  the  PHS  hospitals.  That  resolution  was  cosponsored  by  the 
entire  ^3-member  House  delegation  from  Baltimore  City. 

A fairly  obscure  passage  in  tue  proposed  budget  states  tlio 
the  Administration  is  to  consider  whether  the  services  offered  by 
the  PILS  hospitals  might  be  offered  elsewhere  at  a saving  to  t>ic 
taxpayers.  This  seems  a perfectly  I’easonable  question  to  ask 
regarding  any  government  program.  Indeed,  all  of  us  want  the 
government  to  operate  as  efficiently  and  economically  as  possible. 

Allow  me  to  quote  from  the  explanation  for  tlie  request  f;' 
funds  to  provide  sei'vices  in  tlSH  medical  facilities:  "This  fig^j^.•c• 

inclu.des  funds  to  insure  that  beneficiaries  currently  served  by  tlu-; 
eight  Public  Health  Service  general  hospitals  will  receive  the  car>. 
to  which  they  are  entitled,  including  care  in  community  facilitie;. 
or  other  fcdoi'ol  hospitals,  at  fedei’al  expense,  'i'his  policy  inciu.^;. 
consideration  of  the  ijotential  for  convertirg  the  PHS  direct  care 
facilitii.es  to  community  use."  Since  then,  we  haA'^e  been  assurcl  by 
top  HPH  officials  that,  if  no  such  alternative  arrangement  can  be 
dete.cmined,  the  Pi’esident  will  request  a supx)lemental  appropria  tioi 
to  continue  the  operation  of  the  PUS  hospitals.  /^j'' 

Increasingly,  I think,  it  has  become  evident  tha/c  tiie.se  ir: 
no  realistic  prosjpect  for  making  alternate  arrangeiiients  Trie  Chair 
of  the  House  Comiuittee  on  Veterans  Affairs,  Representative  Oliu  P. 
Teague,  some  time  ago  said  he  doubts  the  VA  hospitals  cow.ld  handle 
tiie  patient  load  from  the  PHS  hospitals.  And  I agree,  since  VA  ho..; 
irltals  tlremselves  need  all  the  help  they  can  get.  Indeed,  t.lie  VA 
.hospital  system  is  already  so  overburdened  in  many  places  that  it  ’ 
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vhoF.e  clicob;;.!!. uies  aro  u'orolatcd  t,o 
iijj.Ilwu.i’y  .sei'vice.  Accord;Lr.{j  to  olie  executive  vice  president  oX'  I/". 
Maryland  Jlospital  Association;,  private  hospitals  in  the  Boltiraoce 
ai'ea  could  not  absorb  the  Wyman  Pai’k  PHS  Hospital's  load^  which 
nui'ibers  over  115^000  isoticnts  annually. 

^iioth.er  alternative  which  has  been  under  consideration  by 
tue  Adml'ilstratiori^  I understand^,  would  be  t,lie  transfer  of  PJIS  ''OS;  ’ i ' 
a;  I cliViicG  to  conuaunity  organizations  or  ijr'oups  for  use  as  co'u;j..i r;i,,y 
in  alLii  facilities.  Foi-  a irujuber  of  reasons^  this  aiTanyement  '''Oul'X  w, 
aliaost  as  unr.atisfactoiy  os  closinii  dov/n  the  hospitals  alto[^’;ct]ier . 

Abolition  of  PHS  control  would  undoubtedly  raise  the  pj'osy..' 
of  a sharp  reduction  in  the  hospitals'  vlrally  inipoi'tant  public  se.''/;'-'-- 
programs.  At  present_,  35  of  National  Cancer  Institute's  120 
beds  ai-ound  the  United  States  are  located  in  the  Baltimore  PHS 
liospital.  Continuation  of  tills  noted  program  would  be  seriously 
jeopardized  by  any  transfer  of  hospital  control. 

Essential  teaching^  ti-aining  and  other  inanjiower  progjun.is 
would  also  be  called  into  question.  In  Baltimore  alone^  the  PITS 
is  involved  in  a very  extensive  array  of  manpower  programs_,  inclu;i.i,n;;, 
internships^  residencies,  and  nurse  training.  The  list  of  tlieir 
tra.ining  activities  is  very  impressive  indeed. 

Nor  is  the  education  of  doctors  and  nurses  the  only  man- 
power issue  at  stake.  As  government  facilities  where  everyone  is  c,>n 
salary,  the  PHS  hospitals  are  a good  deal  less  hampered  by  departmeut-;. ]. 
rivalries  than  private  isntitutions,  and  this  has  made  it  easier  to 
exporlinent  with  new  categories  of  health  personnel,  such  as  para- 
modics  for  which  theiy  is  an  ever-growing  realization  of  need. 

Direct  service  to  the  coimaunity  by  the  Baltimore  PHS  hos- 
pital is  evident  in  many  programs,  such  as  the  provision  of  physic  b'w  ;■ 
to  city  schools  and  the  development  and  administration  of  tlie  Mai’y.i..'u.'X 
Eye  Bank. 

Another  lorobable  result  from  loss  of  PHS  control  would.  X)c 
imi.-iod.late  dislocation  of  many  of  the  hospital  and  clinical  staff,  ho;, 
only  career  civil  servants,  doctors,  and  other  specialists,  but 
large  numbers  of  minority  group  staff  would  be  subject  to  displace:i:  ;a . 
In  Baltimore  alone,  $3  million  of  the  hospital's  $7*2  million  annral 
pay.roll  goes  to  black  and  other  minority  group  employees. 

W.iat  makes  the  fate  of  the  PHS  hospitals  all  the  more  ci-iulc.-fl. 
I thin):,  is  the  recent  enactment  of  the  Erne .rgency  Health  Personnel 
Act,  v/hich  calls  upon  the  Public  Health  Service  to  attack  health 
problems  in  the  ghetto  and  other  doctor-shortage  areas. 
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President  Nixon  is  to  be  coiiiraended  for  requesting  the  full 
$10  million  authorized  for  this  innovative  program.  But  as  has  boon 
aptly  said,  it  would  be  a ci-uel  irony  for  the  Administration  to  inovo 
now  lo  undercut  the  PHS  hospitals  at  the  very  time  when  Congress  Ir.u. 
enacted  this  new  health  manpower  legislation  to  meet  the  count.'.ys  jiio.^L 
de spe  ra  te  needs . 


One  justification  given  for  shaking  off  PHS  control^  we 
t4.iderst3nd,  is  that  the  facilities  are  underutilized  and  do  not  sev/e 
a broad  enough  segment  of  the  population.  This_,  rather  than  being 
a problem^  r'cpresents  an  oppoi'^bunlty . The  pi-esent  low  occupancy  cor', 
be  turned  to  advantage  for  the  care  of  the  indigent. 

Several  PHS  hospitals  are  eager  for  such  assignments.  Afl'.r 
setting  up  a health  evaluation  service  the  Baltimore  hospita],  coi.ilf.r 
be  ready  to  serve  an  indigent  population  of  25^000^  according,  to  its 
dlrectoxg  Dr.  Edward  J.  Hinman . This  plan^  which  has  the  enthusj.-- 
astic  approval  of  the  Baltimore  City  Health  Department,  vrouJ.d  piv.vici,  : 
am'oulatory  care  to  a black  neighborhood  which  now’  has  but  one  docte-'’ 
and  no  dentists  or  drugstores. 

Tnere  has  of  course  been  a great  deal  of  talk  obout  the 
poor  state  of  PHS  facilities.  Further  use  of  them  would  undoubte-LLv 
require  extensive  modernization.  But  the  cost-factor,  whothox’ 
cijannellcd  through  the  PHS  or  through  local  authorities,  would  be 
essentially  the  same.  The  only  question  about  modernization,  then, 
is  just  now  much  longer  we  must  wait. 

A vex’y  significant  question,  relating  to  cost,  is  that  of 
per  diem  expense.  The  average  cost  per  day  in  PHS  hospitals  i.s 
to  $7^^^  which  includes  everything  from  doctors'  salaries  and  lainjrv.- 
tory  tests  to  X-rays  and  drugs.  Trie  average  daily  charge  in  other 
hospitals,  however,  is  something  on  the  order  of  $95  ’bo  9115  -t'o'i' 
room  aiid  board,  alone.  Transfer  of  control  over  those  hospitals, 
taking  civm.i  oi;t  of  the  hands  of  the  PHS,  might  thus  cost  the  Iv3..x'.' 
more,  rather  than  less. 

For  all  these  reasons,  and  indeed  raf’ny  more,  the  wi.aest 
course  of  action,  I think,  would  be  to  retain  PHS  operational 
management  over  all  their  hospitals  and  clinics.  Not  only  would  thh'/ 
accord  with  the  five -year-old  recommendations  of  a prestigious 
Presidential  Science  Advisory  Comixiittee,  it  would  maintain  an  cs-sc'i 
basis  for  extend.ing,  through  the  Emergency  Health  Personnel  Act, 
critically  needed  health  services  to  our  nation's  ailing  poor. 


2462 


STATEMENT  OF  HON.  BILL  ALEXANDER.  MEMBER  OF  CONGRESS.  FIRST 
DISTRICT  OF  ARKANSAS 

Senator  Magnuson.  Also,  we  have  a written  statement  submitted  b’ 
Congressman  Alexander  of  Arkansas  regarding  the  Hill-Burton  hos 
pital  program  which  will  be  included  in  the  record. 

(The  statement  follows:) 
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Mr.  Chairman  and  members  of  the  subcommittee,  I sincerely 
appreciate  your  giving  me  this  opportunity  to  appear  before  you  on  a matter 
which  I believe  to  be  of  tremendous  importance  to  states  like  Arkansas 
and  to  districts  like  the  First  District  which  I represent. 

The  area  of  consideration  to  which  I would  like  to  direct 
your  attention  is  the  funding  of  in-patient  hospital  construction  -- 
particularly  general  hospitals.  Specifically,  I refer  to  the  Hill-Burton 
Grant  Assistance  Program. 

It  is  my  understanding  that  the  Administration  is  proposing 
that  in  the  future  all  federal  assistance  on  projects  of  this  kind  take  the 
form  of  guarantees  for  loans. 

Both  Secretary  of  Health,  Education  and  Welfare  Elliott  Richardson 
and  Director  of  the  Office  of  Management  and  Budget  George  Schultz,  have 
provided  me  with  their  explanations  of  the  reasoning  behind  this  proposed 
change.  While  I am  sure  that  you  have  heard  these  arguments,  I will  capsule 
some  of  what  has  been  said,  because  it  is  pertinent  to  my  testimony  here  today 

Mr.  Schultz  told  me  in  a letter  of  May  11,  that: 

"Through  Hill-Burton  grants,  except  for  areas  of  rapid  population 
growth,  national  shortages  of  in-patient  beds  have  been  virtually  eliminated. 

".  . . The  growth  of  third  party  paymenst  (e.g.,  private  insurance 
Medicare  and  Medicaid)  to  cover  the  operating  costs,  including  depreciation. 
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Hon.  Bill  Alexander 

of  hospitals  has  improved  the  ability  of  these  institutions  to  finance 
needed  capital  improvement  through  borrowing." 

That  may  be  true,  but  I think  Mr.  Schultz  would  be  hard  pressed 
to  convince  most  persons  in  Arkansas  that  it  is. 

There  are  many  persons  from  my  own  North  and  East  Arkansas  area 
who  must  travel  many  miles,  some  more  than  100,  to  Little  Rock,  Arkansas, 
Memphis,  Tennessee,  or  Springfield,  Missouri  for  hospitalization. 

In  a letter  to  me  on  March  5,  Dr.  J.T.  Herron,  Arkansas  State 
Medical  Officer,  wrote  that  his  office  had  on  hand  requests  for  assistance 
during  the  next  fiscal  year  totaling  $25,588,000.  He  added  that  the  total 
allocation  to  the  state  for  the  last  fiscal  year  was  2.5  million  dollars  and 
that  even  less,  2.3  million,  was  expected  for  this  fiscal  year. 

In  the  quarter  of  a century  that  the  Hill-Burton  hospital  con- 
struction grant  program  has  operated,  funding  assistance  for  only  8,297  beds 
has  been  made  available  in  Arkansas. 

Ours  is  admittedly  a state  of  gradually  increasing  prosperity  -- 
but  still  certainly  among  the  less  affluent  of  the  nation.  Its  people  face  no 
fewer  difficulties  --  and  some  of  them  face  many  more  --  than  the  millions  of 
other  residents  in  the  nation  who  fear  acute  illness  because  of  the 
frighteningly  high  costs  of  medical  care. 

On  May  5,  Secretary  Richardson  wrote  me: 

"It  is  hoped  that  by  providing  incentive  and  support  for  the 
development  of  alternatives  to  in-patient  care,  the  present  rate  of  inflation 
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Hon.  Bill  Alexander 

of  medical  costs  will  be  at  least  moderated." 

I am  told,  though,  by  Arkansas  medical  officials  that  this 
guaranteed  loan  program  would  result  only  in  further  rapid  escalation  of 
the  cost  of  hospital  care  because  the  loan  payments  would  have  to  come  from 
patient  fees.  To  comply  with  the  Administration's  recommendation  would, 

I believe,  be  a tragically,  short-sighted  break  of  faith  with  the  American 
people . 

As  I have  noted,  many  in  Arkansas  alone  have  taken  the  1970 
extension  of  the  Hill-Burton  program  in  good  faith.  An  excellent  example  of 
the  spirit  of  cooperation  and  determination  with  which  they  face  their  needs 
is  found  in  the  White  River  Medical  Center  project  which  would  be  located 
at  Batesville,  Arkansas. 

Several  thousand  persons  from  six  counties  have  banded  together 
to  raise  $900,000  in  voluntary  contributions  as  their  share  of  a 3.5  million 
dollar  medical  facility.  This  money  would  be  combined  with  federal  funds  from 
the  Hill-Burton  grant  program  and  from  the  Oj^ark  Regional  Commission. 

Their  donations  ranged  from  $2  to  several  thousand.  Abolition 
of  the  in-patient  hospital  grant  program  could  doom  their  hopes  for  a 
healthier  future. 

Are  the  members  of  this  subcommittee,  indeed,  of  the  Congress, 
really  willing  to  say  to  people  of  this  faith  and  dedication,  "Sorry,  we've 
changed  our  minds.  Too  bad  about  your  needs.  Too  bad  the  guaranteed  loan 
program  will  raise  the  cost  of  your  hospitalization.  We've  decided  to 
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abandon  a workable,  viable  approach  to  improving  medical  care,  in  favor 
of  the  current  favoritism  of  concentrating  on  preventative  medicine  and 
post-hospitalization  care  facilities." 

Let  me  emphasize  that  I do  not  oppose  the  establishment  of 
preventative  medicine,  out-patient,  or  post-hospitalization  facilities. 
But,  preventative  medicine  is  not  always  successful.  And,  having  an 
extended  care  unit  within  easy  reach  is  going  to  be  of  little  comfort  to 
the  acutely  ill  patient  who  has  to  travel  many  miles  to  a hospital. 

I would  urge  in  the  strongest  possible  terms  that  this 
subcommittee  and  the  Committee  on  Appropriations  recommend  to  the  Congress 
that  it  authorize  and  fund  the  operation  of  both  grant  and  guaranteed  loan 
programs  for  hospital  construction.  This  would  help  alleviate  a critical 
situation  in  areas  like  some  of  those  I represent. 
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STATEMENT  OF  DR.  CARLETON  B.  CHAPMAN,  CHAIRMAN,  COUN- 
CIL OF  DEANS,  ASSOCIATION  OF  AMERICAN  MEDICAL 
COLLEGES 

ACCOMPANIED  BY: 

DR.  JOHN  A.  D.  COOPER,  PRESIDENT,  ASSOCIATION  OF  AMERI- 
CAN MEDICAL  COLLEGES 

JOSEPH  S.  MURTAUGH,  DIRECTOR  OF  THE  AAMC  DEPARTMENT 
OF  PLANNING  AND  POLICY,  ON  BEHALF  OF  THE  ASSOCIA- 
TION OF  AMERICAN  MEDICAL  COLLEGES 

INTRODUCTION  OF  WITNESS 

Senator  Maonuson.  Dr.  Chapman. 

Dr.  Chapman  comes  from  New  Hampshire.  The  Senator  from  New 
Hampshire  will  introduce  him  to  us. 

Senator  Cotton.  Mr.  Chairman,  I am  very  happy  to  welcome  Dr. 
Chapman  here  today.  He  is  the  dean  of  the  medical  school  at  Dart- 
mouth and  a personal  friend  of  mine.  I am  gratified  and  proud  that 
he  represents  the  Association  of  American  Medical  Colleges. 

Incidentally,  he  is  doing  some  things  at  Dartmouth  medical  that  I 
am  sure  meet  with  the  enthusiastic  approval  of  this  committee. 
Among  other  things,  condensing,  without  taking  away  from  the 
thoroughness  of  the  preparation,  condensing  time  somewhat  in  pro- 
ducing physicians.  I assume  he  plans  to  tell  us  about  that  among  other 
things. 

We  are  glad  to  have  you  here.  Dr.  Chapman. 

INTRODUCTION  OF  COLLEAGUES 

Senator  Magnuson.  We  are  glad  to  have  you  here.  Will  jmu  in- 
troduce your  colleagues  for  the  record. 

Dr.  Chapman.  Thank  you  very  much,  indeed,  Mr.  Chairman  and 
Senator  Cotton. 

I am  here  as  the  spokesman  for  the  Association  of  American  Med- 
ical Colleges.  This  is  in  my  capacity  as  chairman  of  the  Council  of 
Deans  which  is  a constituent  organization  of  the  AAMC.  I like  to 
think  that  it  is  the  key  constituent  organization,  although  there  is 
sometimes  some  argument  about  that. 

I am  accompanied  by  Dr.  John  Cooper  on  my  right,  full-time 
president  of  the  association,  and  Mr.  Joe  Murtaugh,  who  is  our  direc- 
tor of  the  Department  of  Planning  and  Policy  Development. 

The  association  is  made  up  of  102  medical  schools  in  operation  in 
the  United  States  and  something  like  400  of  our  major  teaching  hos- 
pitals, also  47  academic  biomedical  societies  which  together  encom- 
pass the  teaching  and  research  facilities  of  the  Nation’s  academic 
health  centers. 

Now  we  have  as  an  organization  an  abiding  interest  not  only  in 
medical  education,  but  also  in  the  training  of  large  numbers  of  in- 
dividuals in  the  related  health  professions  and  occupations  and  in 
addition  to  that  with  a substantial  poi^tion  of  the  medical  and  health 
research  efforts  going  on  in  the  Nation. 


63-792  0—71 — pt.  4 13 


2468 


We  are  contributing  in  a critical  and  indispensable  way  to  the 
improvement  of  community  health  services  and  to  the  direct  pro- 
vision of  medical  and  health  care  to  large  numbers  of  our  citizens. 

I make  these  points,  Mr.  Chairman,  merely  because  we  like  to  show 
that  we  do  have  a deep  and  direct  involvement  in  the  many  programs 
whose  appropriation  requests  this  subcommittee  is  now  reviewing. 

PREPARED  STATEMENT 

We  have  prepared  a rather  extensive  and  documented  statement 
which,  with  your  permission,  I would  like  to  put  in  the  record.  Then  I 
should  like  to  proceed  to  take  up  only  two  of  the  major  topics  in  that. 

Senator  Magnuson.  We  will  put  this  in  the  record  in  full. 

(The  statement  f ollows :) 
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The  Association  of  American  Medical  Colleges  welcomes  this 
opportunity  to  appear  before  the  subcommittee  during  its  consideration 
of  the  Fiscal  Year  1972  President's  budget  for  the  health  programs  of 
the  Department  of  Health,  Education  and  Welfare. 

I am  Carleton  B.  Chapman,  Dean  of  Dartmouth  Medical  School,  and  am 
presenting  this  statement  on  behalf  of  the  Association  of  American 
Medical  Colleges  in  my  capacity  as  chairman  of  the  Council  of  Deans, 
a constituent  organization  of  the  AAMC.  I am  accompanied  by  Dr.  John 
A.  D.  Cooper,  the  full-time  president  of  the  AAMC,  and  Mr.  Joseph  S. 
Murtaugh,  the  director  of  the  AAMC  Department  of  Planning  and  Policy 
Development . 

The  Association  of  American  Medxcal  Colleges  is  comprised  of  the 
102  medical  schools  in  operation  in  the  United  States,  more  than  400 
of  the  nation's  major  teaching  hospitals,  and  47  academic  societies 
which  encompass  the  teaching  and  research  faculties  of  the  nation's 
academic  health  centers. 


* A statement  presented  by  Carleton  B.  Chapman,  M.D.,  Dean  of  the 
Dartmouth  Medical  School  and  Chairman  of  the  Council  of  Deans, 
before  the  Labor-HEW  Subcommittee  of  the  Senate  Appropriations 
Committee,  July  15,  1971. 
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The  constituent  institutions  and  or^n  nizatiore  of  the  Association  are; 
concerned  not  only  with  medical  education,  but  also  with  the  training  of 
large  numbers  of  individuals  in  the  related  health  professions  and 
occupations;  as  well  as  with  a substantial  portion  of  the  medical  and 
health  research  effort  of  the  nation.  Thej e institutions  also  contribute 
in  a critical  and  indispensable  way  to  the  improvement  of  community  health 
services  and  to  the  direct  provision  of  medical  and  health  care  to  large 
numbers  of  American  citizens.  Tlie  Association  and  its  membership  thus 
have  a deep  and  direct  involvement  in  the  many  programs  whose  appropriation 
requests  this  subcommittee  is  now  reviewing. 

BIOMEDICAL  RESEARCH 


First,  I should  like  to  speak  to  the  appropriation  requests  for 
the  research  programs  of  the  National  Institutes  of  Health.  As  already 
noted,  research  is  a key  function  of  academic  health  centers.  A measure 
of  that  effort  is  provided  by  the  fact  that  almost  one  half  of  all 
federally  supported  medical  research  in  the  country  takes  place  in  the 
laboratories  and  clinics  of  academic  health  centers.  It  is  this  broad- 
ranging scientific  effort  that  undergirds  the  whole  advance  of  medicine 
and  health  care  in  the  nation. 

The  problems  that  focus  on  the  question  of  how  to  provide  better 
health  services  to  the  American  people  are  now  a major  area  of  public 

discussion.  As  yet  there  is,  no  concensus  as  to  the  best  course  for  the 
nation  to  follow. 

But  in  the  midst  of  the  strenuous  debate  on  the  best  way  to  correct 
•tlie  ills  of  our  health  service  system,  there  are  certain  fundamental 
propositions  which  stand  out  very  clearly: 
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. . . The  great  progress  in  medicine  si?ice  World  War  I has  been  the  direct 
consequence  of  progress  in  basic  medical  research  and  improvement 
in  medical  technology. 

...  These  advances  have  transformed  oui  overall  prospects 

for  health  and  have  radically  changed  the  character  and 
effectiveness  of  medical  care  and  health  services. 

...  Despite  the  considerable  progress  that  has  been  made, 
there  remains  a huge  mass  of  disease,  disability,  and 
premature  death  that  is  potentially  controllable. 

These  problems  consume  a substantial  portion  of  the  nation's  health 
expenditure,  impose  a great  burden  of  suffering  and  sorrow,  and  deny 
society  the  full  potential  of  the  skills,  talents,  and  productivity 
of  millions  of  people  so  afflicted.  Some  minimal  dimensions  of 
this  burden  are  reflected  by  the  fact  that: 

...  People  under  sixty-five  generate  two-thirds  of  all 
short-term  hospital  days. 

. . . Forty-four  percent  of  the  entire  population  suffers 

from  some  degree  of  disability  due  to  chronic  disease. 

...  Fifty  percent  of  all  deaths  are  below  age  70,  the 
biblically  alloted  life  span  of  man. 

The  basic  reason  for  this  mass  of  disease,  disability, 
and  death  is  the  simple  fact  that  we  do  not  possess  sufficient  fundamental 
knowledge  to  prevent,  cure,  or  treat  the  health  problems  involved. 
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Furtlier  advances  in  knowledge  gained  througi  research  can  make  possible 
definitive  and  effective  solutions  to  problems  with  which  we  must  now  cope 
in  a limited  and  palliative  manner.  Such  advances  can  substantially  reduce 
the  economic,  social  and  human  costs  involved. 

Entirely  apart  from  humanitarian  considerations,  it  is  impossible 
to  ignore  the  enormous  savings  in  dollars,  that  must  ultimately  come  from 
the  taxpayer,  that  have  resulted  from  basic  research.  Also  apparent  is 
the  fiscal  folly  of  pausing  when  the  battle  is  only  half  won.  I offer  two 
examples  in  evidence: 

Poliomyelitis 

In  the  twenties,  disastrous  polio  epidemics  went  unchecked  at 
intervals  through  our  nation.  The  only  treatment  we  had  was  sympathy  and 
sedation.  Most  who  developed  breathing  trouble  died.  Then  came  the  iron 
lung,  an  ingenious  device  that  tided  some  victims  over  breathing  crises. 

But  the  cost  of  the  apparatus,  and  the  large  staff  required  to  operate  it, 
were  such  that  almost  no  one  could  pay  for  such  services  out  of  income  or 
savings.  The  burden  fell  almost  entirely  on  the  taxpayer;  and  the  end- 
results  were  indifferent.  The  development  of  means  to  stop  polio  in  its 
tracks  came  from  basic  research,  much  of  which  depended  on  Congressionally 
appropriated  funds.  For  each  dollar  spent  on  basic  polio  research,  the 
taxpayer  got  a return  that  cannot  easily  be  calculated.  But  it  was  enormous. 

Tuberculosis 

Tlien  take  tuberculosis.  Early  research  showed  that  prolonged 
bedrest,  pneumo-thorax,  and  other  measures,  would  lower  the  mortality 
exacted  by  the  disease.  In  1945  there  were  75,000  beds  in  the  country 
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for  patients  with  tuberculosis.  Most  of  those  beds  were  supported  from 
tax  funds.  Today,  hospitals  for  tuberculosis  are  disappearing  and  the 
disease  itself,  once  the  nation's  main  killer,  is  no  longer  listed  even 
among  the  first  ten  causes  of  death.  Some  of  this  was  due  to  better 
economic  conditions.  But  the  most  determining  reason  came  from  basic 
research  which  led  to  a means  of  curing  tuberculosis  by  means  of  drugs. 
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In  each  of  these  instances,  the  half-way  technology,  desirable  as 
it  was  at  the  time,  imposed  a great  burden  in  operating  costs  and  Imman 
suffering,  in  substantial  contrast  to  more  comprehensive  and  more 
fundamental  solutions  achieved  tlirough  continued  scientific  effort. 

We  now  stand  at  similar  half-way  points  in  respect  to  many  other 
health  problems  where  present  medical  capability,  impressive  as  it  may 
be  in  contrast  to  what  went  before,  is  still  crude,  enormously  expensive, 
and  exacting  much  human  anguish.  Consider; 

. . . The  treatment  of  kidney  failure  through  dialysis 
machines  because  of  our  limited  understanding  of 
kidney  disease. 

. . . The  recourse  to  cardiac  transplants  because  of  our 
inability  to  prevent  heart  disease. 

...  The  insulin  treatment  of  diabetes  mellitus  which, 
while  extending  life,  really  obscures  systematic 
deterioration,  the  control  of  which  awaits  greater 
knowledge  of  the  origins  and  nature  of  the  basic 
disease  process. 

In  these  and  many  other  areas,  the  state  of  scientific  advance 
places  us  at  the  threshold  of  a new  order  of  medical  capability  which 
can  dranatically  diminish  the  economic,  social,  and  human  burdens  involved. 
In  many  other  areas,  and  unfortunately  cancer  is  among  them,  there  is 
the  long  and  uncertain  process  of  continued  advance  in  fundamental  science 
before  we  are  able  to  reach  a level  of  insight  and  understanding  that 
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will  provide  the-  greater  therapeutic  and  preventive  capability  we  all 
so  desperately  seek. 

Thus,  our  ultimate  hope  for  modifying  the  health  prospects  of 
the  nation  restj  heavily  on  continued  advance  of  the  biomedical  sciences. 
This  progress,  in  turn,  is  dependent  upon  the  level  and  direction  of 
support  for  research  provided  through  the  programs  of  the  National 
Institutes  of  Health,  as  reflected  in  the  appropriations  requests 
before  this  committee. 

These  estimates  are  a matter  of  much  concern  to  the  institutions 
and  the  research  community  which  \^e  represent  here  today.  The 
Administration's  1972  budget  for  the  Research  Institutes  and  Divisions 
of  the  NIH  is -a  cut-back  budget  despite  the  rhetoric  and  arithmetic 
presented  to  the  subcommittee  in  official  testimony. 

For  Fiscal  Year  1971  the  Congress  appropriated  $1,203,646,000 
for  NIH  research  programs,  including  supplemental  appropriations  for 
pay  increases.  For  these  same  programs  the  President  is  requesting 
$1,191,841,000  for  Fiscal  Year  1972,  or  $11,805,000  less  than  the 
appropriated  level  in  Fiscal  Year  1971.  It  should  be  emphasized  that  the 
President's  request  includes  $8.5  million  for  pay  increases--  not  programs 
--thus  raising  the  Fiscal  Year  1972  shortfall  in  terms  of  program 
activities  to  $20,337,000. 

True,  the  President  has  provided  an  additional  $100  million  for 
a new  special  Cancer  Initiative  which  brings  the  net  chD^ge  up 
to  a plus  $88,195,000.  The  fact  remains,  however,  that  for  the  basic 
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continuing  programs  of  the  Nlli  the  President  is  requesting  substan- 
tially less  money  for  Fiscal  Year  1972  than  the  Congress  made  avail- 


able  for  Fiscal  Year  1971. 

This  contrast  in  levels  of  funding  comes 

into  a sharper  focus 

on  an  Instituce-by-Institote  basis  as  shov/n  by  the  following  summary 


data: 

rroj^ram  Reciiictions: 

(Amounts  in  ihous.aids) 

National  Institute  of  General 
■.Medical  Sciences 

-15,922 

National  Institute  of  Neurological 
Diseases  and  Stroke 

o 

o 

National  Institute  of  Arthritis  and 
Metabolic  Diseases 

-3,891 

National  Institute  of  Allergy  and 
Infectious  Diseases 

-3,720 

Biologic  Standards 

-171 

Fogarty  Center 

-317 

' TOTAL  REDUCTION 
Program  Increases: 

$34,151 

National  Cancer  Institute 

+2,104 

National  Heart  and  Lung  Institute 

+1,044 

National  Institute  of  Qiild  Health 
and  Human  Development 

+ 8,197 

National  Institute  of  Environmental 
Healtli  Services 

+4,466 

National  Institute  of  Dental 
Research 

+ 3,198 

Division  of  Research  Resources 

+1,793 

National  Eye  Institute 

+1,544 

TOTAL  INCREASES 

$22,346 

Net  Change  in  Institute  Programs 

-11,805 

Special  Cancer  Initiative 

+ ioo,oqo_ 

TOTAL  QIANGE 

$88,195 
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The  true  measure  of  the  extent  of  the  cutback  in  biomedical 
research  funding  which  the  Administration  budget  will  impose 
emerges  only  after  examining  the  erosive  effect  of  the  price- 
wage  inflationary  spiral  upon  the  actual  level  of  research  activity 
that  will  be  supportable  in  Fiscal  Year  1972. 

But  it  cannot  be  in  the  public  interest  to  pursue  budget 
policies  which  progressively  reduce  the  level  of  scientific  effort 
in  medicine.  Yet  this  is  exactly  what  is  happening  as  a consequence  of 
the  failure  to  offset  the  effect  of  inflation  on  the  level  of  research 
effort.  We  believe  Fiscal  Year  1969  represents  a good  base  year  against 

which  to  compare  the  level  of  research  activity  the  President's  1972 
budget  will  permit.  Funding  levels  in  Fiscal  Year  1969  were  a con- 
sequence of  the  normal  course  of  the  executive  and  legislative  budget 
process,  in  contrast  to  Fiscal  Year  1970,  when  the  President's  veto 
and  subsequent  Congressional  across-the-board  cuts  confused  the  issues. 
Program  levels  in  Fiscal  Year  1969  were  also  a consequence  of  consider- 
able retrenchment  and  consolidation  from  the  high  point  of  research 
funding  reached  in  Fiscal  Year  1967. 

To  maintain  in  Fiscal  Year  1972  the  same  level  of  research  and  re- 
search training  activity  that  existed  in  Fiscal  Year  1969,  allowing 
a minimum  of  6 percent  per  year  increase  for  inflation,  v>?ill  require  a 
budget  for  research  and  research  training  grants  that  is  $152.2  million 
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higher  than  the  President's  request  provides.  We  urge  that  the 
subcommittee  view  this  increase  as  the  minimal  level  of  additional 
funds  required  for  these  vital  research  programs  in  Fiscal  Year  1972. 

It  should  be  pointed  out  that  this  increase  does  not  provide  at  all 
for  the  added  costs  of  biomedical  research  due  to  the  increasing 
sophistication  of  equipment,  technical  services,  and  staffs  now  required 
for  further  scientific  advance.  As  one  pushes  the  frontiers  of  knowledge 
back,  each  additional  step  requires  ever  greater  effort. 

In  addition  to  these  overall  cutbacks,  the  Administration's 
budget  plans  for  Fiscal  Year  1972  hit  hardest  at  what  constitute 

the  vital  "seed  crop"  programs  of  the  NIH; 

The  Fellowship  and  Training  Grant  programs  of  the  NIH  will 

be  cut  by  a total  of  $37  million  below  the  appropriated 
level  for  these  programs  in  Fiscal  Year  1971.  NIH 
graduate  fellowship  and  training  grant  programs  constitute 
the  basic  national  investment  in  the  young  minds  and  ideas 
that  will  shape  the  future  of  medical  education  and  research. 
Only  through  these  programs  will  new  investigators 
required  for  such  major  research  efforts  as  the 
attack  upon  cancer  be  made  available.  In  like  manner, 
the  nation's  efforts  to  expand  medical  education  and  the 
training  of  health  manpower  is  almost  completely  dependent 
upon  the  additional  faculty  that  will  derive  from  these 
training  efforts.  Reductions  in  these  vital  programs  of 
the  magnitude  proposed  in  the  President's  budget  will  only 
serve  to  thwart  the  other  national  objectives  being  sought. 
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We  are  aware  that  the  Administration  explains  part  of 
this  leduction  in  training  programs  by  referring  to  a so- 
called  "transfer"  of  $23  million  from  training  grants  to 
institutional  support  programs  under  health  manpower 
appropriations . 

We  believe  this  to  be  misleading.  The  effect  of  this 
so-called  transfer  is  clearly  to  reduce  the  training  grant 
programs  of  the  several  Institutes.  The  use  of  the  funds  within 
the  Bureau  of  Health  Manpower  Education,  although  welcome  additions 
to  those  appropriations,  cannot  be  considered  to  serve  the 
same  vital  purposes  which  constitute  the  particular  role  of 
the  Institutes’  training  grant  programs. 

The  handling  of  the  training  programs  of  NIH  seems  in- 
comprehensible in  the  context  of  proposals  for  major  ex- 
pansion in  cancer  research,  in  human  reproduction  and  population 
control,  in  research  into  blood  abnormalities,  and  in  the 
area  of  virology,  which  has  provided  such  promising  insights 
into  the  role  of  viruses  in  cancer  and  other  major  diseases. 

IVhere  are  the  trained  investigators  who  must  mount  these 
expanded  efforts  to  come  from?  IVhere  are  the  new  faculty 
members  to  staff  the  nation’s  efforts  to  expand  medical  education 
and  increase  the  supply  of  physicians  for  the  nation  to  be 
found?  Training  programs  have,  for  the  past  decade  or  so,  been 
the  main  encouragement  to  the  training  of  both  types  in  adequate 


numbers . 
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2.  llie  General  Research  Support  Program  of  the  Nil!  will  be  cut 
$11.5  million  below  the  level  of  funding  established  for 
this  program  in  Fiscal  Year  1971.  The  general  support  for 
the  research  and  research  training  programs  of  medical  schools 
provides  funds  which  can  be  used  at  the  discretion  of  the 
institution  in  the  development  of  new  programs,  providing 
initial  support  for  young  investigators,  undertaking  pilot 
projects  and  feasibility  studies,  and  supporting  centralized 
facilities  and  services  needed  by  multiple  investigators. 

These  funds  thus  greatly  multiply  the  value  of  appropriations 
specifically  directed  to  the  support  of  research  projects. 
Phasing  out  of  this  program,  which  seems  to  be  the 
Administration's  purpose,  will  substantially  impair  the’ 
effectiveness  of  our  entire  medical  research  structure. 

3.  Funds  available  for  new  and  competing  research  grants  will  be 
cut  almost  $10  million  below  the  level  set  in  Fiscal  Year  1971 
appropriations.  It  is  these  new  research  grants  that  encom.pass 
the  new  ideas  and  the  new  men  which  so  often  constitute  the 
leading  and  innovative  edge  of  advance  in  biomedicine.  This 
reduction  denies  access  to  these  new  men  and  ideas  and  thus 
diminishes  the  scope  of  scientific  thought  and  enterprise 
directed  toward  health  problems. 
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4.  I am  sure  the  committee  is  probably  weary  of  the  constant 
emphasis  upon  and  repetition  of  the  axiom  that  only  through 
the  advance  of  basic  knowledge  can  we  hope  to  achieve 
eventual  mastery  of  premature  death  and  the  major  diseases 
and  causes  of  disability  in  man.  It  stands  in  singular 
contrast,  in  respect  to  the  comprehension  of  the  Administration 
of  this  vital  point,  to  view  the  budgetary  proposals  for 
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the  National  Institute  of  General-  Medical  Sciences.  The  Fiscal 
Year  1972  )>udget  for  this  Institute  has  been  set  at  a level  of 
$15.9  million  below  tlie  amount  that  Congress  appropriated  in  Fiscal 
Year  1971.  In  addition,  the  programs  will  have  suffered  further 
erosion  as  a consequence  of  the  inflationary  process.  It  is  the 
programs  of  this  Institute  that  provide  support  for  all  of  the 
basic  biomedical  science  underlying  the  purposeful  efforts  of 
the  categorical  institutes.  Slashing  NIGMS  programs  in  the  manner 
proposed  by  the  Administration  seems  definitely  counter-productive 
in  the  context  of  the  Administration's  avowed  proposals  to  undertake 
major  new  research  initiatives. 

We  urge  that  the  committee  restore  the  funding  levels  of 
these  vital  programs  to  at  least  their  1971  level. 

We  also  urge  that  the  committee  accept  as  a principle  the  main- 
tenaiice  of  the  Fiscal  Year  1969  level  of  research  effort  as  supported 
through  research  and  research  training  grants  as  the  minimal  base  of 
scientific  activity  on  which  our  national  health  effort  vitally  depends. 

We  fully  support  all  of  the  proposed  special  research  initiatives 
set  forth  by  the  Administration  if  they  are  not  administered  in  a 
way  that  will  tend  to  impair  the  fundamental  base  of  activity  to  which 
reference  has  been  made. 

To  maintain  the  1969  level  of  research  activity  needed  to  provide 
for  further  program  development  in  key  areas  will  require  a Fiscal 
Year  19  72  appropriation  level  for  NIH  Research  Institutes  and  Divisions 
of  $1,491,841,000,  an  increase  of  $200  million  over  the  President's 


request . 


2483 


We  submit  a table  for  the  committee's  consideration  which  presents 
our  recommended  levels  of  funding  for  NIH  programs  in  detail.  They  are 
the  most  responsible  recommendations  we  are  able  to  devise  and  ;ve  respect- 
fully request  careful  consideration  of  them  by  the  committee. 

As  a final  note  in  my  comment  on  research  appropriations, 

I should  like  to  point  out  that  the  proposals  made  by  the  President 
and  in  the  Congress  to  increase  our  research  efforts  in  the  field 
of  cancer  have  furnished  a setting  for  the  American  people  to 
express,  their  recognition  of  the  importance  of  biomedical  research  and  their 
concern  about  the  level  at  which  it  is  being  supported.  But  cancer  is 
merely  one  case  in  point.  There  are,  in  fact,  other  efforts  in  progress 
to  control  diseases  and  threats  which,  collectively,  are  probably  as 
distressing  and  burdensome  to  our  people  as  cancer.  Among  these  are  the 
programs  of  the  National  Heart  and  Lung  Institute  to  control  heart  disease; 
there  is  also  the  work  of  the  National  Institute  of  Child  Health  and  Human 
Development  in  population  research  as  authorized  by  the  Family  Planning 
Services  and  Population  Research  Act  of  1970;  and  there  are  the  imaginative 
studies  of  the  National  Institute  of  Dental  Research  on  the  causation  and 
control  of  dental  cavities. 

Obviously,  it  is  not  reasonable  to  attack  all  known  ills  to  which  the 
human  flesh  is  heir  simultaneously  and  with  equal  emphasis.  But  it  is  our 
carefully  considered  conviction  that  the  American  public  is  in  agreement  with 
us  with  regard  to  reconsidering  our  priorities  and  halting  the  decline  in 
our  biomedical  research  efforts.  Further  degradation  in  that  effort,  whether 
or  not  we  rapidly  succeed  in  effectively  guaranteeing  the  right  to  health 
by  reorganizing  our  system  for  delivery  of  health  services,  is  simply  not 
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defensible  on  the  basis  of  the  established  record.  It  will  take  relati\ely 
little  further  attrition  to  reduce  the  programs  of  the  National  Institutes  of 
Health  to  a rcutine  and  uninspired  state.  On  the  other  hand,  if  this 
should  happen,  it  will  take  years  and  billions  of  dollars  to  rebuild  it 
to  the  point  where  it  can,  once  again,  take  the  lead  in  strengthening 
and  maintaining  the  fundamental  foundation  --  which  is  biomedical  research  -- 
on  which  the  nation’s  health  inevitably  rests. 
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HEALTH  MANPOWER  AND  TRAINING 

One  of  the  key  objectives  necessary  for  achievement  of  improved 
health  and  w.ell -being  of  our  country's  people  is  expansion  of  the  nation's 
health  manpower  and  facilities. 

The  key  manpower  element  is  the  availability  of  physician  services. 
The  demand  for  physician  services  has  increased  tremendously  in  the  past 
10  years.  Yet  the  national  increase  in  U.S. -trained  physicians  has 
barely  kept  pace  with  population  growth  and  we  are  currently  dependent 
upon  the  addition  of  2,000  foreign-trained  physicians  per  year  to  our 
doctor  pool  in  our  effort  to  keep  pace  with  the  demand  for  medical 
services.  There  is  clearly  a national  shortage  of  physicians;  the 
current  estimates  put  the  shortage  at  about  50,000.  Yet  over  the  past 
10  years,  medical  schools  have  lacked  adequate  space  and  operating  budgets 
to  expand  as  rapidly  as  necessary  in  order  to  provide  these  additional 
physicians. 

Despite  the  limited  scope  of  the  present  Health  Professions 
Educational  Assistance  program  and  the  fact  that  appropriations  have 
always  been  substantially  below  authorizations,  the  HPEA  program  has 
made  an  important  contribution  in  expanding  the  nation's  capacity  for 
medical  education.  In  1963  at  the  time  of  the  passage  of  the  HPEA  Act, 
there  were  87  U.S.  medical  schools  with  an  entering  class  of  8,772, 
a total  enrollment  of  M.D.  candidates  of  32,001  and  a graduating  class 
of  7,335.  In  1970-71,  eight  years  later,  the  nation  has  102  medical 
schools  admitting  students  (an  increase  of  15,  with  12  more  schools  in 
development).  First-year  classes  totalled  11,360  (an  increase  of  2,588); 
the  total  number  of  medical  students  was  40,333  (an  increase  of  8,332); 


2486 


and  tlie  number  of  graduates  was  about  8,996  (an  increase  of  1,661). 

The  chart  on  page  19  (Federal  Support  for  Medical  Education  and  Medical 
School  Entering  Class  Size)  shows  the  increase  in  the  entering  class 
of  M.D,  candidates  in  relationship  to  the  federal  funds  available. 

These  figures  are  impressive  evidence  that  given  some  measure  of  > 

■ “TSim  IN  ■wTTt,. 

additional  federal  support,  the  nation's  medical  schools  car,  respond. 

This  year.  Congress  is  considering  new  health  manpower  legislation 
which,  when  enacted,  will  modify  and  extend  the  Health  Professions 
Educational  Assistance  Act.  The  legislation  has  yet  to  emerge  in  final 
form.^  But  even  at  this  stage,  it  seems  likely  that  the  final  legislation 
will  constitute  a major  step  toward  recognizing  our  medical  schools  as 
a national  resource.  Both  the  House  and  the  Senate  Dills  contain  provisions 
for  a substantial  increase  in  Federal  financial  support  for  medical  schools. 
If  the  legislation  that  is  finally  enacted  is  anywhere  near  the  terms  of 
the  current  bills,  it  will  constitute  a clear  affirmation  of  the  intent 
of  this  nation  to  greatly  augment  the  Federal  role  and  investment  in 
medical  education. 

In  the  past  the  failure  of  appropriations  to  meet  authorization  levels 
has  been,  we  believe,  a major  constraint  upon  the  capability  of  American 
medical  schools  to  respond  to  national  objectives  for  increasing  health 
manpower.  The  current  consideration  of  health  manpower  legislation  by 
both  houses  of  Congress  has  provided  a re-affirmation  of  these  objectives 
and  a directive  for  an  even  greater  and  more  urgent  attack  upon  them. 
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We  therefore  appeal  to  the  committee  to  recommend  appropriations  of 
the  full  amounts  authorized  for  the  critical  programs  of  construction,  student 
assistance  and  institutional  support  in  the  finally  enacted  health 
manpower  legislation.  For  the  Congress  to  set  one  measure  of  need  in  major^ 
substantive  legislation  and  to  reject  that  measure  in  subsequent  appropriations 
would  constitute  a most  damaging  contradiction  in  our  nation's  effort  to 
meet  the  health  crisis. 

I should  like  now  to  speak  to  the  component  programs  involved  in  the 
nation's  health  manpower  effort. 

Construction  Assistance 

Since  the  passage  of  the  Health  Professions  Educational  Assistance  Act 
in  1963,  the  cumulative  total  of  the  annual  appropriations  provided  for  the 
construction  of  teaching  facilities  for  the  health  professions  through 
fiscal  1971  amounts  to  $809.7  million.  Corresponding  authorizations 
amount  to  $1.05  billion.  It  is  generally  agreeed  that  at  the  time  of 
enactment  those  authorizations  were  regarded  as  barely  adequate  to  meet 
the  needs  then  perceive(^  let  alone  the  needs  of  the  present  day. 

As  a consequence  of  the  failure  to  provide  adequate  funding  for  the 
present  construction  programs,  the  entire  program  of  planned  construction 
by  the  nation's  health  professions  schools  has  been  brought  almost  to  a 
halt.  The  costs  for  constructing  those  facilities  that  are  necessary 

I 

to  mount  educational  programs  are  rising  at  a rate  of 

1 percent  to  2 percent  per  month.  At  the  present  time,  we  are  informed 
that  the  backlog  of  approved  but  unfunded  applications  for  construction 
assistance  in  all  the  health  educational,  research  and  library  programs 
totals  about  $1  billion.  For  medical  educational  facilities,  this  backlog 
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totals  $614  million.  All  of  the  applications  represent  an  enormous 
effort  plus  the  commitment  of  millions  of  dollars  of  matcliing  funds 
obtained  only  under  great  difficulty,  and  which,  because  of  inaction, 
are  in  danger  of  being  withdrawn. 

If  the  me  lical  schools  are  to  do  the  job  of  increasing  their 
enrollment  at  a rapid  pace,  they  must  be  able  to  expand  their  existing 
facilities  at  a similar  pace  or  else  the  job  cannot  get  done.  The 
schools  desperately  need  more  classrooms,  more  lecture  halls,  and  more 
facilities  for  self-instruction. 

In  addition,  there  is  a growing  need  for  extensive  renovation  and 
replacement  of  the  aging  buildings  which  some  of  the  older  schools  of  the 
health  professions  are  forced  to  utilize.  More  than  half  (54  out  of  102) 
of  the  medical  schools  in  the  country  today  were  organized  before  1900. 
The  development  of  new  programs  of  medical  education  and  the  current 
emphasis  on  training  associated  with  ambulatory  care  are  rapidly  making 
many  medical  educational  facilities  obsolete.  Some  can  be  rendered 
serviceable  by  renovation;  some  now  need  replacement.  In  either  case, 
federal  financial  assistance  is  essential  for  the  schools  to  meet  che 
heavy  costs  that  are  involved. 

Not  only  do  the  medical  schools  require  the  expansion  of  existing 
facilities  and  the  replacement  of  obsolescent  ones,  but,  if  the  facts 
are  to  be  accorded  any  weight,  the  nation  needs  to  build  some  completely 
new  schools;  for  instance,  there  are  still  five  states  in  the  nation 
without  medical  schools.  The  prestigious  Carnegie  Commission  on  Higher 
Education  has  called  for  the  establishment  of  at  least  nine  new  medical 
schools  in  addition  to  those  new  schools  that  are  now  under  development. 
And  the  Association's  Committee  on  the  Expansion  of  Medical  Education 
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called  for  the  development  of  12  new  schools  by  1976. 

It  is  frankly  impossible  to  meet  the  present  construction  requirements 
of  medical • education  at  the  old  levels  of  inadequate  funding.  In  view 
of  the  economics  involved,  and  the  urgent  task  ahead  of  meeting  the 
nation's  need  for  physicians,  the  Association  asks  that  the  subcommittee 
recommend  full  funding  of  the  construction  grant  program.  The  Association 
recognizes  the  very  great  likelihood  that  a new  construction-assistance 
program  of  loan  guarantees  and  interest  subsidies  will  be  included  in 
the  final  version  of  the  new  health  manpower  legislation.  Such  a new 
program  can  serve  as  a valuable  supplement  to  assistance  provided 
through  outright  grants.  However,  the  Association  urges  that  loan 
guarantees  and  interest  subsidies  be  viewed  only  as  a supplement,  and 
not  as  an  alternative.  Only  through  the  full  utilization  of  both 
programs  of  construction  assistance,  and  the  appropriation  of  funds 
to  activate  approved  but  unfunded  projects  can  freezing  the  much-needed 
future  expansion  of  the  physical  plant  of  medical  education  be  avoided. 

Institutional  Support 

Health  professional  education  has  always  been  the  most  expensive 
area  of  higher  education;  costs  have  increased  at  a substantial  rate 
throughout  the  post-war  period.  The  inflationary  price-wage  trend  has, 
of  course,  been  an  important  factor  in  these  increases.  Perhaps  of 
greatest  influence,  however,  has  been  the  effect  of  the  vast  changes  in 
the  functions,  programs,  and  services  involved  in  present-day  medical 
education.  These  changes  are  impressively  reflected  in  the  magnitude 
and  diversity  of  the  activities  of  the  present-day  academic  health 
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center.  Tlius,  present-day  medical  education  is  enveloped  in  an 
extraordina;.'ily  complex  and  inter-related  set  of  educational,  research, 
and  service  activities  serving  many  public  needs.  This  process  of  expansion 
has  been  sujiported  through  many  diverse  sources,  including  federal  funds. 

There  liave  bee7i  two  salient  consequences  of  this  development: 

The  rate  of  change  has  been  so  rapid  that  serious  instabilities 
have  been  introduced  into  the  fiscal  situation  of  the  medical 
centers . 

The  whole  structure  of  the  academic  health  center  is  so  unitary 
that  any  diminution  of  support  for  one  of  its  programs  must 
have  immediate  and  pervasive  effects  upon  the  integrity  of  the 
entire  structure  and  its  capability  to  perform  its  many  other 
functions . 

This  is  the  dilemma  which  the  American  medical  schools 
confront  today;  operating  costs  have  risen  at  unprecedented  and 
unanticipated  rates;  federal  and  non-federal  support  for  basic  operating 
budgets  have  lagged  seriously  behind  the  increase  in  expenses;  and  the 
substantial  and  heretofore  stable  flow  of  funds  for  research  support  is 
being  cut  back. 
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Basic  operating  support  at  an  adequate  level  is  the  most  critical 
need  of  medical  schools.  The  financial  crisis  that  has  been  predicted 
for  so  many  years  has  arrived  at  last  --  and  with  a vengence.  All 
across  the  :ountry,  medical  schools  find  themselves  in  severe  financial  situations 
If  the  current  conditions  are  allowed  to  persist,  the  ultimate  result 
will  be  a grave  impairment  and  deterioration  of  the  programs  of  all 
schools.  In  desperation,  the  nation's  medical  schools  are  looking  to  the 
federal  government  for  a commitment  of  substantial  and  continuing  basic 
support  necessary  for  their  very  survival. 

In  the  past,  the  institutional  and  special  project  grant  programs 
of  the  HPEA  Act  have  provided  the  only  direct  federal  support  to  offset 
the  increasing  operating  costs  of  medical  schools,  thus  enabling  them  to 
expand  their  enrollments  and  to  improve  their  educational  programs. 

In  short,  the  institutional  and  special  project  grants  have  been  a 
lifeline  of  sustenance  for  the  advancement  of  medical  education. 

However,  the  lifeline  has  had  a knot  in  it.  Since  the  inception  of  these 
programs  in  1966,  actual  appropriations  have  fallen  far  short  of  the 
minimal  needs  reflected  in  the  authorized  appropriations:  $388,051,000 

appropriated  versus  $485  million  authorized. 

The  area  of  institutional  support  clearly  has  been  singled  out  in  the 
pending  health  manpower  legislation  for  important  modifications  and  vastly 
increased  levels  of  funding.  Both  houses  of  Congress,  for  the  first  time 
in  the  history  of  the  program,  have  agreed  to  authorize  separate 
appropriations  for  formula  grants  and  special  project  grants,  discarding 
the  old  practice  of  a single  authorization  which  left  to  the  HEW  Secretary 
the  hard  decision  of  allocating  the  funds. 
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Currently,  federal  support  for  the  basic  operating  expenses  of 
medical  schools  averages  $1,500  per  student  per  year.  This  is  comprised, 
on  the  average,  of  $600  per  student  per  year  provided  through  a basic 
improvement  grant  and  $900  per  student  per  year  through  a special  project 
grant.  Although  the  special  project  grant  program  has  been  thought  of 
generally  as  a program  of  federal  assistance  for  imaginative  innovation 
in  medical  education,  the  disasterous  financial  condition  of  many  of  our 
medical  schools  has  forced  the  diversion  of  special  project  grant  funds, 
with  the  government's  permission,  into  support  of  basic  operating 
expenses,  simply  to  survive. 

In  Fiscal  Year  1970,  for  example,  66  percent  ($22.9  million)  of 
the  HPEA  Act  special  project  grant  funds  awarded  to  medical  schools  went 
to  meet  some  condition  of  financial  distress.  Financial  distress  grants 
were  made  to  61  of  the  102  medical  schools  in  Fiscal  1970.  Obviously  the 
current  level  of  federal  support  for  basic  operating  expenses  is  substantially 
below  the  level  required  to  sustain  sound  financial  operation  of  a medical 
school  in  the  face  of  mounting  social  and  economic  pressures.  It  is 
thus  essential  that  the  level  of  support  be  raised  significantly. 

The  pending  health  manpower  legislation  before  the  Congress 
provides  for  a substantial  increase  in  the  level  of  federal  support  -- 
in  the  neighborhood  of  16  percent  to  25  percent  of  the  cost  of 
educating  a medical  student.  The  Association  urges  the  full  funding 
necessary  to  implement  whatever  authorization  levels  emerge  from 
this  legislation. 
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The  Association  appreciates  that  full  furding  of  the  predictable 
levels  of  Institutional  support  would  call  foi  a significant  increase 
in  appropriations.  But  we  hold  that  such  an  increase  is  essential 
if  our  nation’s  medical  schools  are  to  meet  the  challenges  confronting 
them. 

Student  Assistance 

Adequate  financial  assistance  for  medical  students  is  an  inseparable 
part  of  the  problem  of  expanding  medical  school  enrollment.  The 
Association  is  committed  to  the  view  that  such  expansion  should  be  based  on 
the  principle  that  all  qualified  students  should  be  given  a place  in 
a medical  schoo] . 

A major  effort  is  now  being  made  to  increase  the  matriculation  into 
medical  education  of  students  from  minority  and  disadvantaged  backgrounds. 
This  problem  has  recently  been  submitted  to  intensive  study  by  a group 
representing  physicians,  hospitals,  minority  groups,  and  medical  educators, 
group’s  report  emphasizes  that  long-standing,  arbitrarily  imposed  barriers 
to  full  equality  of  opportunity  for  the  pursuit  of  careers  in  medicine 
must  be  promptly  eliminated.  To  that  end  the  report  sets  the  goal  of 
quadrupling  (2.8%  to  12%)  the  proportion  of  minority  students  in  medical 
classes  by  1975.  It  goes  on  to  identify  the  main  barrier  to  minority 
student  enrollment  as  the  inadequacy  of  available  financial  aid. 
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Congressional  action  so  far  on  health  manpower  legislation 
indicates  an  understanding  of  the  problem  of  inadequate  financial  aid 
and  a willingness  to  increase  substantially  the  maximal  annual  assis- 
tance; from  the  current  $2,500  per  student  to  $3,500  per  student,  for  • 
both  loans  and  scholarships.  In  addition,  there  is  at  least  a possiblity 
that  a program  of  loan  guarantees  and  interest  subsidies  may  be  included 
as  a supplement  to  loan  assistance.  The  need  for  such  increased  assistance 
becomes  readily  apparent  after  considering  increases  in  tuition,  room 
and  board,  and  books.  Compared  to  a 40-percent  increase  in  student  aid 
that  would  be  provided  by  an  increase  to  $3,500,  tutition  has  risen 
more  than  50  percent  from  the  1964-65  academic  year  to  the  1972-73 
academic  year.  The  figures  for  the  increase  in  room,  books,  and  other 
essentials  are  similar. 

A full-scale  attack  on  the  problem  of  inadequate  student  financial 
assistance  will  not  be  possible,  however,  without  full  funding  of  the 
program  of  student  loans  and  scholarships.  For  example,  despite  the 
current  annual  maximum  loan  and  scholarship  award  of  $2,500,  chronic 
inadequate  funding  of  the  two  programs  has  sharply  reduced  the  percentage 
of  students  assisted  and  the  actual  level  of  per  student  assistance. 

The  percentage  of  the  total  requests  that  have  been  met  by  HPEA  Act  loans 
for  medical  students  has  fallen  from  a high  of  98  percent  in  Fiscal  i967 
to  27  percent  in  Fiscal  1971;  And  the  percentage  of  students  assisted  has 
dropped  from  a high  of  37  percent  in  Fiscal  1968  to  14  percent  in 
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Fiscal  1971,  Those  declines  in  student  assistance  are  shown  graphically 
in  the  chart  (IIPEA  Loans  for  Medical  Students)  on  page  29.  in  Fiscaj 
1971,  it  is  estimated  tliat  the  average  FPEA  Act  loan  per  student  assisted 
was  $1,221;  the  average  scholarship  per  student  assisted  was  $912. 

To  raise  these  levels  of  student  assistance  to  more  adequate  levels 
will  require  increased  appropriations.  The  Association  urges  the  subcommittee 
to  provide  the  full  appropriations  necessary  to  carry  out  the  final 
Congressional  mandate  for  health  professions  student  assistance. 

PUBLIC  HEALTH  MANPOWER 

hTiile  the  number  of  schools  of  public  health  and  the  number  of 
students  enrolled  has  increased  over  the  years,  federal  support  for 
the  schools  and  the  students  has  not  increased  proportionately.  The 
Administration's  public  health  manpower  budget  for  Fiscal  Year  1972 
proposes  only  a $39,000  increase  over  the  $18,475  million  appropriated 
in  Fiscal  Year  1971,  and  this  increase  is  targeted  for  direct  operations 
only  with  no  increases  proposed  for  the  traineeship  and  project  grant 
programs.  The  1972  amounts  proposed  for  these  two  programs  represent 
an  increase  of  only  $400,000  and  $100,000  respectively  over  the  amounts 
actually  appropriated  in  Fiscal  fear  1909,  or  a total  increase  for  both 
programs  of  less  than  3 percent  in  four  years. 

Because  of  increases  in  tuition  and  in  the  cost  of  living 
generally,  coupled  with  increasing  enrollments  in  schools  of  public 
health,  a 3-percent  increase  in  federal  funding  in  four  years  represents 
an  absolute  decrease  in  the  amount  of  money  available  to  the  schools 
and  the  students.  The  Association,  therefore,  is  quite  disturbed  by 
the  Administration's  public  health  manpower  budget  for  Fiscal  Year  1972 
and  strongly  recommends  that  it  be  increased  from  $18,514  million 
to  $23.5  million,  with  all  of  the  increases  devoted  to  the  traineeship 
and  project  grant  programs,  and  that  the  $543,000  proposed  for 
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direct  operations  remain  unchanged. 

ALLIED  HEALTH  MANPOWER 

Perhaps  the  most  frustrating  and  confusing  situation  among  allied 
health  educators  today  is  the  inconsistency  of  the  Federal  Government 
in  stating  that  the  country  needs  more  health  manpower,  that  this  is 
the  year  for  health;  and,  yet,  not  recommending  more  support  for  the 
education  and  training  of  a large  portion  of  the  needed  manpower. 

Since  the  Allied  Health  Professions  Personnel  Training  Act  was 
signed  into  law  in  1966,  funding  has  changed  very  little.  Indeed, 
many  of  the  categories  in  this  legislation  never  have  been  funded. 
Additionally,  funding  of  Basic  Improvement  Grants  on  a formula  basis 
never  has  been  at  the  100  percent  level  of  qualification,  and  appropriations 
for  construction  supplied  matching  funds  for  only  five  or  six  projects 
before  the  appropriations  were  dropped  entirely.  Awards  under  the  Basic 
Improvement  formula  grants  have  represented  the  only  general  support 
for  educational  programs  in  the  allied  health  professions.  Now  the 
Administration  is  asking  that  no  funds  be  appropriated  in  this  category. 

It  is  proposed,  instead,  that  all  funds  to  improve  the  quality  of  training 
be  placed  in  the  Special  Improvement  category  and  be  awarded  only 
on  a project  basis. 

A survey  by  the  Association  of  Schools  of  Allied  Health  Professions 
of  institutions  which  have  had  experience  with  the  Allied  Health 
Professions  Personnel  Training  Act  and  are  involved  in  allied  health 
education  revealed  the  strong  need  for  continuation  of  formula  grants. 

The  colleges  and  universities  as  well  as  the  hospitals  where  educational 
programs  are  situated  represent  the  most  knowledgeable  group  in  regard  to 


2498 


the  needs  of  education  and  training  for  the  allied  Iiealth  professions 
and  occupations.  It  is  on  the  basis  of  this  knowledge  and  experience 
that  it  is  felt  that  the  most  urgent  need  is  the  full  funding  of  the 
authorization  levels.  Titus  we  recommend  an  $8-million  increase  over 
the  President's  budget  for  allied  health  manpower. 

NATIONAL  LIBRARY  OF  MEDICINE 


I should  now  like  to  say  a few  words  in  support  of  the  program 

of  the  National  Library  of  Medicine  * 

Tlte  advance  of  medical  education  and  research,  and  particularly 
the  improvement  of  medical  care  and  health  services ^ is  heavily  depen- 
dent upon  the  prompt  and  accurate  communication  of  the  latest  scien- 
tific information  stored  in  such  a way  as  to  allow  for  easy  access 
by  the  entire  biomedical  and  health  community. 

The  National  Library  of  Medicine  and  its  programs  stand  at 
the  center  of  this  process.  Ihe  enormous  collection  of  medical  writings 
held  by  the  library,  its  world-wide  acquisition  program,  coupled 
with  Its  bibliographic  activities,  notably  the  Index  Medicus  and  MEDLARS, 
constitute  the  basic  intelligence  process  of  medicine  not  only  for 
the  United  States  but  for  the  world  medical  community. 

At  tlie  request  of  the  NLM,  the  Council  of  Academic  Societies  of  the 
AAMC  undertook  a study  of  the  potential  of  new  communication  teclmology 
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in  medical  education,  its  implication  for  health  care  delivery,  and 
the  action  tliat  should  be  taken  in  light  of  the  conclusion  reached. 
The  report  of  this  study  has  been  recently  submitted  to  the  NLM  and 
is  entitled  "Educational  Technology  for  Medicine  - Role  for  the  Lister 
Hill  Center,"  If  this  report  has  not  been  received  by  the  committee, 

I am  sure  that  the  Director  of  the  Library  would  be  happy  to  provide 
copies . 

The  basic  conclusion  reached  in  this  study  was  that  the  National 
Library  of  Medicine,  through  the  Lister  Hill  National  Center  for 
Biomedical  Communications  should  undertake  a major  effort  to  bring  the 
full  capabilities  of  modern  communications  technology  and  concepts 
to  bear  upon  medical  education,  research,  and  the  processes  of  health 
care  delivery.  The  eventual  objective  of  this  effort  is  to  render 
obsolete  the  current  system  of  libraries,  text  books,  medical  school 
curricula  and  instruction  methods,  and  the  present  total  dependence 
upon  memory  and  pattern  recognition  in  clinical  decision  making  and 
problem  solving.  Only  through  such  a transformation  in  the  present 
process  of  information  handling  and  communication  methods  will  it  be 
possible  to  manage  and  apply  the  vast  scope  and  great  complexity 
of  biomedical  knowledge  and  technology.  To  accomplish  this  necessary 
revolution  will  require  a substantial  strengthening  of  the  Lister  Hill 
Center  and  the  National  Medical  Audiovisual  Center. 

Unfortunately,  the  National  Library  of  Medicine  has  struggled  over 
the  years  since  its  creation  with  a thoroughly  inadequate  funding 
base.  The  President's  budget  for  1972  would  provide  $21,981,000  for 
these  important  programs,  a level  that  is  less  than  the  support 
available  in  1970  and  1971,  if  inflation  is  taken  into  account. 

The  Association  of  American  Medical  Colleges  proposes  an  increase 


63-792  O - 71  - Pt.  4-15 


2500 


in  this  level  of  support  to  $24,481,000,  or  $2.5  million  over  the 
President's  budget. 

HEALTH  SERVICES  AND  MENTAL  HEAL'DI 
ADMINISTRATION  PROGRAMS 

Up  to  this  point  in  its  statement,  the  Association  of  American 
Medical  Colleges  has  focused  its  attention  on  those  NIH  programs  which 
have  a direct  impact  on  the  nation's  academic  health  centers.  The 
Association  recognizes,  however,  that  its  scope  of  concern  includes 
the  entire  effort  aimed  at  improving  health  services  available  to 
the  people  of  this  nation. 

The  whole  national  effort  to  strengthen  and  expand  medical  education 
and  to  advance  scientific  knowledge  and  capability  in  the  medical 
sciences  through  research  is  meaningful  only  as  it  helps  to  create 
a body  of  health  services  which  can  assure  that  the  health  needs  of 
the  American  people  will  be  met;  in  other  words,  that  every  person 
will  have  the  opportunity  to  achieve  the  maximum  possible  physical 
and  mental  well  being.  The  academic  health  centers  and  teaching  hos- 
pitals are  an  integral  part  of  this  process.  Beyond  their  traditional 
role  of  training  health  manpower  and  conducting  research,  the  medical 
schools  through  their  teaching  hospitals,  clinics  and  medical  care 
programs,  are  now  involved  directly  in  the  community  health  scene. 

Consequently,  the  functions  and  goals  of  the  academic  health 
centers  of  the  nation  are  in  considerable  measure  dependent  upon  the 
activities  of  many  of  the  federal  programs  funded  through  appropria- 
tions for  the  Health  Services  and  Mental  Health  Administration.  In 
many  of  these  areas  the  AAMC  does  not  have  the  detailed  knowledge 
of  the  program  status  and  need  comparable  to  our  understanding  of  the 
research  and  manpower  programs  of  the  NIH.  Therefore,  the  Association 
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welcomed  the  formation  of,  and  has  become  an  active  participant  in, 
the  Coalition  for  Health  Funding.  The  Coalition  is  an  informal,  ad 
hoc  coming-together  of  a group  of  organizations  which  have  great  expertise 
in  health  and  health  education  and  a major  concern  for  the  funding 
levels  of  the  nation’s  health  activities.  Guided  by  the  recommendations 
of  the  Coalition  for  Health  Funding,  which  the  AAMC  fully  supports, 
we  should  like  to  express  the  need  of  those  HSMHA  programs  which  have 
direct  impact  upon  academic  health  centers. 

Mental  Health 

The  President's  budget  for  the  National  Institute  of  Mental 
Health  totals  $499,451,000,  some  $111  million  over  the  1971  level 
of  support.  We  question  whether  this  is  an  adequate  level 
of  effort  to  deal  with  one  of  the  most  critical  health  problems 
confronting  the  American  people.  There  is  no  evidence  that  the  incidence 
of  mental  illness  is  on  the  wane.  We  still  lack  the  basic  understand- 
ing of  the  origin  and  biological  nature  of  mental  disorder.  In 
the  absence  of  definitive  therapeutics,  we  are  solely  dependent  upon 
increasing  skill  in  the  management  of  the  mentally  ill  and  chemical 
suppression  of  adverse  manifestations  of  the  disease. 

In  the  face  of  these  basic  limitations  in  our  therapeutic  capability 
to  cope  with  mental  illness  we  believe  the  levels  of  funding  for 
mental  health  research  to  be  inadequate.  Similarly  we  consider  the 
cut- back  in  mental  health  manpower  development  programs  to  be  i T^compatible 
with  the  expanding  need  for  trained  mental  health  manpower,  both  for 
research  and  for  staffing  of  community  mental  health  facilities. 

We  therefore  support  recommendations  of  the  Coalition  for  Health 
Funding  for  adding  $130  million  to  the  President's  budget  for  the 
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National  Institute'  of  Mental  Health. 

Health  Services  Research  and  Development 

Tlie  National  Center  for  Health  Services  Research  and  Development 
provides  the  leadership  and  support  to  extend  the  same  kind  of  scientific 
approach  to  solving  the  problems  of  health  service  that  has  already  been 
so  successful  under  NIH  in  advancing  the  scientific  understanding  of 
disease  and  in  developing  new  therapeutic  approaches.  In  view  of  the  critical 
need  for  innovation  and  new  approaches  to  providing  health  care,  the  level 
of  support  for  this  program  in  the  President's  budget  is  pitifully  small. 

We  concur  in  the  Coalition  recommendation  of  a $10-million  increase 
in  the  President's  request  for  the  National  Center  for  Health  Services 
Research  and  Development. 

Regional  Medical  Programs 

Regional  Medical  Programs  have  been  the  center  of  the  national  effort 
to  link  the  medical  schools  and  other  centers  of  scientific  and  academic 
medicine  to  the  framework  cf  health  institutions  and  services  in  a regional 
area  to  broaden  the  availability  of  the  latest  advances  in  diagnosis, 
therapy,  and  other  medical  capability.  Providing  a bridge  between  the  world 
of  the  medical  sciences  and  the  community  health  scene  has  been  the  central 
theme  of  Regional  Medical  Programs  from  the  beginning.  It  has  provided 
the  means  for  medical  schools  and  teaching  hospitals  to  extend  their 
capability  to  the  solution  of  community  health  problems  and  to  provide 
training  and  technical  assistance  and  at  the  same  time  expose  scientist 
and  academician  to  the  real  problems  of  community  health. 

The  further  forging  of  this  set  of  relationships  is  vital  to  the 
overall  advancement  of  the  quality  of  health  services  and  must  not  be 
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threatened  by  financial  strangulation,  which  seems  to  be  the  objective  oc 
the  Administration  in  cutting  the  budget  support  for  this  program  in 
half.  We  urge  a modest  increase  above  the  Fiscal  Year  1971  level  of 
funding  for  Regional  Medical  Programs  as  r(;commended  by  the  Coalition  for 
Health  Funding.  To  accomplish  this,  an  increase  of  $5U  million  above 
the  President's  disastrously  low  Fiscal  Year  1972  request  will  be  required. 

Medical  Facilities  Construction 

Teaching  hospitals  provide  the  setting  for  the  education  of  medical 
students,  interns,  residents,  nurses,  technologists , therapists,  and  health 
aides  in  a wide  range  of  disciplines  and  occupations. 

Expanding  the  capacity  of  hospitals  to  participate  in  the  education 
of  such  health  personnel  is  an  essential  element  of  the  national  effort 
to  increase  health  manpower. 

The  need  of  hospitals  to  renovate  or  replace  existing  facilities  or 
build  new  ones,  as  well  as  the  need  for  the  construction  of  new  hospitals, 
continues  to  be  a high  priority  requirement  in  expanding  the  health  resources 
of  the  nation. 

For  financing  this  needed  hospital  construction,  the  Administration  is 
proposing  that  major  dependence  be  placed  upon  guaranteed  loans  and 
interest  subsidies.  This  imposes  a major  handicap  upon  the  needed  expansion 
of  hospital  construction. 

The  problem  in  financing  hospital  construction  arises  mainly  from  the 
fact  that  hospitals  are  non-profit  organizations,  being  reimbursed  for  their 
services  most  frequently  on  a cost,  or  less  than  cost,  basis.  The  economics 
of  such  a situation  prevent  the  accumulation  of  a surplus.  Depreciation 
charges,  when  received,  most  often  must  be  used  for  renovation  or  for 
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maintenance  of  existing  plant  equipment  ■••ather  tlian  for  modernization  or 
expansion  of  plant  facilities. 

Debt  financing  directly  affects  the  cost  of  care  since  payments  of 
principal  and  interest  must  be  included  ii  the  hospital  charge  structuie. 
Further,  several  state  statutes  prohibit  Dorrowing  and/or  funding  or 
depreciation  by  state  institutions. 

Therefore,  it  is  essential  that  an  appropriate  balance  be  maintained 
between  debt  financing  and  governmental  grants-in-aid. 

With  that  in  mind,  the  Association  of  American  Medical  Colleges  finds 
the  $108.9  million  Presidential  request  for  medical  facilities  construction 
in  the  Health  Services  and  Mental  Health  Administration  completely 
unrealistic  and  inappropriate  to  the  task.  The  Association,  therefore, 
concurs  in  the  increase  of  SlOC  million  in  grant  funds  over  the  President’s 
request,  to  raise  the  appropriations  to  >208.9  million  as  recommended  by 
the  Coalition  for  Health  Funding. 

We  have  summarized  in  the  attached  table  our  recommendations  for  those 
Health  Services  and  Mental  Health  Administration  programs  to  which  we  have 
spoken  in  this  testimony.  In  respect  to  the  other  Health  Services  and 
Mental  Health  Administration  programs,  we  support  the  appropriation  recommen- 
dations of  the  Coalition  for  Health  Funding. 

We  are  fully  aware  of  the  enormous  task  before  the  subcommittee  in 
assessing  the  many  recommendations  for  appropriation  increases  presented 
to  it.  It  is,  indeed,  an  awesome  labor  and  a grave  responsibility.  I 
would  urge  that  you  approach  this  process  from  the  point  of  view  which 
Dr.  John  A.  D.  Cooper,  President  of  the  Association  of  American  Medical 
Colleges,  expressed  on  the  occasion  of  the  public  announcement  of  the 
objectives  of  the  Coalition  for  Health  Funding: 
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"A  greater  magnitude  of  federal  support  is  imperative  if  we 
are  to  make  rapid  and  substantij',1  progress  toward  overcoming  the 
many  barriers  that  stand  betweeii  the  Ainerican  people  and  good 
. health. 

"Unfortunately,  it  is  common  practice  to  view  increases  in 
health  expenditure  with  alarm  aid  concern,  as  though  they  represented 
a major  economic  burden.  In  contrast,  increases  in  expenditure 
in  almost  every  other  area  of  our  national  economy  are  greeted 
with  pleasure  and  called  economic  progress. 

"The  time  has  come  for  this  nation  to  realize  that  support  of 
health  care  is  not  an  economic  burden;  it  is  a measure  of  social 
advance . 

"Indeed,  the  extent  to  which  a nation  provides  health  care  for 
its  people  is  not  a measure  of  its  charity,  but  of  its  humanity.” 
This,  Mr.  Chairman,  completes  my  prepared  statement.  We  should  be 
pleased  to  respond  to  any  questions  you  or  the  other  members  of  the 
subcommittee  may  wish  to  ask. 


Thank  you. 
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HEALTH  MANPOWER  AND  TRAINING 

Dr.  Chapman.  I would  like  to  turn  first  to  the  question  of  health 
manpower  and  training. 

Senator  Magnuson.  Now  what  page  on  your  full  statement  do  you 
discuss  that? 

Dr.  Chapman.  That  is  on  page  17. 

Senator  Magnuson.  We  can  follow  you  a little  better. 

Dr.  Chapman.  For  the  purpose  of  saving  the  time  of  the  subcom- 
mittee, we  have  condensed  it. 

Senator  Magnuson.  I understand. 

Dr.  Chapman.  Senator  Cotton,  much  as  I would  like  to  talk  about 
Dartmouth,  I am  afraid  as  spokesman  for  the  association  I would  give 
offense  to  some  of  the  other  medical  schools. 

Senator  Cotton.  Well,  I will  talk  about  it.  [Laughter.] 

Dr.  Chapman.  The  first  is  the  question  of  the  shortage  of  physicians. 
Current  estimates,  of  course,  put  it  at  about  50,000.  Yet,  over  the  past 
10  years,  medical  schools  have  lacked  adequate  space  and  operating 
budgets  to  expand  as  rapidly  as  necessary  in  order  to  provide  these 
additional  physicians. 

Despite  the  limited  scope  of  the  present  health  professions  educa- 
tional assistance  program  and  the  fact  that  appropriations  have  al- 
ways boon  substantially  below  authorizations,  the  HPEA  program 
has  made  an  important  contribution  in  expanding  the  Nation’s  capac- 
ity for  medical  education. 

In  1963  at  the  time  of  the  passage  of  the  HPEA  Act,  there  were 
87  IJ.S.  medical  schools  with  an  entering  class  of  8,772,  a total  enroll- 
ment of  M.D.  candidates  of  32,001  and  a graduating  class  of  7,335. 
In  1970-71,  8 years  later,  the  Nation  has  102  medical  schools  admitting 
students,  an  increase  of  15,  with  12  more  schools  in  development. 

First-year  classes  totaled  11,360,  an  increase  of  2,588;  the  total 
number  of  medical  students  was  40,333,  an  increase  of  8,332 ; and  the 
number  of  graduates  was  about  8,996,  an  increase  of  1,661. 

Now  that  represents  a 25  percent,  roughtly  25-percent  increase  in 
total  number  of  medical  students  and  about  a 20-percent  increase  in 
the  number  of  graduates. 

Now  we  offer  these  figures  as  evidence  that  given  some  measure  of 
additional  Federal  support,  the  Nation’s  medical  schools  can  and  will 
respond  to  the  national  need. 

This  year,  as  has  been  pointed  out.  Congress  has  under  consideration 
new  health  manpower  legislation  which,  when  enacted,  will  modify 
and  extend  the  Health  Professions  Educational  Assistance  Act 
considerably. 

The  legislation,  as  our  chairman  has  pointed  out,  has  yet  to  emerge  in 
final  form. 

Senator  Magnuson.  I might  say  I think  the  two  bills  are  not  very 
far  apart.  They  should  not  ha^^e  much  trouble  in  conference. 

Dr.  Chapman.  We  are  gratified. 

But  even  at  this  stage,  it  seems  that  the  final  legislation  will  consti- 
tute a major  step  toward  recognizing  the  medical  schools  as  a major 
natural  resource. 

The  House  and  Senate  bills  contain  provisions  for  a substantial  in- 
crease in  institutional  support  for  medical  schools.  If  the  legislation 
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that  is  finally  enacted  is  anywhere  near  the  terms  of  the  current  bills, 
it  will  constitute  a clear  affirmation  of  the  intent  of  the  Nation  to  aug- 
ment significantly  the  Federal  role  and  investment  in  medical  educa- 
tion and  in  health  education  in  general. 

In  the  past  the  failure  of  appropriations  to  meet  authorization  lev- 
els has  been,  we  think,  a major  constraint  on  the  capability  of  Ameri- 
can medical  schools  to  respond  to  national  objectives  for  increasing 
health  manpower. 

The  current  consideration  of  health  manpower  legislation  by  both 
Houses  provides  a reaffirmation  of  these  objectives  and  the  directive 
for  an  even  greater  and  more  urgent  attack  on  them. 

We  appeal  to  the  committee  to  recommend  appropriations  of  the 
full  amounts  that  will  be  authorized  in  the  HPEAA  as  it  finally 
emerges. 

We  would  like  to  point  out,  too,  that  for  the  Congress  to  set  one 
measure  of  need  in  major  substantive  legislation  and  then  to  reject 
that  measure  in  subsequent  appropriations  would,  for  us,  create  a very 
damaging  and  confusing  situation,  and  wx  think  it  would  create  it  for 
the  Nation’s  entire  effort  to  meet  the  health  crisis. 

Now  a word  about  the  three  specific  components  of  the  pending 
health  manpower  legislation. 

First,  there  is  the  matter  of  construction  assistance.  Since  the  pas- 
sage of  the  original  HPEAA  in  1963  the  cumulative  total  of  the  an- 
nual appropriations  provided  for  the  construction  of  teaching  facili- 
ties for  the  health  professions  through  this  fiscal  year  1971  amounts 
to  about  $809  million.  Authorizations  for  the  corresponding  period 
amounted  to  $1.05  billion. 

As  a consequence  of  the  failure  to  provide  adequate  funding  for  the 
present  construction  programs,  the  entire  program  of  phase  construc- 
tion by  the  Nation’s  health  professions  schools  has  been  brought  almost 
to  a halt. 

The  cost  for  constructing  these  facilities  and  other  health  educa- 
tional programs  are  rising  at  a rate  of  1 to  2 percent  per  month. 

At  the  present  time  we  are  informed  that  the  backlog  of  approved 
but  unfunded  applications  for  construction  assistance  in  all  the  health 
educational,  research,  and  library  programs  come  to  about  a billion 
dollars.  For  medical  educational  f acilities  alone  the  backlog  is  around 
$614  million. 

Now  all  of  the  applications  represent  an  enormous  effort  plus  the 
commitment  of  millions  of  dollars  of  matching  funds  obtained  only 
under  great  difficulty  and  which,  because  of  inaction,  inability  to  go 
forward  with  these  plans,  those  matching  funds  are  in  many  instances 
in  danger  of  being  withdrawn. 

I would  like  to  point  out,  too,  that  more  than  half  of  the  Nation’s 
medical  schools  were  organized  before  1900.  The  development  of  new 
programs  of  medical  education  and  the  current  emphasis  on  training, 
associated  with  ambulatory  care  are  rapidly  making  many  medical 
educational  facilities  obsolete.  Some  can  be  rendered  serviceable  by 
renovation.  Some  now  need  replacement. 

In  either  case.  Federal  financial  assistance  is  essential  for  the 
schools  to  meet  the  heavy  costs  that  are  involved. 

In  addition,  the  Nation  needs  to  build  some  completely  new  schools. 
For  instance,  there  are  still  five  States  that  have  no  schools  at  all.  The 
Carnegie  commission  report  on  higher  education  recently  called  for 
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the  establishment  of  at  least  nine  new  medical  schools  in  addition  to 
those  schools  that  are  now  under  development  but  that  are  not  yet 
ready  to  admit  students. 

Our  own  organization  sets  the  number  of  new  schools  needed  at 
something  like  12.  In  view  of  the  economics  involved  and  the  urgent 
task  ahead  of  meeting  the  Nation’s  need  for  physicians,  our  association 
asks  that  the  subcommittee  recommend  full  funding  of  the  construc- 
tion grant  program. 

The  association  recognizes  the  very  great  likelihood  that  a new  con- 
struction assistance  program  of  loan  guarantees  and  interest  subsidies 
will  be  included  in  the  final  version,  of  course  we  don’t  know  this,  but 
we  are  told  that  it  is  likely. 

We  would  like  to  point  out  that  such  a new  program  can  serve  as  a 
valuable  supplement  to  assistance  provided  through  outright  grants. 
In  our  view  it  is  only  through  the  full  utilization  of  both  programs  of 
construction  assistance  and  the  appropriation  of  funds  to  activity- 
approved  but  unfunded  projects  can  our  planned  program  of  expan- 
sion of  health  education  be  kept  barely  in  line  with  the  actual  need. 

I would  like  to  turn 

Senator  Magnuson.  Before  you  do  that,  what  is  the  average  per- 
centage of  matching  funds  if  the  Congress  should  give  you  Federal 
construction  ? What  is  the  matching,  local  matching  fund  ? 

Dr.  Chapman.  It  varies,  Senator.  One-to-one  is  the  most  usual. 

Senator  Magnuson.  Fifty-fifty  ? 

Dr.  Chapman.  Yes,  sir. 

Senator  Magnuson.  Because  there  would  be,  I would  say,  some  oppo- 
sition to  total  grants,  full  Federal  grants,  on  the  money  end  of  it  in 
one  respect,  but  should  we  establish  a Federal  medical  college,  we 
would  have  them  doing  that.  We  don’t  want  to  have  that  trend.  You 
are  correct,  we  ought  to  put  more  in  the  construction  if  there  is  avail- 
able matching. 

Dr.  Chapman.  Yes,  sir. 

Senator  Magnuson.  That  can  be  stimulated  in  your  State  legisla- 
tures or  in  your  private  schools  where  you  have  the  chance  of  getting 
the  Federal  funds;  and  then  supplement  that  with  a program  of  some 
guaranteed  loans  such  as  we  do  for  college  dormitories.  That  is  a good 
example  of  it.  That  is  bricks  and  mortar.  That  program  was  very 
successful. 

Dr.  Chapman.  That  is  exactly  what  we  ask.  And  other  features  in 
universities,  where  there  are  medical  schools. 

Senator  Magnuson.  Now,  the  good  Senator  from  New  Hampshire 
and  myself  have  always  felt  that  we  should  have  more  construction 
funds  for  many  of  these  items  in  this  bill.  We  have  been  a little  bit 
frustrated  in  the  past  few  years  in  that  we  appropriate  them  and  then 
they  are  frozen. 

Dr.  Chapman.  We  understand. 

Senator  Magnuson.  It  seems  to  me  with  the  new  bill  and  a greater 
awareness  this  year  of  the  need  in  health  manpower,  that  we  might  be 
able  to  do  a little  more  in  construction,  coupled  with  what  we  heard 
here  just  recently  on  the  scholarships  and  fellowships.  Even  that  is  not 
going  to  catch  up  with  the  need.  We  have  been  focusing,  which  I am 
sure  you  people  would  agree,  on  the  auxiliary  fields  in  medicine  and 
dentistry  and  a program  now  to  see  if  we  cannot  encourage  returning 
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war  veterans  who  have  been  corpsmen  in  the  war  to  continue  and  help 
out  because  we  are  not  going  to  produce  enough  doctors  in  the  foresee- 
able future.  We  just  don't  have  the  plants  to  turn  them  out. 

So,  we  will  take  a look  at  it  and  see  what  we  can  do  on  this  con- 
struction item. 

But  we  do  have  another  problem.  The  State  legislatures  lag  pretty 
much  in  the  State  institutions.  I find  if  you  put  the  carrot  out  there, 
they  finally  try  to  catch  it. 

Dr.  Chapman.  It  makes  a big  difference. 

Senator  Cotton.  You  mentioned.  Doctor,  that  the  matching  funds 
varied,  the  majority  being  50-50.  How  do  these  formulas  vary? 

Dr.  Chapman.  I think  Mr.  Murtaugh  can  answer  that. 

Mr.  Murtaugh.  In  the  expiring  bill  there  was  a provision  for  two- 
thirds  matching  for  major  expansion  of  new  schools  and  for  all  other 
construction  it  was  on  a 50-50  matching  basis.  Both  the  House  and  Sen- 
ate bills  that  have  been  passed  |3ermit  75  percent  matching  for  new 
schools  or  major  expansion,  and  in  the  case  of  the  House  bill  a lower 
percentage  for  replacement. 

So  the  formulas  vary  with  whether  you  are  a new  school  or  under- 
taking major  expansion  of  your  class  size. 

Senator  Magnuson.  You  realize  that  everyone  who  comes  up  here 
on  education  and  on  health  wants  the  full  authorization.  Now  that  is 
Alice  in  Wonderland.  There  is  not  enough  money  down  in  the  whole 
Treasury  to  take  care  of  the  full  authorizations.  You  would  have  to 
have  triple  the  amount  in  the  Treasury  for  any  given  year  and  use  it 
for  nothing  else  to  make  a full  funding  of  every  bill  that  has  been 
passed  out  of  the  Labor  and  Welfare  Committee. 

Of  course,  that  is  the  responsibility  of  the  Appropriations  Com- 
mittee, subject  to  our  capabilities  and  subject  to,  with  all  due  respect  to 
the  budget,  what  they  will  spend.  So  you  have  to  cut  the  cloth  that 
way. 

Senator  Cotton.  Of  course,  the  final  total  of  the  authorizations 
running  from  1971  through  1976  of  the  bill  we  passed  last  night  is  just 
under  $6  billion. 

Senator  Magnuson.  I wish  we  could  get  that  kind  of  money. 

Mr.  Murtaugh.  That  is  indeed  for  all  purposes  including  construc- 
tion, not  just  for  construction. 

Senator  Magnuson.  Then  you  get  priorities  within  priorities,  and 
then  you  run  into  a lot  of  trouble  and  feuds  between  different  groups 
as  to  who  is  going  to  get  the  biggest  part  of  the  pie.  I think  that  on 
health  manpower,  if  anyone  can’t  realize  the  priority  of  that,  well, 
they  just  don’t  know  AVhat  the  facts  are. 

If  there  is  any  crisis  in  health,  it  is  delivery  of  health,  is  it  not  ? 

Dr.  Chapman.  Yes,  sir. 

Senator  Magnuson.  That  is  manpower  ? 

Dr.  Chapman.  In  part. 

Senator  Magnuson.  I merely  say,  speaking  not  for  Daritmouth,  but 
for  the  University  of  Washington,  too,  that  we  will  do  the  best  we 
can  on  this  construction  item  consistent  with  the  cold  facts  of  life 
around  here  on  money. 

Dr.  Chapman.  Thank  you,  sir. 

I would  like  to  say  a word  or  two  about  another  provision  of  the 
health  manpower  legislation.  That  has  to  do  with  institutional  sup- 
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port  in  the  form  of  per  capita  grants.  Of  course,  basic  operating  sup- 
port at  an  adequate  level  is  really  the  most  critical  needs  of  the  medical 
school s at  t he  present  time. 

I am  on  page  24,  Senator.  The  financial  crisis  that  has  been  pre- 
dicted for  so  many  years  is  with  us,  and  it  is  with  us  with  a vengeance. 
All  across  the  country  our  schools  find  themselves  in  very  severe  finan- 
cial situations  in  terms  of  opearting  funds. 

If  the  current  conditions  are  allowed  to  persist,  the  ultimate  result 
will  be  a grave  impairment  and  deterioration  of  the  programs  of  all 
schools.  Institutional  and  special  project  grants  have  been  a kind  of 
lifeline  of  sustenance  for  the  advancement  of  medical  education  in  the 
last  few  years,  but  there  has  been  a flaw  in  it  since  the  inception  of  these 
programs  in  1966. 

Actual  appropriations  again  have  fallen  far  short  of  the  minimal 
needs  reflected  in  authorized  appropriations.  That  is  $388  million 
appropriated  versus  $485  million  authorized.  The  area  of  institutional 
support  clearly  has  been  singled  out  in  the  pending  health  manpower 
legislation  for  very  important  modifications  and  increased  levels  of 
funding. 

Both  houses  for  the  first  time  in  the  history  of  the  program  have 
agreed  to  authorize  separate  appropriations  for  formula  grants  on  the 
one  hand  and  special  project  grants  on  the  other. 

Currently  Federal  support  for  the  basic  operating  expenses  of  medi- 
cal schools  averages  about  $1,500  per  student  per  year.  This  is  made 
up  of  600  for  students  provided  through  a basic  improvement  grant. 

Senator  Magnuson.  Give  me  an  example.  When  you  quote  the  figure 
$1,500  for  institutional  support,  just  what  does  that  involve? 

Dr.  Chapman.  It  involves  these  two  programs.  The  basic  improve- 
ment grant  system  is  available  to  all  medical  schools.  It  is  a formula 
grant.  That  is  amounting  currently  to  $600  per  student  per  year  in  all 
the  medical  schools. 

Senator  Magnuson.  But  institutional  support,  what  does  that 
comprise  ? 

Dr.  Chapman.  We  are  using  it  here  to  refer  specifically 

Senator  Magnuson  (interrupting).  How  do  you  use  it? 

Dr.  Chapman  (continuing).  To  the  per  capita  proposal  per  student. 

Senator  Magnuson.  How  do  you  use  it  as  it  relates  to  the  student, 
institutional  support? 

Dr.  Chapman.  Wliat  we  are  doing  with  it,  and  I think  what  most 
medical  schools  are  doing  with  it,  is  spending  it  primarily  on  teach- 
ing salaries  and  support  of  teaching,  accessories,  development  of  self- 
learning devices.  It  is  all  going  in  the  teaching  side. 

Mr.  Murtaugh.  This  covers  the  educational  cost,  the  cost  to  the 
institution  providing  the  education  for  the  student. 

Senator  Magnuson.  It  could  be  allocated  to  a broad  spectrum  of 
costs  ? 

Mr.  Murtaugh.  Yes,  indeed. 

Senator  Magnuson.  Mainly  you  say  it  is  teaching. 

Mr.  Murtaugh.  Yes;  right.  • -j  • 

Dr.  Chapman.  I feel  sure  over  the  country  it  would  be  easily  identi- 
fiable as  spent  on  teaching  purposes. 

Senator  Magnuson.  But  there  is  a latitude  to  use  it  for  any  kind 
of  institutional  cost  that  has  some  connection  with  the  educational 
program  of  medical  students? 
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Mr.  Murtaugh.  That  is  right. 

Senator  Cotton.  Does  that  include  laboratory  equipment  ? 

Dr.  Chapman.  Only  if  it  is  used  for  teaching,  Senator.  We  could 
not  use  it  to  buy  research  equipment  of  any  kind. 

There  are  a lot  of  facts  and  figures,  I think,  that  we  might  mention 
here,  but  I would  like,  Senator,  to  again  telescope  this  a good  deal 
more  in  the  interest  of  saving  time. 

The  pending  health  manpower  legislation  before  the  Congress  pro- 
vides for  a substantial  increase  in  the  level  of  Federal  support  up  to 
something  like  16  to  25  percent  of  the  actual  cost  of  educating  a medical 
student.  Xow  we  urge  the  full  funding  necessary  to  implement  what- 
ever authorization  levels  emerge  from  this  legislation  and  of  course 
we  don’t  yet  know  what  that  will  be. 

Senator  Magnuson.  Right  there,  I think  you  people  ought  to  under- 
stand that  an  authorization  sometimes  is  open-ended  and  sometimes 
it  goes  on  for  a period  of  2 or  3 years.  It  does  not  necessarily  mean 
if  you  are  authorized  a million  dollars  on  a program  that  you  would 
get  anywhere  near  a million  dollars.  It  might  be  a 2-year  program  or 
3-year  program,  as  long  as  the  authorization  does  not  expire. 

So  the  reason  that  some  of  these  figures  are  astronomical  in  au- 
thorizations, a lot  of  them  are  looking  down  the  line  where  we  have 
to  deal  every  year  between  midnight  on  June  30  and  next  July  1, 
and  hold  ourselves  within  that  level. 

Mr.  Murtaugh.  May  I add  one  word  ? I think  Dr.  Chapman  did  not 
finish  answering  your  question.  The  other  part  of  the  $1,500  the 
schools  are  receiving  on  the  average  for  the  basic  support  of  their 
educational  program  comes  from  special  project  grants.  Now,  these 
were  originally  intended  to  serve  the  schools,  by  the  innovation  of  cur- 
ricula, developing  new  approaches  to  education. 

However,  because  of  the  financial  distress  of  the  schools  the  NIH  has 
had  to  use  them  largely  to  bail  out  schools  that  were  on  the  brink 
of  disaster.  Therefore,  most  of  the  special  project  money  has  gone 
into  that. 

If  you  average  the  amount  over  the  country,  $1,500  per  student, 
not  every  school  gets  that  much.  Some  get  more.  The  new  authoriza- 
tion, the  capitation  in  the  new  bills,  in  the  House  it  is  $2,500,  in  the 
Senate  $4,000.  We  want  to  make  sure  it  is  understood  that  at  the 
present  tirne  the  schools  are  getting  about  $1,500  a student,  and  this 
is  not  sufficient  to  keep  them  out  of  financial  difficulties. 

So,  the  House  bill  on  which  the  authorizations  do  not  vary  very 
much  from  what  you  would  calculate  to  be  needed  for  all  the  health 
professions  at  the  capitation  rate  is  what  we  think  almost  a necessity 
if  we  are  going  to  bail  out  the  61  schools  that  are  in  a severe  financial 
distress  and  the  other  health  professional  schools  that  are  in  similar 
trouble. 

In  other  words,  the  House  authorization  level — the  Senate  is  higher, 
but  at  the  House  level  it  is  barely  enough  to  cover  the  $500  per  student 
and  $2,500  is  not  significantly  larger  than  the  schools  are  getting 
today. 

Senator  Cotton.  I have  here  the  justifications  on  project  grant  in- 
stitutions report  sent  up  by  the  Department.  I recognize  that  you  feel 
and  we  feel  that  their  increases  are  inadequate,  but  it  does  define  in  a 
sense  how  it  can  be  used. 
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I think  it  should  in  the  i*ecord  at  this  time.  The  justification 
says:  “The  i*equested  increase  of  $1T,45(),()00  ovei’  the  1971  level  of 
$100, 550, 000  will  provide  hroad-ran^e  assistance  to  all  health  profes- 
sional schools  (1)  to  increase  eni'olhnents.  (2)  to  improve  faculty  and 
curricula,  (71)  to  alleviate  the  difficulties  of  schools  in  serious  financial 
straits.’’ 

Now  that  is  a fairly  correct  summary  of  the  purj)oses  for  Avhich  this 
money,  whatever  amount  is  eventually  o-iven,  will  be  used,  is  that 
rio-ht  ? 

Dr.  Cooper.  Ri^ht. 

Dr.  Chapm-vx.  Dr.  (''ooper’s  point  was  that  the  money  is  actually 
expended,  the  p-reater  proportion  of  it  has  gone  for  the  latter  purpose, 
namely,  to  assist  schools  in  financial  distress. 

Senator  Magxuson.  Go  ahead. 

Dr.  CiiAPAiAX.  If  I may,  I would  like  to  say  one  Avord  about  student 
assistance.  We  are  still  talking  about  the  health  inanpoAA’er  proposals. 
We  agree  in  the  main  Avith  Avhat  Dr.  Kennev  and  his  colleagues  rep- 
resenting the  National  Medical  Association  have  had  to  say.  Our  as- 
sociation is  committed  to  the  vieAv  that  every  qualified  student  should 
be  given  a place  in  a medical  school,  and  in  our  OAvn  organization 
AA^e  have  been  Avorking  a great  deal  on  this  question  of  AAdiat  to  do 
about  minority  and  disadvanta«ed  students. 

A repent  report  originating  Avithin  our  oavii  association  recommended 
the  quadrupling  of  the  percentage  of  those  students  that  are  noAv  ad- 
mitted. That  is  3 percent  to  something  like  12  percent. 

It  goes  on  to  identify  the  main  barrier  to  minority  student  enroll- 
ment as  inadequacy  of  available  student  aid  funds. 

Senator  MaCxXUSOX.  lAhat  is  the  ceiling  noAv,  $10,000  family  income? 

Mr.  MuRTAPmH.  Yes,  sir. 

Senator  Magnuson.  Do  you  like  that  figure  ? 

Mr.  MrmcTALTGH.  The  problem  Avith  a fixed  figure  as  an  upper  limit, 
although  most  of  the  scholarship  funds  are  used  for  students  from 
loAv-income  families,  there  are  situations  Avhere  a family  may  liaA^e  an 
income  of  $15,000,  less  able  to  support  a student  in  medical  school 
than  one  making  $10,000. 

The  reason  being  they  may  have  five  children  in  school,  they  may 
haA-e  a grandfathei*  and  a grandmother  in  a nursing  home. 

Senator  Magnuson.  lYe  have  been  discussing  that.  We  Avant  to  keep 
the  real  disadvantaged  in  there.  We  don’t  Avant  to  cut  that  doAvn  at  all, 
but  maybe  Ave  are  hurting  the  middle-income  groups  in  this  case. 

Dr.  Cooper.  We  aa  ould  hope  that  the  legislation  Avould  provide  sup- 
port for  exceptional  financial  need. 

Senator  Magnuson.  There  is  an  escape  clause  for  special  cases.  It 
makes  it  so  difficult  for  a person  to  get  aid  if  he  needs  it  if  he  is  over 
$10,000,  and  even  if  he  is  a special  case,  to  get  through  this. 

I think  Ave  ought  to  take  a good  long  look  at  a fixed  figure.  This  is 
Avhy  I asked  the  question. 

Dr.  Chapman.  Yes,  sir.  Of  course.  Congressional  action  so  far  on 
liealth  manpoAver  legislation  does  indicate  a great  understanding  of  the 
problem  of  inadequate  financial  aid  and  a Avillingness  to  increase  sub- 
stantially the  maximum  student  assistance.  The  need  for  such  increased 
assistance,  of  course,  is  quite  readily  apparent  Avhen  aa  e consider  what 
has  been  happening  to  tuition,  room  and  board,  books  and  so  on,  com- 
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pared  to  a 40  percent  increase  in  student  aid  wliicli  is  currently  pro- 
posed, tuition  has  risen  more  than  50  percent  since  1964-65,  and  other 
costs,  rooms,  books,  so  forth,  are  comparable, 

A full-scale  attack  on  this  problem  of  inadequate  student  financial 
assistance  won't  be  possible  without  again  full  funding  of  the  program 
of  student  loans  and  scholarships.  For  example,  despite  the  current 
maximum  annual  loan  and  scholarship  award  of  $2,500,  chronic  inade- 
quate funding  of  the  two  programs  has  sharply  reduced  the  percentage 
of  students  actually  assisted  and  of  course  the  level  of  per  student 
assistance, 

Tlie  percentage  of  the  total  requests  that  have  actually  been  met  by 
HPEA  Act  loan  funds  for  medical  students  has  fallen  from  a high  of 
98  percent  in  fiscal  1967  to  27  percent  in  fiscal  1971.  The  percentage  of 
students  actually  assisted  has  dropped  from  a high  of  37  percent  in 
1968  to  14  percent  in  1971. 

Xow  in  fiscal  1971  it  is  estimated  that  the  average  HPEA  loan  per 
student  assisted  was  $1,221.  The  average  scholarship  per  student 
assisted  was  $912.  To  raise  these  levels  of  a student  assistance  to  more 
adequate  levels  will  require  increased  appropriations. 

IVe  urge  the  subcommittee  to  proHde  the  full  appropriation  neces- 
sary to  carry  out  the  final  congressional  mandate  for  health  profes- 
sions student  assistance,  whatever  that  may  be. 

I would  like  to  turn,  sir,  to  the  one  other  major  topic  we  would  like 
to  discuss.  It  is  one  which  has  been  discussed  before  this  committee 
manv  times.  There  are  some  new  angles.  I refer  to  biomedical  research 
in  XIH. 

Senator  Cottox.  Ilfiiat  page? 

Dr.  Chapmax.  We  are  on  page  2. 

Senator  Magxusox.  You  want  these  charts  in  the  record,  too  ? 

Dr.  Chapmax.  Yes,  sir.  The  appropriation  request  for  the  research 
programs  of  the  national  institutes  of  course  are  before  us. 

As  already  noted,  research  is  a key  function  of  academic  health 
centers.  A measure  of  that  effort  is  provided  by  the  fact  that  almost  one 
half  of  all  federally  supported  medical  research  in  the  country  takes 
place  in  the  laboratories  and  clinics  of  academic  health  centers.  It  is 
this  broadranging  scientific  effort  that  undergirds  the  whole  advance  of 
medicine  and  health  care  in  the  Xation. 

The  problems  that  focus  on  the  question  of  how  to  provide  better 
health  services  to  the  American  people  are  now  a major  area  of  public 
discussion.  As  yet  there  is  no  consensus  as  to  the  best  course  for  the 
Xation  to  follow. 

But  in  the  midst  of  the  strenuous  debate  on  the  best  way  to  correct 
the  ills  of  our  health  sendee  system,  there  are  certain  fundamental  pro- 
positions Avhich  stand  out  very  clearly : 

The  great  progress  in  medicine  since  World  War  I has  been  the  direct 
consequence  of  progress  in  basic  medical  research  and  improvement  in 
medical  technolog3\ 

These  advances  have  transformed  our  overall  prospects  for  health 
and  have  radically  changed  the  character  and  effectiveness  of  medical 
care  and  health  services. 

Despite  the  considerable  proppss  that  has  been  made,  there  remains 
a huge  mass  of  disease,  disability,  and  premature  death  that  is  po- 
tentially controllable. 
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Some  of  the  dimensions  of  this  burden  are  reflected  by  these  facts. 
First,  people  under  65  actually  generate  two-thirds  of  all  tlie  shoit- 
term  hospital  days.  Second,  44  percent  of  the  entire  population  suffers 
from  some  degree  of  disability  due  to  chronic  disease.  Third,  50  per- 
cent of  all  the  deaths  in  the  Nation  occur  I)elow  age  70.  Now  the  basic 
reason  for  all  these  problems,  this  mass  of  disease,  disability  and  death, 
is  the  simple  fact  that  we  don’t  possess  sufficient  fundamental  knowl- 
edge to  prevent,  cure,  or  treat  the  health  problems  involved. 

Now  entirely  apart  from  humanitarian  considerations — it  is  impos- 
sible to  ignore  the  enormous  savings  in  dollars — dollars  that  must 
ultimately  come  from  the  taxpayer — that  have  already  resulted  from 
basic  research.  It  is  also  appai-ent  how  foolish  in  the  long  i-im  it  really 
is  to  pause  when,  in  many  instances,  this  battle  is  only  lialf  won.  I offer 
two  examples  in  evidence. 

Take  polio.  In  the  1920's  there  were  disastrous  polio  epidemics  which 
ranged  unchecked  at  intervals  throughout  the  country.  The  only  treat- 
ment we  had  at  the  time  was  sympathy  and  sedation.  Most  of  the  pa- 
tients who  developed  breathing  troubles  died.  Then  came  the  iron  lung. 
This  was  an  ingenius  device  that  tided  some  victims  over  breathing 
crises  but  the  cost  of  that  apparatus  and  pailicularly  of  the  large  staff 
it  required  to  operate  it  was  such  that  almost  nobody  could  pay  for 
such  services  out  of  income  or  savings.  The  burden  again  fell  almost  en- 
tirely on  the  taxpayer,  and  even  so  the  end  result  was  not  altogether 
satisfactory.  The  development  of  means  to  stop  polio  in  its  tracks, 
which  again  spared  the  taxpayer  this  great  burden  of  expense,  that 
development  came  from  basic  research,  much  of  which  depended  on 
congressionally  appropriated  funds. 

Senator  Magxuson.  That  came  out  of  the  Science  Foundation  fund. 

Dr.  Chapmax.  Some,  yes,  sir.  It  came  from  a number  of  sources. 
For  each  dollar  spent  on  basic  polio  research  the  taxpayer  got  a return 
you  can’t  calculate  easily  but  it  was  enormous  beyond  any  question. 

Tuberculosis  is  another  case  in  point.  Kesearch  sometime  after  the 
turn  of  the  century  showed  that  prolonged  bed  rest,  pneumothorax  and 
other  measures  lowered  the  mortality  of  that  disease.  As  late  as  1945, 
we  had  75,000  tuberculosis  beds  in  the  Ihiited  States.  Most  of  those 
beds  again  were  supported  from  tax  funds.  Very  few  people  could 
afford,  themselves,  to  pay  for  the  prolonged  sanitarium  care  that  was 
necessary  at  that  time.  But  today  hospitals  for  the  tuberculosis  are 
disappearing.  The  disease  itself,  which  was  once  the  Nation’s  main 
killer,  is  no  longer  listed  among  the  first  10  causes  of  death.  Some  of 
this  was  due  to  better  economic  conditions  and  other  factors,  but  the 
most  detei’inining  factor  came  from  the  basic  research  that  led  to  a 
means  of  curing  the  disease  by  means  of  drugs. 

In  each  of  these  instances,  the  halfway  technology,  desirable  as  it  was 
at  the  time,  imposed  a great  burden  in  operating  cost  and  human  suf- 
fering in  substantial  contrast  to  the  more  comprehenisve  and  more 
fundamental  solutions  achieved  through  continued  scientific  effort. 

We  now  stand  at  similar  halfway  points  in  respect  to  many  other 
health  problems  where  present  medical  capability,  impressive  though 
it  may  be,  is  still  proving  enormously  expensive,  and  causing  much 
human  anguish.  There  are  several  cases  in  point. 
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Consider  the  treatment  of  kidney  failure  throug*h  dialysis.  It  is  a 
remarkable  achievement.  It  is  costly.  It  is  not  to  be  compared  to  the 
advantages  which  will  accrue  when  we  learn  to  prevent  kidney 
disease. 

By  the  same  token,  the  question  of  open  heart  surgery  and  cardiac 
transplants  may  be  very  impressive,  but  they  are  themselves  imposing 
great  costs  on  the  taxpayer  and  other  segments  of  the  economy  and 
they  certainly  are  not  to  be  compared  to  the  situation  that  will  be  at 
hand  when  we  learn  to  prevent  heart  disease,  something  which  we 
cannot  do  without  a great  deal  further  research. 

Now,  our  ultimate  hope  for  modifying  the  health  prospects  of  the 
Nation  rest  heavily  on  continued  advance  of  the  biomedical  science. 
This  progress  in  turn  is  dependent  upon  the  level  and  direction  of 
sup]:)ort  of  research  provided  by  the  programs  of  the  NIH  as  reflected 
i]i  the  appropriation  request  before  this  committee.  These  estimates 
are  a matter  of  concern  to  the  institutions  and  the  research  community 
which  we  represent  here  today.  That  is  an  understatement.  It  is  a grave 
concern. 

The  administration’s  1972  budget  for  research  institutes  and  divi- 
sion of  NIH  is  a cutback  budget  despite  the  rhetoric  and  arithmetic 
presented  to  the  subcommittee  in  official  testimony. 

For  fiscal  year  1971  the  Congress  appropriated  $1.2  billion  for  NIH 
research  programs  including  supplemental  appropriations  for  pay 
increases.  For  these  same  programs,  the  President  is  now  requesting 
$1,192  billion  for  fiscal  1972,  of  $11.8  million  less  than  the  appro- 
priated level  in  fiscal  1971. 

It  should  be  emphasized  that  the  President's  request  includes  $8.4 
million  for  pay  increases,  not  programs.  Thus,  raising  the  fiscal  1972 
shortfall,  as  we  see  it  in  terms  of  program  activities,  to  something  like 
$20.3  million.  It  is  quite  true  that  the  President  has  provided  an  addi- 
tional $100  million  for  new  special  cancer  initiative  which  brings  the 
net  change  up  to  plus  $88  million  or  thereabouts.  The  fact  remains  that 
for  the  basic  continuing  programs  of  the  NIH  the  President  is  request- 
ing substantially  less  money  for  fiscal  1972  than  the  Congress  made 
available  for  fiscal  1971.  We  believe,  gentlemen,  that  fiscal  year  1969 
represents  a reasonable  base  year  against  which  to  compare  the  level 
of  research  activity  the  President’s  1972  budget  will  permit. 

Funding  levels  in  fiscal  1968  were  a consequence  of  the  normal  course 
of  the  executive  and  legislative  budget  process  in  contrast  to  fiscal  1970 
Avhen  the  President's  veto  and  subsequent  across-the-board  cuts  con- 
fused the  issue.  Program  levels  in  fiscal  1969  also  were  a consequence 
of  considerable  retrenchment  and  consolidation  from  the  high  point  of 
research  funding  that  had  taken  place  in  1967,  a few  years  earlier. 

To  maintain  in  fiscal  1972  the  same  level  of  research  and  research 
training  activity  that  existed  in  fiscal  1969,  allowing  a minimum  of  6 
percent  per  year  increase  for  inflation,  will  require  a budget  for  re- 
search and  research  training  that  is  $152  million  higher  than  the 
President’s  request  provides. 

Naturally,  we  urge  that  the  subcommitee  view  this  increase  as  the 
minimum  level  of  additional  funds  required  for  these  vital  research 
programs  in  fiscal  1972.  It  should  be  pointed  out  that  this  increase  does 
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not  provide  at  all  for  the  added  cost  of  biomedical  research  due  to  in- 
creasing sophistication  of  equipment,  technical  sei-vices,  and  stall  now 
required  for  fuifher  scientific  advaiice. 

The  administration  ])lans  foi*  fiscal  1972  hit  hardest  at  what  consti- 
tuted the  vital  seed-cro])  ])rograms  of  the  Nllf,  and  T would  like  to 
mention  those.  There  are  four  of  them,  Mi‘.  Chairman,  but  I shall  go 
into  no  detail  in  the  hope  that  we  will  have  ]>rovided  enough  informa- 
tion for  the  subcommittee  in  the  testimony  for  the  record. 

The  first  of  the  seed-crop  })rograms  is  the  fellowship  and  training 
grant  programs  foi*  NTH,  which  we  consider  to  be  highly  essential. 
These  will  be  cut  by  a total  of  $75  million  below  the  appropriated  level 
for  these  programs  in  fiscal  1971  and  for*  the  main  i*eason  that  these 
programs  pi*ovide  the  manpower  to  cai*ry  out  expanded  reseai*ch  pi*o- 
grams,  special  initiative  progi*ams  for  wdiich  there  is  great  demand,  as 
well  as  the  additional  faculty  we  need  to  expand  our*  output  of  physi- 
cians. 

We  urge  that  these  vital  pi*ograins,  fellowship  and  training  grant 
programs,  not  be  cut. 

The  handling  of  the  training  programs  of  NIH  is  somewhat  diffi- 
cult for  us  to  understand  in  the  context  of  all  these  proposals  for  major 
expansion,  particularly  research,  and  tui*ning  out  rnor*e  physicians. 
There  are  other  points  I worrld  like  to  mention.  Seed  pr*ojects,  seed 
prograi'^s.  General  research  support  program  of  the  NIH  will  be  cut 
$11.5  milliorr  beloAv  the  level  of  funding  established  for  this  program 
in  fiscal  1971.  This  is  again  a counterproductive  step.  These  funds 
actually  multiply  the  value  of  appr*opriations  specifically  directed  to 
the  program  of  research  projects,  to  the  suppor*t  of  research  project. 
Phasing  out  this  program  which  seems  to  us  to  be  the  administration’s 
purpose  Avill  substantially  impair  the  effectiveness  of  the  entire  medi- 
cal research  structure. 

Then  a third  point,  funds  available  for  new  and  competing  research 
grants  will  be  cut  almost  $10  million  below  the  level  set  in  fiscal  year 
1971. 

As  I have  pointed  out,  that  represented  a considerable  attrition  not 
only  because  of  budgetary  actions  but  also  because  the  effect  of  infla- 
tion. These  new  research  programs  are  again  essential  to  the  country’s 
program  to  conquer  the  health  crisis. 

No.  4, 1 am  sure  that  the  committee  is  weary  of  the  constant  emphasis 
upon  and  repetition  of  the  axiom  that  only  through  the  advance  of 
basic  knowledge  can  we  hope  to  achieve  eventual  mastery  of  premature 
death  and  major  diseases  and  causes  of  disability  in  man.  It  stands  in 
some  contract  to  this  view  of  Avhat  is  being  proposed  in  terms  of  the 
budget  for  the  National  Institute  of  General  Medical  Sciences.  We 
think  it  is  inappropriate  that  this  particular  budget  should  be  cut  by 
something  like  nearly  $16  million  below  the  amount  that  Congress  ap- 
propriated in  fiscal  1971. 

We  urge,  sir,  that  the  committee  restore  the  funding  levels  of  these 
vital  programs  at  least  to  their  1971  level.  We  also  urge  that  the  com- 
mittee accept  as  a principle  the  maintenance  of  the  fiscal  year  1968  level 
of  research  effort,  as  supported  through  research  and  research  training 
grants,  as  the  minimal  base  of  scientific  activity  on  which  our  national 
health  effort  vitally  depends. 
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Now  to  maintain  the  1969  level  of  research  activity  needed  to  provide 
for  further  program  development  in  key  areas  will  require  a fiscal  1972 
appropriation  level  for  NIH  Research  Institutes  and  Divisions  of  $1.5 
billion,  an  increase  of  $200  million  over  the  President’s  request.  Ob- 
viously, and  in  conclusion,  Mr.  Chaimian,  it  is  not  reasonable  to  attack, 
simultaneously  and  with  equal  emphasis,  all  knows  ills  to  which  the 
human  flesh  is  heir. 

It  is  our  conviction  that  the  American  public  is  in  agreement  with  us 
in  regard  to  reconsidering  our  priorities  and  halting  the  decline  in  our 
biomedical  research  efforts.  Further  degradation  in  that  effoit,  whether 
or  not  we  rapidly  succeed  in  effectively  guaranteeing  the  right  to  health 
by  reorganizing  our  system  for  delivery  of  health  services,  is  simply  not 
defensible  on  the  basis  of  the  established  record.  It  will  take  relatively 
little  further  attrition  to  reduce  the  programs  of  the  National  Institutes 
of  Health  to  a routine  and  uninspired  state. 

On  the  other  hand,  if  this  should  happen  it  will  take  ^^ears  and  bil- 
lions of  dollars  to  rebuild  it  to  to  the  point  where  it  can  once  again  take 
the  lead  in  strengthening  and  maintaining  the  fundamental  foundation 
which  is  biomedical  research  on  which  the  Nation’s  health  inevitably 
rests. 

We  are  grateful,  sir,  for  the  opportunity  of  making  a statement.  You 
have  given  us  every  consideration.  We  will  be  glad  to  answer  any  ques- 
tions you  may  have  in  mind. 

Senator  M^agnuson.  Your  figure  of  $200  million  would  bring  the 
total  in  biomedical  research  to  $1,149  billion  ? 

Dr.  Cooper.  There  is  a table  on  the  last  page  of  the  testimony,  next  to 
the  last  page. 

Senator  Magnuson.  Last  year  there  was  $1,166  billion  for  all  the 
Institutes. 

Dr.  Cooper.  The  figure  that  we  have  is  $1,230  million. 

Senator  Magnuson.  When  we  get  up  to  $1,291  billion  we  are  includ- 
ing $100  million  for  special  cancer  research  ? 

Dr.  Cooper.  Yes,  sir. 

Senator  Magnuson.  That  puts  the  figure  from  1971  but  when  you 
take  the  $100  iriillion  out  it  is  not  up  very  much.  Then  also  when  you 
speak  of  fiscal  1969,  there  have  been — I will  list  them,  some  new 
programs  that  have  been  put  in  out  there — that  would  he  put  in  this 
amount  so  that  actually  with  the  new  programs  and  taking  out  the 
$100  million  which  is  a special  effort,  we  are  pretty  much  below. 

Dr.  Cooper.  Yes,  sir. 

Senator  Magnuson.  This  is  the  information  we  like  to  get.  We 
followed  you  people  for  2 years  and  we  got  vetoed  both  times.  The 
result  was  that  the  Senator  from  New  Hampshire  and  I spent  Christ- 
mas Eve  on  the  floor  of  the  Senate  trying  to  get  the  money  back.  It 
took  that  long. 

I do  think  there  is  a little  more  give  to  it  down  there  now  than  we 
had  then. 

Another  problem  we  have,  and  I am  sure  you  know  about  it,  is  that 
we  fund  all  these  i)rograms  and  then  when  you  look  at  the  yet  unfunded 
amount  you  have  another  over  $150  million  or  more. 

Now  I am  not  critical  of  that  in  some  cases  because  some  of  these 
things  spill  over  and  the  applications  have  been  granted  or  they  are 
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not  quite  ready  or  things  of  that  kind.  But  you  think  on  analysis 
that  to  do  what  you  are  talking  about  in  your  very  excellent  statement 
the  minimum  should  be  $200  million. 

Dr.  Chapman.  Yes,  sir. 

Senator  Magnuson.  Which  will  be  spread  according  to  the  priori- 
ties of  NIH  itself. 

Mr.  Murtaugii.  We  have  them  in  the  Institutes.  Tliese  came  to 
discussions  with  the  people  that  related  to  the  fields. 

Senator  Magnuson.  They  have  a spread  here  which  we  can  put  in 
the  record.  We  have  Heart  and  Lung  Institute — these  are  your  figures, 
heart  and  lung,  $40  million.  Cancer  is  not  in  here  because  that  is  a 
separate  item.  Dental  research,  $5  million.  x\rthritis  is  $25  million. 
Neurological  diseases  and  stroke,  $35  million.  Allergy  and  infectious 
diseases,  $15  million.  General  medical  sciences,  $40  million.  Child 
health  and  human  development,  $30  million.  The  eye  institute,  the 
same.  Then  you  don’t  recommend  any  more  there.  Then  the  others,  the 
research  resources,  $8  million. 

So  we  will  take  a good  look  at  tliose  figures  and  see  what  we  can 
adjust  them  to  against  our  capabilities  and  the  problems  we  have. 

Have  you  appeared  before  the  House  ? 

Mr.  Murtaugh.  Yes,  sir. 

Senator  Magnuson.  And  the  statement  is  substantially  the  same? 

Mr.  Mitrtaugh.  Yes,  sir. 

Senator  Magnuson.  The  House  bill  won’t  be  over  here  until  July  21. 

I have  no  further  questions. 

Off  the  record. 

(Discussion  off  the  record.) 

Senator  Cotton.  I have  only  two  quick  points  to  mention  for  your 
comment. 

You  can  forget  Dartmouth  because  I am  talking  generally.  For 
years  in  this  committee,  and  I have  been  here  about  12  years,  for  years 
every  time  the  representatives  of  the  medical  professions  came  before 
us  we  would  try  suggesting  to  them  that  in  the  interest  of  delivery  of 
medical  services  to  people,  getting  more  doctors,  that  some  condensing 
of  the  time  element  in  producing  physicians  seemed  necessary.  For 
years  everyone  who  came  before  us  was  horrified  at  the  very  thought, 
they  seemed  to  jump  all  over  us  and  say  under  no  circumstances  would 
we  ever  lower  the  standard  of  training  physicians,  which  of  course 
is  a sound  position.  Dr.  Egeberg  was  the  first,  as  I recall  it,  was  the 
first  representative  of  the  profession  who  came  before  us  who  did  not 
take  that  attitude.  He  felt  that  the  length  of  years  necessary  to  get  a 
physician  into  practice  could  be  condensed  in  some  way  without 
detracting  unduly  from  the  standards  of  the  profession. 

Now  you  can  forget  what  you  are  doing,  I am  talking  to  all  three  of 
you.  What  is  your  comment  today  on  that  ? 

Mr.  Murtaugh.  I think  the  position  that  almost  all  the  medical 
schools  are  taking  is  that  we  must  have  flexibility  in  the  length  of  the 
program.  For  some  students  3 years  may  be  even  too  much.  Ten  years 
ago  I started  a program  in  Northwestern,  6 years  from  high  school 
to  the  M.D.  degree.  That  can  be  shortened  further.  What  you  can  do 
is  tailor  the  program  to  the  student’s  capabilities  and  scope.  Three 
years  is  one  length  of  time. 
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In  the  chairman’s  State  the  University  of  Washington  has  done 
the  same  kind  of  thing,  making  it  very  flexible — kinds  of  approaches 
that  will  reduce  it  to  the  minimum  length  compatible  with  the  stu- 
dent’s ability  and  his  goals.  That  is  what  we  are  pushing  for,  flexibility, 
shortening  where  it  is  appropriate.  But  we  have  no  objection  at  all  to 
shortening  it.  At  the  University  of  Washington  students  have  gradu- 
ated in  30  months  from  entrance,  which  is  less  than  3 years. 

Senator  Cotton.  You  are  now  talking  just  the  period  in  the  medical 
school  ? 

Mr.  Murtaugh.  Yes,  sir. 

Senator  Cotton.  You  are  not  commenting  on  whether  you  require 
the  full  4 years  of  academic  course  prior  to  it  or  how  many  years  will 
be  required  for  internship  and/or  residences  and  so  forth  after  it? 

Mr.  Murtaugh.  Yes,  sir.  You  have  hit  the  key.  One  has  to  look  at 
the  total  length  of  the  program  from  high  school  graduation  to 
beginning  of  practice.  That  is  being  shortened  at  all  segments. 

Dr.  Chapman.  Now  the  average  time  it  takes  a student  from  the  time 
he  enters  college  until  the  time  he  gets  his  M.D.  is  6 years.  Within  a 
relatively  few  years,  and  this  is  my  own  view — it  is  not  AAMC  policy 
yet  although  I think  it  ought  to  be — in  a relatively  few  years  the 
average  time  required  to  obtain  the  M.D.  ought  to  be  *6  years  from  the 
time  the  student  enters  college  to  the  time  he  gets  his  M.D.  I believe 
this  can  be  done  without  any  decrease  in  quality  education  whatever. 
I also  believe  at  the  other  end  of  the  scale  that  we  can  shorten  that  too. 
The  question  of  internship -residency  years  can  be  shortened  again 
without  any  serious  degradation  in  quality. 

It  ought  to  be  possible  in  the  relatively  near  future  to  have  people 
out  rendering  service  in  2,  3,  and  even  4 years  less  time  than  it  takes 
now  overall  from  the  time  of  graduation  from  high  school. 

Senator  Cotton.  The  other  point  I wanted  you  to  comment  on  is  a 
very  practical  one.  It  is  somewhat  political.  What  I say  is  critical  of 
the  executive  branch  despite  the  fact  that  it  is  of  my  own  party  affilia- 
tion. For  the  past  couple  of  years  the  Bureau  of  the  Budget  represent- 
ing the  President  and  the  administration  has  frowned  upon  grants 
for  construction.  The  reasons  were  that  they  wanted  to  hold  down  the 
appropriations  in  general. 

Now  they  frown  upon  it  for  quite  a different  reason.  If  you  read  the 
President’s  veto  of  the  so-called  Appalachian  bill  and  the  amount 
carried  in  it,  it  is  rather  revealing.  The  President  says  in  his  veto  mes- 
sage it  is  not  going  to  help  the  economy  much  if  you  put  money  into 
construction  because  it  does  not  affect  the  economy  soon  enough.  There 
is  too  much  leadtime,  which  obviously  means  that  they  want  to  pep 
up  the  employment  and  the  activity  in  the  country  and  not  do  it 
through  construction,  because  they  want  to  get  some  effects  from  it 
before  election  time. 

Now  I am  being  very  frank.  We  are  going  to  run  head-on  into  that 
situation,  whatever  this  committee  does.  I am  one  who  thinks  we  should 
do  a good  deal  in  appronriating  for  construction.  Whatever  we  do 
there  are  going  to  be  roadblocks  downtown.  You  probably  won’t  find 
it  hard  to  agree  with  that  statement. 

Senator  Magnuson.  I agree. 
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Senator  Coi'^roN.  I merely  mention  that  to  yon.  Tliere  must  Ix'  some 
way  that  your  oro*anization  can  not  just  make  your  iieeds  known  to  us, 
you  must  have  some  way  to  make  them  known  downtown  too. 

Dr.  Chapman.  We  seek  those  ways,  Senator  (^otton;  but  it  is  not 
always  easy. 

Mr.  Murtaugii.  I would  like  to  expi*ess  our  i^*ratitude  for  the  very 
fine  message  you  delivered  last  night  on  the  bill.  We  hope  you  con- 
tinue your  invaluable  etfoits. 

Senator  Magnuson.  Thank  you. 

Dr.  Chapman.  Thank  you,  Mr.  Chairman. 

STATEMENT  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

Senator  Magnuson.  ^Ye  will  include  in  the  record  a statement  sub- 
mitted by  the  American  Medical  Association. 

( The  statement  follows : ) 
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The  American  Medical  Association  is  pleased  to  present  its 
views  concerning  certain  health  programs  in  the  fiscal  1972 
budget  of  the  Departm.ent  of  Health,  Education  and  Welfare. 

One  of  our  overriding  concerns  during  the  next  fiscal  year 
will  be  the  implementation  of  adequate  programs  for  the  develop- 
ment of  medical  manpower.  In  appearances  before  this  Committee 
during  the  past  two  Congresses,  we  have  urged  that  full  funding- 
be  provided  for  programs  supporting  medical  education  to  meet  a 
critical  need  at  the  heart  of  health  care  delivery. 

We  recognize  that  major  legislation  for  the  support  of 
medical  education  and  nursing  education  has  expired  and  that  nev/ 
legislation  to  provide  programs  for  the  next  few  years  is  now 
being  developed.  We  are  hopeful  that  the  results  will  provide 
programs  which  will  assist  in  produc^'ing  the  necessary  manpower. 

Adequate  numbers  of  health  personnel  are  essential.  We  are  hopeful 
that  we  will  have  the  opportunity  to  express  our  viev/s  when  health  man- 
power appropriations  are  considered,  but  we  want  to  take  this  op- 
portunity to  express  our  concern  for  adequate  funding  to  permit 
implementation  of  programs  for  increased  support  for  medical  edu- 
cation, including  both  institutional  support  and  financial  assist- 
ance for  medical  students.  We  cannot  stress  too  strongly  the  ur- 
gent need  of  increased  financial  support  for  the  continuation  of 
existing  medical  schools  and  for  the  continued  development  of  new 
schools.  Also,  new  programs  for  support  of  nursing  education 
should  receive  the  full  support  of  this  Committee. 

In  addition,  the  programs  enacted  by  the  last  Congress  for 
the  development  of  allied  health  personnel  provide  another  oppor- 
tunity for  helping  to  meet  the  manpower  needs  and  to  extend  the 
delivery  of  health  care  services  to  all  Americans  through  the  in- 
creased use  of  trained  allied  health  personnel.  We  accordingly 
recommend  that  the  programs  providing  financial  support  to  augment 
the  development  of  allied  health  personnel  be  funded  completely 
in  order  to  accomplish  the  legislative  goals. 
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Maternal  and  Child  Health  Care 

We  want  to  turn  now  to  the  maternal  and  child  health  care 
programs  under  Title  V of  the  Social  Security  Act.  It  is  im- 
portant that  we  put  our  emphasis  on  those  activities  which  will 
provide  the  opportunity  for  every  child  to  be  born  healthy,  to 
grow  up  healthy,  and  to  reach  his  or  her  full  potential.  The 
national  goal  must  be  directed  towards  a full  cycle  of  a healthy 
baby,  a healthy  child,  a healthy  mother,  and  in  turn  a healtl^  baby, 
etc.  It  is  within  the  early  years  of  life  that  a child  should  de- 
velop the  ability  to  meet  the  demands  of  our  increasingly  complex 
society.  The  ongoing  vitality  of  the  nation  depends  upon  the 
success  of  this  effort. 

Currently  there  is  much  talk  about  ecology  and  about  improving 
the  external  environment.  This  is  good,  but  it  is  somewhat  as- 
tounding that  the  internal,  uterine  environment  receives  so  little 
serious  attention.  It  must  be  remembered  that  the  uterus  is  every 
man's  first  environment  and  for  far  too  many  it  is  indeed  the  most 
hazardous . 

Babies  in  large  numbers  are  still  being  born  prematurely  and 
immaturely.  Many  of  these  infants  are  born  to  mothers  who  have 
had  little  or  no  maternal  care,  including  prenatal  care,  family 
planning  and  interconceptional  care,  many  of  whom  are  poorly 
nourished.  Many  of  these  mothers  are  adolescents  who  are  at 
high  risk  obstetrically , socially  and  educationally.  In  this 
segment  of  the  population  mothers  are  plagued  by  needless  compli- 
cations accompanying  pregnancy  and  delivery.  As  a consequence, 
infants  sustain  handicaps  which  limit  their  subsequent  development. 

A considerable  number  of  such  infants  are  simply  brought  to  a 
mere  survival  level.  The  annual  loss  of  infant  life  is  dwarfed 
by  the  wastage  in  human  potential  caused  by  varying  degrees  of 
physical  and  mental  handicaps. 

The  annual  production  of  thousands  of  damaged  babies  is 
strong  evidence  that  life  for  many  is  compromised  at  its  early 
beginning  by  circumstances  surrounding  pregnancy,  labor,  delivery, 
and  early  infancy.  Aside  from  the  human  tragedy  involved,  in 
order  to  help  those  who  survive  make  the  most  of  what  assets  they 
have,  many  costly  services  are  required.  It  costs  at  present 
about  $6  per  day  to  keep  these  children  in  institutional  care, 
and  the  life  expectancy  is  about  60-70  years.  Fifty  years  of 
institutional  living  for  one  individual  would  cost  at  least 
$100,000. 

The  high  cost  of  providing  compensatory  training,  correc- 
tive health  care,  institutional  care,  special  education  and 
rehabilitation  services  has  been  growing  at  an  alarming  rate.  Yet, 
in  far  too  many  instances,  these  programs  have  accomplished  a 
very  small  fraction  of  what  was  expected.  Without  question  such 
programs  are  necessary;  however,  they  must  be  planned  in  a growth 
and  developmental  framework  and  must  take  into  full  account  the 
physical  and  mental-emotional  defects  and  biological  damage  which 
take  place  in  the  bodies  of  the  children  before  birth  and  during 
the  early  years  of  life.  Physicians  find  especially  tragic  those  . 
cases  where  special  efforts  might  have  averted  the  lifelong  handicap. 
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The  American  Medical  Association  urges  that  this  Committee 
provide  full  funding  for  the  Maternal  and  Child  Health  Care 
programs  under  Title  V.  The  formula  and  project  grants  should 
be  supported  in  full.  Formula  grant  programs  are  the  major 
sources  of  care  for  mothers  and  children  who  do  not  have  access 
to  private  care  for  preventive  services  and  treatment  of  sickness. 
The  maternal  and  infant  care  projects  now  in  operation  have 
substantially  reduced  infant  mortality  rates  in  areas  where  they 
have  traditionally  been  highest  by  providing  early  and  comprehensive 
medical  care  to  high  risk  women  and  follow-up  treatment  for  mothers 
and  infants.  More  importantly,  these  projects,  in  reducing  the 
number  of  neurologically  damaged  children,  have  improved  the 
quality  of  life  for  many.  In  addition,  the  children  and  youth 
programs  have  provided  preventive  health  services,  diagnosis, 
treatment,  and  after-care,  as  well  as  early  identification  of 
defects  which  are  correctible. 

Notwithstanding  the  progress  being  made,  the  magnitude  of 
the  unmet  health  needs  of  infants,  children  and  youth  is  staggering. 
Existing  programs  must  be  continued.  Failure  to  do  this  would,  be 
a giant  step  backward.  Many  communities  endeavoring  to  create  . 
new  maternal  and  child  health  programs  or  to  expand  present  ser- 
vices are  unable  to  do  so  because  sufficient  funds  are  not  avail- 
able. The  Title  V legislation  provides  the  means  for  financial 
assistance.  The  American  Medical  Association  recommends  strong 
support  of  the  programs  for  maternal  and  child  health  and  crippled 
children's  services  under  Title  V,  including  both  formula  and 
project  grants,  and  recommends  that  full  authorization  of  $325 
million  be  appropriated  for  fiscal  .1972,  instead  of  the  projected 
$235  million. 

An  additional,  special  hazard  to  child  health  should  be 
mentioned.  This  concerns  lead-poisoning — which  can  and  does  produce 
serious  and  tragic  consequences  for  the  individual  and  all  of 
society.  The  Congress  recognized  this  in  its  new  legislation  passed 
last  year,  the  Lead-Based  Paint  Poisoning  Prevention  Act,  P.L. 
91-695.  We  urge  that  this  Committee  provide  appropriations  of 
$20  million  in  implementation  of  programs  under  that  law.  We  must 
dedicate  ourselves  to  the  early  detection  and  treatment  of  this 
awful  disease  and  to  the  eradication  of  conditions  producing  it. 

In  quick  summary,  we  urge  your  strong  support  of  the  extension 
and  expansion  of  the  health  programs  under  Title  V,  and  the  special 
programs  aimed  at  alleviating  lead  poisoning.  These  programs 
will  help  to  ensure  an  improved  quality  of  life  for  all  our  children 
and  youth  and,  in  turn,  for  the  nation  at  large. 

Communicable  Disease  Control  and  Vaccination  Assistance 

The  Communicable  Disease  Control  Amendments  of  1970, 

P.L.  91-464,  provide  programs  of  prevention  and  control  against 
venereal  disease,  rubella,  measles,  Rh  disease,  poliomyelitis, 
diphtheria,  tetanus  and  whooping  cough.  While  this  program  has 
made  substantial  progress  in  the  past  in  reducing  the  incidence 
of  diseases  covered  by  the  former  Vaccination  Assistance  Act,  we 
are  greatly  concerned  with  reports  which  indicate  declining  levels 
of  immunization  protection  against  measles,  poliomyelitis,  and 
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diphtheria  in  the  United  States.  The  1970  U.S.  Immunization  Survey 
showed  a significantly  lower  immunity  level  in  preschool  children 
in  poverty  areas  against  polio,  measles,  and  diphtheria-tetanus- 
pertusis . 

Reports  indicate  threats  of  epidemic  measles  and  polio, 
especially  in  central  city  poverty  areas  and  some  rural  areas, 
unless  vigorous  vaccination  efforts  are  undertaken.  Only  41.1%  of 
children  in  the  1-4  age  group  in  poverty  areas  of  central  cities 
have  received  measles  vaccine,  down  5%  from  1969.  Only  50.9% 
had  received  polio  vaccine  (55.1%  in  1969)  and  55.8%  had  received 
DTP  (65.1%  in  1969) . 

We  recognize  that  under  the  Partnership  for  Health  Act  funds 
may  be  provided  through  formula  grants  and  project  grants  for 
application  to  these  programs.  As  to  venereal  disease  and  tuber- 
culosis, the  Partnership  for  Health  Act  was  probably  intended  to 
be  the  legislative  format  for  such  control  programs.  Nevertheless, 
we  supported  the  enactment  of  the  Communicable  Disease  Control 
Act  so  that  the  necessary  vaccination  programs  would  be  continued. 

The  spread  of  infectious  venereal  disease  has  become  alarmingly 
extensive.  For  the  year  ending  June  30,  1970,  infectious 
syphilis  rates  were  eight  percent  higher  nationally  than  a year 
earlier,  with  annual  increases  spread  over  33  states  and  an  esti- 
mated incidence  between  70-80,000  reported  cases;  there  are  250,000 
cases  of  all  forms  of  syphilis  estimated  to  be  diagnosed  and  treated 
each  year.  At  the  same  time,  gonorrhea  morbidity  exceeded  573 , 0 00 
reported  cases?  Gonorrhea  is  pandemic  in  the  United  States,  with 
an  estimated  two  million  cases.  Efforts  to  control  and  eradicate 
venereal  disease  must  be  made  a national  program. 

The  Communicable  Disease  Control  Act  provides  for  the  preven- 
tion and  treatment  of  communicable  diseases.  Ninety  mdllion  dollars 
are  authorized  for  such  programs.  We  recommend  and  urge  that 
adequate  funds  be  provided. 

Alcoholism  Prevention  and  Treatment 


The  $100  million  authorized  by  the  Comprehensive  Alcohol 
Abuse  and  Alcoholism  Prevention,  Treatment  and  Rehabilitation  Act, 
P.L.  91-616,  can  provide  a strong  beginning  for  a concentrated 
attack  on  a serious  public  health  problem.  With  an  estimated  9 
million  alcoholics  in  this  country,  this  would  represent  an  ex- 
penditure of  only  $11  per  person  directly  involved,  v/ithout  counting 
the  additional  millions  of  individuals  whose  lives  are(  affected 
adversely  as  they  live,  associate  and  come  into  contact  with  people 
who  are  dependent  on  alcohol . 

To  attempt  to  prevent  and  treat  alcoholism,  and  to  try  to 
rehabilitate  those  who  are  dependent  on  alcohol,  is  to  practice 
preventive  medicine  in  the  fullest  sense  of  that  term.  The 
personal  and  social  costs  of  alcoholism  and  excessive  drinking 
have  been  calculated  on  numerous  occasions  in  the  past,  and 
their  considerable  totals  are  undoubtedly  already  known  to  this 
Committee. 
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Let  us  simply  remind  you  that  alcohol  is  involved  in  more 
than  one-half  of  all  auto  accident  fatalities  in  this  country,  and 
that  the  drinking  involved  in  these  accidents  is  the  excessive 
drinking  we  characterize  as  alcohol  abuse;  that  the  suicide  rate 
for  alcoholics  is  many  times  greater  than  that  for  the  population 
as  a whole,  and  that  in  urban  areas  most  suicides  are  committed  by 
persons  suffering  from  either  depression  or  alcoholism. 

Further,  the  association  of  alcoholism  with  other  illnesses 
is  well  documented.  Such  disorders  include  psychoses  and  other 
mental  illnesses,  neurological  impairment,  diseases  of  the  liver 
and  pancreas,  gastro-intestinal  disturbances,  and  cardiovascular 
problems . 

In  terms  of  economic  loss,  the  unproductiveness  of  the 
alcoholic  during  his  30 's,  40 's  and  50 's  is  augmented  by  the  several 
billions  of  dollars  industry  loses  annually  through  absenteeism 
and  on-the-job  accidents  related  to  alcoholism  and  alcohol  abuse. 

These  are  some  of  the  consequences  which  can  be  alleviated  by 
a concerted  and  coordinated  national  commitment  to  effective  pre- 
vention, treatment  and  rehabilitation.  These  are  some  examples 
of  the  misery  and  waste  which  P.L.  91-616,  properly  implemented, 
can  help  to  avert. 

The  passage  of  this  legislation  called  for  effective  action. 

We  urge  you  to  appropriate  the  full  amount  authorized  to  carry- 
out this  national  intent.  To  do  less  would  stifle  action,  when 
the  need  is  to  move  forward  as  soon  and  as  rapidly  as  possible. 

In  addition,  we  call  your  attention  to  the  proposed  cut  in 
NIMH  support  for  psychiatric  training.  If  we  are  to  have  effec- 
tive programs  to  combat  alcoholism,  as  well  as  drug  abuse  and 
also  maintain  other  mental  health  programs,  we  must  have  adequate 
personnel.  We  also  recommend  the  appropriation  restore  the 
$6.7  million  eliminated  in  the  proposed  budget  for  psychiatric 
training. 

Regional  Medical  Programs 


RMP  is  intended  to  provide  programs  aimed  at  bringing  medical 
technology  into  the  medical  community  to  enhance  the  skill  of 
providers  of  services  at  the  local  level  and  to  bring  the  ad- 
vances in  medicine  to  the  public  more  quickly.  RMP  has  imple- 
mented a variety  of  programs,  some  55  in  number,  which  have  sought 
the  improvement  'of  regional  health  resources  and  services.  Heart 
disease,  cancer,  stroke,  kidney  disease,  as  well  as  related  diseases, 
are  the  targets  under  these  programs. 

These  beneficial  programs  deserve  this  Committee's  support, 
not  only  for  continuation,  but  also  for  expansion.  Under  the  law 
as  amended  by  the  last  Congress,  the  authorization  for  fiscal  1972 
is  $150  million.  We  do  not  believe  the  $52  million  currently  re- 
quested for  support  is  sufficient  to  adequately  meet  the  needs 
for  continuation  and  expansion  of  appropriate  programs  under  this 
legislation,  even  though  some  $34  million  may  remain  available  from, 
previous  appropriations.  We  recomariend  that  additional  funds  be 
appropriated. 
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In  closing,  we  recognize  the  extreme  difficulties  which 
face  this  Committee  in  the  allocation  of  funds  to  be  spread 
over  so  many  worthwhile  programs  in  the  health  field.  Many  more 
than  the  above,  such  as  programs  for  support  of  health  facilities 
under  the  Hill-Burton  program,  increased  support  for  the  FDA, 
adequate  funding  for  research  within  the  NIH,  together  with  training 
of  personnel,  adequate  funding  of  programs  for  drug  abuse  control, 
to  mention  only  a few,  should  be  supported  as  fully  and  adequately 
as  possible. 
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STATEMENT  OF  MARION  MURPHY,  R.N.,  PH.  D.,  DEAN,  SCHOOL  OF 
NURSING,  UNIVERSITY  OF  MARYLAND,  REPRESENTING  THE 
AMERICAN  NURSES’  ASSOCIATION 

Senator  Magnuson.  Dr.  Margaret  Schaefer,  Association  of  Deans 
of  College  and  University  Schools  of  Nursing;  Dr.  Marion  Murphy 
and  Bess  Piggott,  Tacoma,  Wash.,  and  Dr.  Coles,  dean  of  the  school 
of  nursing  at  Howard  Ihiiversity. 

Who  is  going  to  speak  for  the  group  ? 

NURSING  NEEDS 

Miss  Murphy.  I can  lead  off,  Mr.  Chairman. 

I am  Marion  Murphy,  chairman  of  the  American  Nurses’  Associa- 
tion Commission  on  Nursing,  and  dean,  education,  and  dean  of  the 
School  of  Nursing. 

Next  to  me  is  Mrs.  Bess  Piggott,  director  of  the  School  of  Nursing 
of  the  Tacoma  General  Hospital,  and  then  Dean  Margaret  Schaefer. 
They  will  speak  in  turn  after  my  brief  statement.  We  will  all  try  to 
be  brief. 

Senator  Magnuson.  Before  you  start,  oif  the  record. 

(Discussion  off  the  record.) 

Senator  Magnuson.  We  will  be  glad  to  hear  from  you. 

Miss  Murphy.  Thank  you,  Mr.  Chairman. 

My  two  nursing  colleagues,  representing  two  other  nursing  groups, 
National  League  for  Nursing  and  Association  of  Deans,  will  be  speak- 
ing briefly  to  some  rather  specific  points  dealing  with  nursing  educa- 
tion. So,  in  my  summary,  I will  only  highlight  some  nursing  needs  and 
address  myself  mainly  to  other  specific  budgetary  areas  and  then  ask 
that  my  longer  statement,  which  you  now  have,  be  submitted  for  the 
record. 

Senator  Magnuson.  All  right,  we  will  put  all  these  statements  in 
the  record  in  fidl. 

Miss  Murphy.  Within  the  health  manpower  field  the  situation  of 
nursing  is  critical.  It  is  critical  because,  wherever  health  services  are 
provided,  there  will  be  a demand  for  nurses.  It  is  estimated  the  needs 
are  to  be  met  even  reasonably  well  by  1980  the  number  of  registered 
nurses  must  be  increased  by  52  percent.  This  means  there  must  be  a 
major  increase  in  enrollment  and  in  graduation  from  nursing  schools, 
and  very  soon.  We  submit  that  the  critical  shortage  of  nursing  man- 
power will  not  be  overcome  without  substantial  increases  in  funding. 
We  are  hopeful  that  legislation  passed  in  the  House  and  in  the  Senate 
will  greatly  increase  authorization.  Both  bills  include  capitation  sup- 
port to  schools  of  nursing  on  the  basis  of  enrollment  as  well  as  student 
loans,  scholarships  and  traineeships,  project  grants,  and  construction 
grants.  We  assure  you  we  need  them  all. 

First,  a word  about  traineeship.  The  major  portion  of  these  funds 
is  used  to  support  the  graduate  education  of  nurses  to  prepare  them 
for  teaching,  for  clinical  specialists,  and  for  supervisory  positions. 
The  small  percentage  of  training  funds  is  earmarked  for  short  courses 
such  as  workshops  to  prepare  nurses  to  meet  changing  needs.  For  in- 
stance, right  now  to  help  nurse  administrators  in  hospitals  and  public 
health  agencies  understand  and  cope  with  the  impact  of  new  health 
care  delivery  systems. 


2530 


Another  example  would  be  for  curriculum  planning  for  new  types 
of  programs,  especially  new  community  college  nursing  programs, 
and  then  using  new  teclinologics  to  improve  our  teaching  of  nursing. 

I speak  from  experience  in  saying  that  such  short  courses  have  real 
potential  for  bringing  about  more  rapidly  the  needed  changes  to  im- 
prove health  care.  There  is  need  for  more  money  for  tliis  sliort-term 
traineeship  program.  We  have  never  had  enough  money  to  do  the 
things  in  the  short-term  ])rogram  that  we  know  we  can  do. 

Long-term  traineeships,  as  we  call  them,  support,  the  student 
through  payment  of  tuition  and  fees,  some  stipend,  but  in  no  other 
way  support  the  nursing  school  in  terms  of  faculty  salaries  or  other 
education  costs. 

That  brings  me  to  capitation  support.  There  is  a great  variation  in 
cost  of  nursing  programs  as  some  of  them  are  in  large  public  institu- 
tions and  others  are  small  programs  in  private  universities  and  col- 
leges. One  school  in  the  midwest,  for  instance,  can  document  educa- 
tional costs  in  excess  of  $6,000  per  year  for  its  graduate  program, 
although  others  will  estimate  from  $4,000  to  $5,000  per  student  per 
year  to  be  the  undergraduate  program  cost. 

With  the  budgetary  squeeze  and  freeze  in  hiring,  the  need  for 
reasonable  faculty  salary  increases  and  promotional,  some  outside 
financial  assistance,  is  a must  if  additional  faculty  are  to  be  hired 
and  enrollments  are  to  be  increased. 

Although  authorized  in  1968,  basic  support  grants  have  never  been 
appropriated  for  nursing  schools  and  like  medical  and  dental  and 
other  costly  programs  in  the  health  field,  costs  you  see  are  related  to 
clinical  resources  and  clinical  faculty  required,  nursing  schools  are 
desperate  for  financial  assistance. 

My  colleagues  will  speak  further  to  that.  Now  I would  like  to  make 
some  general  comments  about  total  needs  in  the  health  field. 

Senator  Magnuson.  Pardon  me,  but  I have  to  leave.  I will  try  to 
be  back. 

When  you  speak  for  the  institutions  and  the  amount  of  Federal 
participation,  what  matching  is  there  from  the  institutions? 

Miss  Murphy.  You  mean  for  construction  grants? 

Senator  Magnuson.  No,  I mean  for  other  grants,  project  grants, 
not  construction. 

Miss  Murphy.  Well,  project  grants 

Senator  Magnuson.  Construction  grants  would  come  under,  like 
medical  schools,  the  same  thing,  the  50-50  that  was  testified  to  here. 

Miss  Murphy.  Yes.  The  project  grants  are  not  a matching  mecha- 
nism but  a school  faculty  must  design  a project,  defend  why  it  needs 
this  to  improve  its  teaching  and  submit  its  application  to  NIH. 

Senator  Magnuson.  Is  there  any  matching  ? 

Miss  Murphy.  Not  as  much,  except  that  the  school  provides  the 
facility — actual  project  funds  only  do  a specific  small  program.  For 
instance,  a new  kind  of  demonstration  project. 

Senator  Magnuson.  A specific  ])roject  they  want  to  get  at. 

Miss  Murphy.  That  is  right.  YTiich  does  improve  nursing  educa- 
tion but  the  home  school  has  to  support  all  the  basic  tilings,  the  office, 
the  equipment,  and  so  forth. 

Senator  Magnuson.  What  I am  trying  to  find  out  is  how  big  should 
be  the  Federal  participation  in  this  pro.frram?  Are  we  going  to  come 
to  a point  finally  where  it  will  be  all  Federal  or  have  some  local?  The 
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more  local  support  you  have  the  better  chance  we  have  to  justify 
what  we  are  doin^. 

Say  we  are  going  to  raise  it  and  do  more  for  nursing  and  these 
things,  we  have  to  have  the  local  participation.  Some  of  the  State 
schools  are  not  doing  very  well. 

Miss  MtJUPHY.  Others  are  doing  very  well,  sir,  in  just  that  sense. 

Senator  Magnuson.  In  Tacoma,  the  general  hospital,  how  is  that 
financed  ? 

Mrs.  PiGGOTT.  It  comes  from  the  patients  that  are  admitted  to  the 
hospital. 

Senator  ML\gnuson.  F rom  what  the  hospital  makes  ? 

Mrs.  PiGGOTT.  That  is  right. 

Senator  Magnuson.  What  they  can  scrape  up  themselves  ? 

Mrs.  PiGGOTT.  The  tuition  fees  of  the  students  do  not  cover  it.  So, 
the  other  is  made  up  by  patients. 

Senator  IMagnuson.  Plus  if  you  can  get  F ederal  money  ? 

Mrs.  PiGGOTT.  Right. 

Senator  Magnuson.  Before  I leave,  if  you  will  excuse  me  just  a 
moment,  Mrs.  Piggott  points  out  no  matter  how  much  we  appropriate 
in  this  for  student  loans  and  scholarships  or  project  grants,  you  run 
into,  are  they  available?  I surely  agree  with  your  statement  that  the 
policy  of  forcing  everything  down  to  the  banks  gets  pretty  inequitable 
in  school  cases  and  is  discouraging. 

I point  out  that  sometimes  it  is  tougher  for  a woman  to  get  a loan 
than  it  is  for  a man,  and  tough  on  the  banks  and  the  minority  groups. 
This  is  true.  I found  two  or  three  banks  in  my  own  State  that  would 
not  make  a loan  unless  the  parents  had  a deposit  there.  They  would 
present  them  with  a credit  card  of  course.  So  then  they  would  get 
deeper  in  debt  right  then.  It  is  difficult  for  the  banks.  So  we  have  to 
take  a look  at  not  only  have  we  sufficient  money  for  the  guaranteed 
loans  but  see  what  the  availability  of  loans  are. 

If  you  will  excuse  me  for  a minute  or  two  I will  be  back  as  soon  as 
X can. 

Senator  Cotton.  Where  were  you  in  your  statement  ? 

Miss  Murphy.  I was  about  to  begin  my  general  comments  about 
budgetary  needs,  beginning  with  the  National  Institutes  of  Health. 
The  National  Institutes  of  Health  have  responsibility  of  research,  for 
training  of  health  manpower  and  dissemination  of  research  findings. 
I would  agree  with  Dr.  Chapman’s  example,  without  adequately  sup- 
])orted  research,  progress  in  conquering  serious  and  disabling  condi- 
tions that  take  heavy  toll  in  this  country  will  not  be  made.  Neither 
will  progress  be  made  when  funds  for  grants  and  fellowships  are  cur- 
tailed. This  will  cut  back  on  the  number  of  persons  prepared  and 
qualified  for  investigation. 

In  a similar  way,  adequate  support  for  the  National  Library  of 
Medicine  could  promote  more  rapid  communication  of  health  and 
scientific  data  to  health  personnel  throughout  this  country  and  the 
world,  so  it  could  be  shared  in  a more  adequate  way.  Some  of  this  has 
been  fostered  already  through  the  MEDLx\RS  System.  For  25  years 
the  National  Institute  of  Mental  Health  has  been  engaged  in  research, 
in  training  manpower  and  in  promoting  services  to  foster  mental 
health.  These  activities  have  resulted  in  a dramatic  decrease  in  long- 
term hospitalization  for  mental  illness  and  a shift-  to  providing  care 
in  a variety  of  ways  in  the  individual's  home  commimity. 
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Yet  for  fiscal  1972  the  administration  is  not  requesting  any  appro- 
]:>riation  for  construction  of  mental  health  centers  although  there  is 
no  evidence  tliat  mental  illness  is  declining  in  our  population  or  that 
additional  centers  will  not  be  needed. 

Many  applications  indeed  are  waiting  for  funds.  If  community  re- 
sources are  not  available  we  may  well  see  admissions  to  psychiatric 
hospitals  increase  to  their  former  level.  This  would  be  a tragedy  in 
tliis  country  at  this  time.  A cut  of  several  million  dollars  in  psychiatric 
training  funds  is  also  proposed  and  this  at  a time  when  alcoholism  and 
drug  abuse  and  emotional  liehavior  pi-oblems  are  a matter  of  grave 
concern. 

Coping  with  these  problems  requires  highly  qualified,  up-to-date 
professional  personnel.  We  urge  this  subcommittee  to  adequately  fund 
these  mental  health  training  programs.  With  the  widesprad  criticism 
which  the  present  health  delivery  system  is  receiving  and  to  which 
Dr.  Chapman  referreid,  it  is  essential  that  sufficient  support  be  given 
to  the  health  services  and  development  program  which  is  charged 
with  an  investigating  and  proposing  new  ways  for  delivering  health 
care  so  that  it  Incomes  more  accessible  to  those  who  need  it. 

In  nursing  we  are  interested  in  continuing  money  for  the  training 
of  nurse  practitioners  wdio  can  be  of  greater  assistance  in  making  health 
care  accessible.  The  regional  program  was  established  to  make  avail- 
able to  patients  the  results  of  research  and  to  bring  the  latest  advances 
in  the  diagnoses  and  treatment  of  disease  that  were  major  causes  of 
disability,  namely,  cancer,  stroke  and  heart  disease. 

Although  only  about  4 years  old,  really,  in  a preschool  period,  the 
EMP’s  have  demonstrated  a capacity  for  stimulating  cooperative  ef- 
fort that  we  have  not  really  had  before  to  provide  high  quality  care 
through  the  education  of  practitioners. 

Significantly,  they  have  been  instrumental  in  bringing  together 
many  of  the  members  of  health  occupations,  not  just  the  professions 
but  the  whole  health  occupational  field  engaged  in  the  delivery  of 
health  care.  They  have  promoted  and  carried  out  activities  for  the  up- 
dating of  knowledge  and  continuing  education  of  members  of  the  dis- 
ciplines involved.  In  spite  of  these  contributions  and  the  potential 
for  greater  success  the  administration  requests  for  fiscal  1972  is  more 
than  50  percent  below  that  of  fiscal  1971. 

Millions  of  dollars  appropriated  for  fiscal  1971  were  never  released. 
As  a representative  of  a medical  center  where  nursing  and  medicine 
have  worked  together  to  very  successfully  operate  programs,  short 
courses  for  nurses  and  for  physicians  in  coronary  treatment  and  in 
stroke  prevention  and  treatment  over  the  last  3 years,  I wonder  why. 

Another  serious  situation  is  that  of  lead-based  paint  poisoning  which 
has  received  some  attention,  but  insufficient  funding  to  effectively 
attack  this  problem  through  case  finding  and  public  education  and 
treatment.  Lead  poisoning  can  result  in  kidnev  disease  and  mental 
retardation  in  children  and  especially  poor  children  of  preschool  age 
living  in  the  inner  city  in  old  and  substandard  housing.  In  all  my  nurs- 
ing years  before  I became  a dean  I was  a public  health  nurse  and  I 
know  all  about  substandard  housing  in  the  country  and  they  are  not  all 
in  urban  centers. 

I have  seen  rat  bites  on  children.  I have  seen  paint  flakes  in  babies’ 
cribs.  We  didn’t  know  20  years  ago  as  much  about  lead  poisoning  of 


2533 


babies  and  little  children  as  we  know  today,  thanks  to  research.  Nurses 
working  in  large  city  pediatric  units  are  aware  of  the  pain,  suffering 
and  long-term  results  of  lead  poisoning  on  many  children.  Early 
diagnosis  and  treatment  are  vital  but  of  course  prevention  is  more  desir- 
able. Many  of  the  victims  are  not  usually  under  regular  health 
supervision. 

We  strongly  urge  $20  million  be  appropriated  for  fiscal  1972  to 
carry  out  the  intent  of  the  Congress  when  it  passed  the  Lead  Based 
Paint  Poisoning  Prevention  Act. 

The  American  Nurses’  Association  has  joined  with  other  organiza- 
tions in  the  coalition  for  health  funding.  The  coalition  has  a major 
interest  in  advancing  the  health  of  this  country.  This  cannot  be  done 
without  a large  investment  of  money  at  the  Federal  level.  Therefore, 
we  trust  that  this  committee  will  concur  and  will  be  generous  in  its 
appropriations  for  health.  We  think  that  health  and  its  related  pro- 
grams such  as  housing,  nutrition,  and  the  like  must  become  our  high- 
est priorities. 

I appreciate  very  much  having  this  opportunity  to  speak  to  this 
subcommittee  which  I know  is  knowledgeable  about  health  needs. 

After  my  colleagues  have  spoken,  we  will  be  happy  to  answer  any 
questions. 

Senator  Cotton.  Thank  you. 

(The  statement  follows:) 
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Mr.  Chairman,  I am  Marion  Murphy,  Chairman  of  the  ANA  Commission  on  Nursing 
Education  and  Dean  of  the  School  of  Nursing,  University  of  Maryland.  I 
appear  here  today,  representing  the  American  Nurses’  Association,  the  pro- 
fessional association  of  registered  nurses  in  the  United  States  to  speak 
to  appropriations  for  certain  programs  of  the  Department  of  Health,  Educa- 
tion and  Welfare. 

There  is  continuing  and  increasing  concern  about  the  health  delivery  system 
in  this  country,  the  inaccessibility  of  many  citizens  to  equal  health  services, 
the  shortage  and  uneven  distribution  of  health  personnel. 

It  was  anticipated  that  the  Administration's  health  budget  proposals  would 
reflect  this  concern  and  that  meeting  health  needs  would  have  top  priority. 
This,  however,  has  not  been  the  case.  In  many  instances  Fiscal  1972  requests 
are  at  the  Fiscal  1971  level,  only  slightly  above,  or  are  cut  back.  If  the 
Fiscal  1972  requests  are  approved  by  the  Congress,  research  efforts  and 
manpower  training  will  be  seriously  retarded. 

Within  the  National  Institutes  of  Health  rests  the  responsibility  for  support 
of  medical  research,  for  the  training  of  health  manpower  and  the  dissemination 
of  research  findings. 

Without  adequately  supported  research  progress  in  conquering  the  serious 
and  disabling  conditions  that  take  a heavy  toll  in  this  country  will  not  be 
made.  Neither  will  progress  be  made  when  funds  for  grants  and  fellowships 
are  curtailed.  This  will  cut  back  on  the  number  of  persons  prepared  and 
qualified  for  investigation. 
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Iluraes,  because  of  their  extensive  and  intensive  patient  contacts,  are 
very  aware  of  the  ways  in  which  recent  breakthroughs  in  research  have 
affected  health  care.  One  example  is  the  effect  of  the  polio  vaccines 
on  the  demise  of  that  not  so  long  ago  frightening,  disabling  and  crip- 
pling disease  that  hit  epidemic  proportions  in  our  cities  on  an  almost 
annual  basis.  The  health  manpower  hours  and  the  facilities  required  in 
caring  for  those  patients  was  costly,  both  emotionally  and  economically. 
The  long-term  cost  savings,  if  such  things  can  be  estimated  in  that  way, 
which  resulted  from  the  research  dollars  spent  on  polio  vaccine  is  huge. 

Similar  things  can  be  said  about  the  measles  vaccine,  the  findings  in 
the  field  of  genetics,  coronary  care,  neurological  research  and  so  on. 

It  is  very  short-sighted  to  cut  back,  or  restrain  progress  in  this  area. 

We  agree,  of  course,  that  the  benefits  of  such  research  findings  must 
be  made  available  more  rapidly  to  the  total  population.  The  general 
population  must  be  able  to  benefit  from  the  research  that  is  done. 

The  quality  of  care  available  must  be  more  equitable  both  on  geographic 
and  economic  basis . 

Adequate  support  for  the  National  Library  of  Medicine  could  promote 
more  rapid  communication  of  health  and  scientific  data  to  health  person- 
nel throughout  this  country  and  the  world.  Some  of  this  has  been 
fostered  already  through  the  MEDLARS  system. 

The  health  field  as  a whole  has  been  identified  as  one  with  a significant 
shortage  of  qualified  personnel.  It  is  anticipated  that  demand  for 
personnel  will  become  more  acute  as  health  services  are  made  more 
equitably  available  to  the  people  of  this  country.  Initiation  of  a 
national  health  insurance  program  of  some  type  in  the  near  future  seems 
likely  and  will  require  advance  planning  and  support  for  the  additional 
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-Tianpower  that  will  be  needed  fur  _he  d»  livery  of  effective  health  services 
in  Institutions  and  in  the  co-nmunity. 

Health  Manpower  - Nursing 

Within  the  health  manr^ower  field  the  situation  of  nursing  is  critical  and 
it  is  critical  because  wherever  health  services  are  provided  there  will 
be  a demand  for  nurses.  It  is  estimated,  if  needs  are  to  be  met  in  1980, 
that  the  number  of  registered  nurses  must  be  increased  by  fifty-two  percent. 
This  means  there  must  be  a major  increase  in  enrollments  and  in  graduations 
from  nursing  schools,  and  very  soon. 

Increasing  enrollments  requires  a concomitant  Increase  in  the  number  of 
qualified  teachers,  more  spaces  in  schools  of  nursing,  loans  and  scholar- 
ships for  students,  project  grants  to  improve  nursing  education,  nursing 
practice,  promote  career  mobility  and  institutional  grants  to  help  schools 
meet  the  high  costs  of  this  type  of  education.  We  want  to  attract  into 
nursing  and  retain  more  members  of  minority  and  disadvantaged  groups. 

Often  some  of  these  groups  have  educational  deficiencies  and  additional 
funds  are  needed  for  schools  to  provide  the  additional  educational  assist- 
ance. In  addition,  students  from  low- income  families  need  substantial 
financial  aid  to  meet  their  tuition  and  living  costs. 

The  Administration  is  proposing  for  Fiscal  1972,  appropriations  for  nursing 
education  totaling  approximately  $68  million.  The  requests  are,  for  the 
most  part,  at  the  same  level  as  for  Fiscal  1971.  The  student  loan  program 
is  cut  by  $6  million.  Only  eight  million  dollars  is  asked  for  construction  of 
nursing  schools  although  there  is  a backlog  of  $27  million  in  approved 
but  unfunded  construction  grants.  The  professional  nurse  traineeship 
program  which  aids  nurses  preparing  for  teaching,  supervision,  administra- 
tion and  specialty  practice,  would  have  appropriated  for  it  only  $1  mil- 
lion over  Fiscal  1971.  No  request  is  made  for  Institutional  grants. 
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/Uthough  institutional  grants  were  authorized  for  schools  of  nursing  in 
the  Health  Manpower  Act  of  1968,  no  monies  were  ever  appropriated. 

We  submit  that  the  critical  shortage  of  nurse  manpower  will  not  be  over- 
come without  substantial  increases  in  funding.  We  are  hopeful  that  legis- 
lation passed  in  the  House  and  still  pending  in  the  Senate  will  greatly 
Increase  funding.  Both  bills  include  capitation  support  to  schools  of 
nursing  on  the  basis  of  enrollments,  as  well  as  loans,  scholarships, 
traineeships,  project  grants  and  construction  grants. 

Traineeships 

The  major  portion  of  these  funds  is  used  to  support  the  graduate  educa- 
tion of  nurses  to  prepare  them  for  teaching,  clinical  specialist  and 
supervising  positions.  There  is  some  funding  of  diploma  and  community 
college  prepared  nurses  for  the  last  year  of  a baccalaureate  program. 

Such  assistance  helps  those  nurses  interested  in  becoming  teachers  or 
nursing  care  supervisiors  to  meet  the  entrance  requirements  of  the 
graduate  schools . 

A small  percentage  of  traineeship  funds  is  earmarked  for  short  courses 
such  as  workshops  to  prepare  nurses  for  changing  needs  (such  as  for 
curriculum  planning  for  new  types  of  programs,  especially  for  new  com- 
munity college  nursing  programs  and  using  new  technologies  to  improve 
teaching,  etc.).  Such  courses  have  real  potential  for  bringing  about 
more  rapidly  the  needed  changes  to  improve  health  care.  There  is  need 
for  more  money  for  this  short-term  traineeship  program. 

Traineeships  support  the  student  (payment  of  tuition  and  fees  and  some 
stipends)  but  in  no  other  way  support  the  nursing  school  in  terms  of 
faculty  salaries  or  other  education  costs. 
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To  date,  the  requests  for  long-term  traineeship  funds  alone  for  the  next 
school  year  (FY  1972)  amounts  to  $17  million  as  compared  to  last  year's 
total  amount  requested  for  that  program  which  was  $14  million! 

In  1970,  73.8%  of  the  traineeship  funds  requested  were  awarded  ($10,470 
million  appropriated)  while  in  1971  because  there  was  no  Increase  in  the 
appropriation  only  68.7%  of  the  amount  requested  could  be  awarded.  That 
meapt  that  1482  nurses  that  needed  financial  assistance  for  graduate 
education  could  not  receive  it.  If  the  appropriation  for  traineeships 
for  fiscal  1972  remains  the  same,  only  60%  of  the  nurses  needing  support 
will  be  able  to  receive  it.  1700  nurses  will  not  be  supported.  This  is 
quite  a drop  at  a time  when  the  demand  for  nurse  teachers  is  great!  The 
same  amount  of  money  cannot  go  as  far,  because  like  everything  else 
tuition  costs  are  Increasing. 

The  National  League  for  Nursing  did  a nurse  faculty  census  in  1970  that 
showed  that  there  were  1244  budgeted  faculty  vacancies . In  addition, 
the  number  of  people  teaching  without  the  minimum  educational  qualifica- 
tion for  higher  education,  a masters  degree,  was  as  follows: 

Baccalaureate  & higher  degree  programs  14.7% 

Associate  Degree  programs  40.9% 

Diploma  (hospital  schools)  81.9% 

Practical  nurse  programs  93.5% 

In  addition  to  the  already  great  demand  for  teachers,  the  start  up  grants 
for  new  schools  and  the  project  grant  provisions  (to  prepare  new  types 
of  nursing  personnel  such  as  midwives  and  pediatric  nurse  practitioners) 
as  authorized  in  H.R.  8630,  which  has  passed,  and  in  S.  1747  will  further 
Increase  the  demand  for  well-qualified  nursing  faculty.  If  we  are  to 
close  the  gap  in  the  nurse  supply,  this  is  one  of  our  greatest  needs. 
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Many  schools  have  indicated  that  they  can  increase  their  graduate  school 
enrollments  if  they  have  adequate  institutional  support  to  hire  faculty 
and  if  student  financial  aid  programs  are  markedly  increased.  Undergraduate 
nursing  program  enrollments  are  showing  a steady  rate  of  increase  which 
we  anticipate  will  continue,  again  if  the  appropriations  match  the  author- 
izations in  the  pending  Nurse  Training  Bills.  The  uncertainty  caused  by 
the  lateness  of  the  enactment  of  this  new  legislation  and  the  anticipated 
delay  in  appropriations  may  result  in  decreased  enrollments  for  the  next 
year  but  hopefully  that  can  be  made  up  in  the  following  year.  The  in- 
creasing amounts  being  requested  for  fiscal  1972,  both  for  student  loans 
and  scholarships,  reflect  rapidly  increasing  tuition  and  living  costs. 

Institutional  Costs 

There  is  a great  variation  in  costs  of  nursing  programs  as  some  are  in 
large  public  institutions  and  others  are  small  programs  in  private  uni- 
versities. One  school  in  the  midwest  can  document  educational  costs  in 
excess  of  $6,000  per  student  per  year  for  its  graduate  program  while 
others  estimate  $4  - $5,000  per  student  per  year  to  be  the  undergraduate 
program  cost.  With  the  budgetary  squeeze  and  freeze  on  hiring,  salary 
increases  and  promotions  in  so  many  institutions  of  higher  education, 
outside  financial  assistance  is  a must  if  additional  faculty  are  to  be 
hired  and  enrollments  are  to  be  increased.  Although  authorized  in  1968, 
basic  support  grants  have  never  been  appropriated  for  nursing  schools. 

Like  medical,  dental  and  other  costly  programs  (those  costs  are  related 
to  clinical  resources  and  clinical  faculty  required)  nursing  schools  are 
d sperate  for  financial  assistance. 

As  a result  of  talk  about  an  oversupply  of  certain  categories  of  workers , 
notably  teachers  and  scientists,  the  potential  for  recruitment  into  nursing 
is  greater  than  ever  right  now.  It  seems  a shame  after  talking  about  it 
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for  years  not  to  be  able  to  take  advantage  of  this  time  when  health 
care  services  are  so  in  need  of  personnel. 

If  the  supply  of  registered  nurses  is  to  match  the  demand,  there  are 
several  things  that  are  needed  in  addition  to  traineeship  funds  and 
Institutional  support. 

Construction  Grants 

The  construction  of  new  schools  of  nursing  has  been  brought  almost  to 
a standstill  by  the  low-level  of  appropriations  for  that  purpose  in 
the  past  two  years.  As  this  committee  is  well  aware,  the  amount  ap- 
propriated, although  well  below  the  amounts  authorized,  have  not 
been  released.  Of  the  9.5  million  dollars  appropriated  for  this  year, 
only  eight  million  dollars  was  allocated.  When  the  1972  budget  was 
released  in  January,  the  American  Nurses'  Association  inquired  about 
the  request  for  construction  grants  which  was  for  only  8 million  dol- 
lars again.  Less  than  the  amount  appropriated  for  the  current  year  I 
We  were  told  it  was  not  in  fact  a cut  back  because  the  1.5  million  dol- 
lars that  would  not  be  released  for  this fiscal  year  (1971)  would  be 
carried  over  to  the  next  year's  budget,  therefore,  we  would  have  9.5  mil- 
lion dollars  for  construction  of  nursing  education  facilities  in  1972  — 
an  increase  of  1.5  million  dollars  over  1971. 

Now  all  of  this  seems  to  me  to  be  very  questionable  and  is  certainly 
not  in  the  Interest  of  Increasing  the  supply  of  nurses  at  this  critical 
time.  What  assurance  do  we  have  that  the  Administration  will,  in  fact, 
release  the  9.5  million  dollars  it  has  promosed  in  1972.  Can  this  con- 
mittee  assure  that  the  funds  appropriated  will  be  used  as  and  for  the 
purposes  you  appropriate  it? 


2541 


Student  Aid 

Student  scholarships  and  loans  are  in  great  demand.  This  committee 
has  been  generous  in  this  respect  in  the  past  and  we  hope  that  you  con- 
tinue to  see  how  important  these  student  support  programs  are.  Nursing 
has  always  encouraged  low- Income  students  to  enter  its  ranks.  This 
year,  because  of  the  general  downturn  of  the  economy  as  a whole, 
families  that  had  planned  to  finance  their  children's  education  are 
finding  it  much  more  difficult  to  do  so.  In  addition,  tuition  and 
living  costs  have  Increased  markedly.  To  maintain  just  the  same  number 
of  students  being  assisted  the  appropriations  must  be  Increased  and  we 
need  to  Increase  the  numbers  not  just  maintain  the  status  quo. 

Project  Grants 

The  special  Project  Grants  have  had  a significant  Impact  on  improving 
nursing  education.  They  have  made  it  possible  for  schools  to  better 
utilize  faculty,  teach  more  effectively,  lower  the  attrition  rate  by 
providing  tutorial  programs,  and  individualized  instructional  systems. 

Some  projects  have  also  made  it  possible  for  regional  developments  to 
be  fostered,  such  as  the  establishment  of  a graduate  program  in  the 
west  shared  by  several  schools  in  California  and  Nevada.  This  pro- 
motes much  better  u«c  of  physical  facilities  and  of  faculty  members 
in  such  short  supply. 


2542 


Health  Services  and  Mental  Health  Administration 

For  twenty-five  years  the  National  Institute  of  Mental  Health  has  been 
engaged  in  research,  in  training  manpower  and  in  promoting  services  to 
foster  mental  health.  These  activities  have  resulted  in  a dramatic  de- 
crease in  long-term  hospitalization  and  a shift  to  providing  care  in  a 
variety  of  ways  in  the  individual’s  own  community. 

The  Congress  has  enacted  legislation  authorizing  funds  for  community 
mental  health  centers  and  for  the  staffing  of  those  centers.  For  Fiscal 
1972  the  Administration  is  not  requesting  any  appropriation  for  construc- 
tion of  centers,  although  there  is  no  evidence  that  mental  illness  is 
declining  in  our  population  or  that  additional  centers  will  not  be  needed. 

Many  applications  are  awaiting  funds . If  community  resources  are  not 
available,  we  may  well  see  admissions  to  psychiatric  hospitals  increase 
to  their  former  level.  This  would  be  a great  mistake. 

A cut  of  seven  million  dollars  in  psychiatric  training  funds  is  also  proposed. 
And  this  at  a time  when  alcoholism,  drug  abuse  and  emotional  behavioral 
problems  are  a matter  of  grave  concern.  Coping  with  these  problems  requires 
highly -qualified,  up-to-date  professional  personnel.  We  urge  this  committee 
to  adequately  fund  these  manpower  training  grants. 

Given  the  widespread  criticism  of  the  health  delivery  system  it  is  essential 
that  sufficient  support  be  given  to  the  Health  Services  Research  and  Develop- 
ment program  which  is  charged  with  investigating  and  proposing  new  ways  of 
delivering  health  care,  so  that  it  becomes  more  accessible  to  those  who 


need  it. 
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During  the  1960's,  legislation  to  promote  comprehensive  health  planning 
was  enacted  by  the  Congress.  Its  purpose  was  to  promote  a partnership 
between  government  and  the  private  sector,  consumers  and  providers  to 
determine  health  care  needs,  ways  to  meet  identified  needs  for  services 
and  health  manpower  and  Insure  against  needless  duplication  of  services 
and  facilities . Some  impact  has  been  made  in  achieving  greater  coordina- 
tion of  services,  in  improved  planning  among  facilities  and  agencies 
providing  services  and  among  groups  of  health  workers  providing  care, 
but  those  efforts  must  be  continued  and  improved.  The  Comprehensive 
Health  Planning  program  should  have  increased  Federal  funding  so  the 
momentum  gained  will  not  be  lost. 

The  Regional  Medical  Program  was  established  to  make  available  to 
patients  the  latest  advances  in  the  diagnosis  and  treatment  of  diseases 
that  were  a major  cause  of  disability  and  mortality  in  this  country, 
namely  cancer,  stroke  and  heart  diseases.  Although  only  about  four 
years  old,  RMP's  have  demonstrated  a capacity  for  stimulating  coopera- 
tive efforts  to  provide  high  quality  care  through  education  of  practi- 
tioners and  the  care  Itself.  Significantly,  they  have  been  instrumental 
in  bringing  together  members  of  the  many  health  occupations  engaged  in 
the  delivery  of  health  care.  They  have  promoted  and  carried  out  activities 
for  the  updating  of  knowledge  and  the  continuing  education  of  nwanbers  of 
the  disciplines  involved.  In  spite  of  these  contributions  and  the  poten- 
tial for  greater  success,  the  Administration  request  for  Fiscal  1972  is 
more  than  50%  below  that  of  Fiscal  1971.  Millions  of  dollars  appropriated 
for  Fiscal  year  1971  were  never  released. 

We  recommend  also  that  substantial  funds  be  appropriated  for  maternal  and 
child  health  services  under  Title  V of  the  Social  Security  Act.  The  grants 
available  under  this  Title  have  made  it  possible  to  bring  many  women,  espe- 
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dally  th«  poor,  under  care  early  in  pregnancy  and  have  provided  the  essential 
follow-up  of  mothers  and  Infants.  Early  care  will,. of  course,  Improve  the 
health  of  mothers  and  their  infants.  Nurse  midwives  and  pediatric  nurse  prac- 
titioners are  assuming  an  increasingly  important  role  in  providing  these  services. 

Another  serious  situation  is  that  of  lead-based  paint  poisoning  which  has  re- 
ceived some  attention  but  insufficient  funding  to  effectively  attack  the 
problem  through  case-finding,  public  education  and  treatment.  Lead  poison- 
ing can  result  in  kidney  disease  and  mental  retardation  and  afflicts  espe- 
cially poor  children  of  pre-school  age  in  the  inner  city  in  old  and  substand- 
ard housing.  Nurses  working  in  large  city  pediatric  units  are  well  aware  of 
the  pain,  suffering  and  long-term  results  of  lead  poisoning  on  many  young 
children.  Early  diagnosis  and  treatment  are  vital.  Of  course,  prevention 
Is  much  more  to  be  desired.  Many  of  the  potential  victims  are  not  under 
regular  health  supervision  and  are  not  usually  seen  In  well-child  clinics. 

In  New  York  City  which  has  a lead  poisoning  program  under  the  Health  Depart- 
ment, mobile  clinics  are  now  being  used  In  the  Inner  city  for  searching  out 
and  encouraging  testing  to  determine  the  level  of  lead  In  the  blood.  These 
clinics  are  manned  by  nurses  and  volunteers  assist  In  home  visiting. 

We  strongly  urge  that  $20  million  be  appropriated  for  Fiscal  1972  to  carry 
out  the  Intent  of  the  Congress  when  It  passed  the  Lead-Based  Paint  Poisoning 
Prevention  Act. 

The  American  Nurses'  Association  has  joined  with  other  organizations  in  the 
Coalition  for  Health  Funding.  The  Coalition  has  a major  interest  in  advancing 
the  health  of  this  country.  This  cannot  be  done  without  a large  Investment 
of  money  at  the  Federal  level.  Therefore,  we  trust  that  this  committee  will 
concur  and  will  be  generous  In  Its  appropriations  for  health.  We  think  that 
health  and  Its  related  programs  such  as  housing,  nutrition  and  the  like  must 
become  our  highest  priorities. 
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AMERICAN  NURSES'  ASSOCIATION 
Statement  on 

Appropriations  for  the  Department  of  Labor 

The  Bureau  of  Labor  Statistics  has  conducted  three  national  surverys  of 
hospital  conditions  since  1963.  The  last  such  study  was  m^ade  in  March  1969. 

These  data  have  been  of  vital  importance  in  the  assessment  of  the  economic 
status  of  the  nearly  3 million  workers  in  this  industry.  The  data  also  pro- 
vides essential  background  information  for  health  planning  and  the  monitoring 
of  health  care  costs  in  the  country.  We  have  supported  the  previous  endeavors 
of  the  Bureau  of  Labor  Statistics  in  collecting  these  data  and  urge  that  appro- 
priations for  the  Bureau  take  into  account  the  need  for  funds  for  these  studies 
to  be  conducted  and  maintained  at  frequent  intervals.  We  would  hope  that  broad 
national  studies  be  conducted  at  least  once  every  two  years  with  annual  spot 
checks  of  salaries  in  "bench  mark"  positions  in  selected  major  metropolitan 
areas . 

We  would  also  like  to  call  the  attention  of  this  committee  to  the  need  for  data 
on  employment  conditions  in  another  important  segment  of  the  health  care  industry, 
nursing  homes  and  other  extended  care  facilities.  BLS  has  made  three  surveys  of 
employees  earnings  and  other  employment  conditions  in  these  institutions.  The 
last  data  collected  were  for  April  1968.  The  numbers  and  use  of  these  institu- 
tions continue  to  grow,  taking  an  ever  increasing  proportion  of  our  health 
dollar  and  of  our  labor  force.  Therefore,  we  urge  that  surveys  of  employment 
conditions  in  nursing  homes  and  extended  care  facilities  also  be  conducted  at 
frequent  intervals. 
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STATEMENT  OF  BESS  M.  PIGGOTT,  DIRECTOB,  SCHOOL  OF  NURSING, 
TACOMA  GENERAL  HOSPITAL,  TACOMA,  WASH. 

NURSING  EDUCATION 

Mrs.  PiGGOTT.  T am  Boss  Pi^^ott,  dii-ector  of  the  School  of  Nursing 
of  the  Tacoma  General  Hospital  in  Tacoma,  Wash. 

Since  my  testimony  is  going  into  the  record,  I will  just  highlight 
some  of  the  points  of  it. 

Of  course  the  committee  is  very  much  aware  that  nursing  is  the 
largest  health  pi-ofossion  and  also  how  widely  our  services  are  needed. 
It  is  more  than  likely,  a fact  I think,  that  this  is  going  to  increase,  we 
are  moving  out  into  the  community.  The  role  of  the  nurse  is  expand- 
ing. We  will  be  concent i-ating  on  outpatient  as  well  as  inpatient  care. 
This  will  increase  the  need  for  more  nursing  personnel. 

In  improving  the  Nation’s  health  it  will  intensify  the  pressure  on 
nursing  not  only  to  prepare  more  personnel  at  all  levels  of  practice 
but  prepare  them  to  do  more  and  more  complex  things  than  they  have 
done  in  the  past  or  that  they  are  doing  at  the  present  time. 

The  potential  for  expanding  the  numbers  of  nursing  personnel  is 
definitely  there.  The  latest  figures  on  admissions  to  schools  of  nursing 
show  that  there  has  been  a sharp  increase  over  the  year  before,  attest- 
ing to  the  strong  attraction  that  nursing  holds  for  our  young  people 
today.  This  is  also  the  prospect  of  improving  the  opportunity  for 
those  who  are  already  in  nursing  to  advance  to  a higher  degree  o^  skill 
and  to  increase  their  ability  to  continue  to  the  health  care  of  the  coun- 
try. Nurses  respond  in  many  ways  to  the  need  to  improve  practice,  to 
prepare  more  practitioners  and  to  offer  wider  opportunities  for  ad- 
vancement on  their  own. 

The  schools  of  nursing  are  experimenting  with  new  teaching  meth- 
ods that  will  extend  the  reach  of  nursing  faculty.  Most  schools  have 
adopted  the  open  curriculum  system  of  advancing  credit  to  students 
with  previous  experience  or  education  in  nursing  that  will  enable  the 
student  to  move  upward  in  education  and  skill.  Especially  we  are  look- 
ing to  the  licensed  practical  nurse  and  the  military  personnel  who  are 
coming  back  who  have  been  medical  corpsmen.  But  only  the  schools 
that  can  afford  to  stay  open  can  carry  out  such  efforts  and  the  opera- 
tion of  a school  of  nursing  is  a very  expensive  one. 

Nursing  education  in  the  past  has  been  severely  penalized  by  the 
lack  of  institutional  and  other  support.  In  fiscal  year  1971,  though  leg- 
islation authorized  $35  million  in  construction  grants  for  nursing 
schools,  only  9.5  was  actually  granted  and  no  grants  at  all  were  made 
from  the  authorized  $25  million  for  institutional  support. 

If  this  trend  is  not  reversed,  many  schools  of  nursing  will  have  to 
close  and  new  schools  will  not  open  and  enrollments  in  existing  pro- 
grams just  can't  be  expanded. 

In  the  face  of  such  a situation,  it  is  distressing  to  find  that  the  level 
of  aid  proposed  by  the  administration  for  nursing  schools  and  students 
of  nursing  in  1972  is  below  that  of  1971. 

To  meet  the  inevitable  demands  for  more  nursing  personnel  that 
enlarged  health  programs  are  going  to  bring,  nursing  schools  must 
have  funds  for : 

a.  Construction,  either  to  build  new  facilities  or  remodel  and  im- 
prove existing  ones  so  that  they  can  expand  their  enrollments. 
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b.  F acuity  recruitment  and  retention  to  provide  education  for  their 
larger  student  bodies. 

c.  Programs  that  will  improve  the  performance  of  their  faculties 
and  strengthen  their  curriculum. 

d.  Preparing  more  nurse  teachers  and  more  nurses  with  the  high 
degree  of  clinical  skill  they  need  to  improve  the  care  they  give  to 
patients. 

e.  Programs  of  enrichment  and  specialized  aid  for  students  from 
disadvantaged  backgrounds  who  need  special  assistance  to  succeed  in 
nursing. 

There  is  need  also  for  financial  assistance  for  students  who  wish  to 
enter  nursing.  Many  families  are  finding  it  hard  today  to  provide  the 
education  for  their  children  that  they  would  like  to  give.  Moreover, 
tuition  and  fees  for  all  types  of  nursing  programs  are  rising,  until 
the  cost  to  the  student  of  a nursing  education,  once  relatively  low,  is 
now  higher  than  that  of  most  other  programs. 

This  inci'eased  cost  is  a matter  of  particular  concern  because  of  the 
appeal  nursing  has  for  young  people  from  backgrounds  that  rank  low 
on  the  economic  scale.  Not  only  do  these  young  people  want  to  enter 
nursing,  but  nursing  schools  want  to  enroll  them  because  they  are 
needed  in  nursing.  As  the  scope  of  health  care  reaches  out  into  the 
community,  it  is  important  that  we  recruit  providers  of  nursing  care 
from  the  community.  Nurses  drawn  from  the  so-called  multicultural 
groups  have  a special  advantage  because  of  their  ability  to  relate  to 
their  own  people.  Many  such  young  people  are  eager  to  prepare  for 
the  responsibilities  of  nursing,  and  they  serve  well  once  they  complete 
their  training,  but  their  need  for  financial  aid  is  greater  than  that  of 
most  other  students.  Educating  them  increases  costs  to  the  school,  too. 
because  these  students  frequently  need  individualized  instruction  and 
concentrated  counseling  throughout  their  program. 

As  Senator  Magnuson  said  a moment  ago,  we  in  nursing  fear  that 
a change  from  direct  student  loans  to  guaranteed  loan  as  proposed  by 
the  administration  will  cause  an  additional  hardship  for  these  stu- 
dents. Private  banks  are  not  eager  to  make  loans  to  blacks,  Puertt) 
Ricans,  and  other  individuals  from  families  with  low  incomes.  As  a 
matter  of  fact,  they  are  not,  especially  quick  to  grant  loans  to  women, 
and  the  guaranteed  loan  program  mav  well  work  to  the  disadvantage  of 
the  majority  of  nursing  students.  When  to  this  is  added  the  fact  that 
the  administration’s  budget  request  for  student  loans  for  fiscal  year 
1972  is  cut  from  that  for  fiscal  year  1971  by  almost  half,  the  prospect 
that  many  potential  students  wull  be  denied  the  opportunity  to  adopt 
nursing  as  a career  is  inescapable. 

In  short,  we  believe  that  the  role  of  nursing  in  providing  health  care 
to  the  Nation  is  expanding.  The  support  for  nursing  from  governmen- 
tal sources  seems  to  be  shrinking.  If  this  threatened  squeeze  is  allowed 
to  become  fact,  it  may  be  more  than  nursing  that  suffei’s. 

I thank  you,  Mr.  Chairman,  and  members  of  the  subcommittee,  for 
this  opportunity  to  appear  before  you.  If  I can  answer  any  questions  or 
supply  additional  information,  I shall  be  happy  to  do  so. 

Senator  Cotton.  Thank  you  for  an  excellent  statement. 

We  had  better  hear  all  the  statements  before  we  start  questions. 

( The  statement  follows : ) 
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Mr.  Chairman,  I am  Mrs.  Bess  M.  Piggott,  director  of  the  School  of 
Nursing  of  the  Tacoma  General  Hospital  in  Tacoma,  Washington.  I am 
here  to  speak  for  the  National  League  for  Nursing,  a membership  or- 
ganization of  some  17,000  individual  members  and  1,800  agency  members 
who  are  concerned  that  nursing  care  should  be  available  where  and  when 
it  is  needed  and  that  it  should  be  of  the  best  possible  quality.  Our 
individual  members  are  nurses,  physicians,  allied  health  professionals, 
educators,  and  interested  citizens.  Our  agency  members  are  schools  of 
professional  and  practical  nursing,  hospital  nursing  services  and  pub- 
lic health  nursing  agencies.  We  also  have  an  assembly  of  1,300  home 
health  agencies  certified  under  Medicare-Medicaid. 

As  members  of  this  committee  know,  nursing  is  the  largest  of  the 
health  professions,  and  the  services  provided  by  nurses  are  widely 
needed.  It  seems  likely  that  the  already  high  demand  for  nursing 
services  will  go  even  higher,  as  health  care  takes  on  greater  impor- 
tance in  this  country.  Stress  on  preventing  illness  and  on  providing 
comprehensive  care  to  the  out-patient  as  well  as  the  in-patient  will 
increase  the  need  for  nursing  personnel.  National  health  insurance 
that  extends  health  benefits  to  more  people  will  have  a similar  result. 
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Improving  our  nation's  health  care  will  intensify  the  pressure  on 
nursing,  not  only  to  prepare  more  personnel  at  all  levels  of  prac- 
tice, but  prepare  them  to  do  more  — and  more  complex  — things  than 
they  have  done  in  the  past  or  are  doing  nov;. 

The  potential  for  expanding  the  numbers  of  nursing  personnel 
definitely  exists.  The  latest  figures  on  admissions  to  schools  of 
nursing  showed  a sharp  increase  over  the  year  before,  attesting  to 
the  strong  attraction  that  nursing  holds  for  today's  young  people 
who  are  so  marked  by  their  eagerness  to  serve. 

There  is  also  the  prospect  of  improving  the  opportunities  for 
those  in  nursing  to  advance  to  higher  levels  of  skill  and  so  increase 
their  ability  to  contribute  to  the  health  of  the  country.  Nursing  is 
responding  in  many  ways  to  the  need  to  improve  practice,  to  prepare 
more  practitioners,  and  to  offer  nursing  personnel  wider  opportunities 
for  advancement  in  their  profession.  Schools  of  nursing  are  experi- 
menting with  nev7  teaching  methods  that  V7ill  extend  the  reach  of  ex- 
isting nursing  faculty.  Most  schools  have  adopted  the  open  cur- 
riculum, a system  of  granting  credit  or  advanced  standing  to  students 
with  previous  experience  or  education  in  nursing  that  enables  the 
individual  to  move  upward  on  the  scale  of  education  and  skill  and 
prepares  him  to  give  greater  service.  In  fact,  in  the  use  of  credit 
by  examination  to  facilitate  upward  mobility,  nursing  schools  are  in 
the  vanguard  among  educational  programs. 

But  only  schools  that  can  afford  to  stay  open  can  carry  out 
such  efforts,  and  the  operation  of  a school  of  nursing  is  an  expen- 
sive undertaking.  Nursing  education  has  in  the  past  been  severely 
penalized  by  the  lack  of  institutional  and  other  support. 
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In  Fiscal  Year  1971,  for  example,  though  legislation  authorized 
$35  million  in  construction  grants  for  nursing  schools,  only  $9.5 
million  was  actually  granted,  and  no  grants  at  all  were  made  from  the 
authorized  $25  million  for  institutional  support.  If  this  trend  is 
not  reversed,  many  schools  of  nursing  will  have  to  close,  new  schools 
will  not  open,  and  enrollments  in  existing  programs  will  not  be  ex- 
panded . 

In  the  face  of  such  a situation  it  is  distressing  to  find  that 
the  level  of  aid  proposed  by  the  Administration  for  nursing  schools 
and  students  of  nursing  in  1972  is  below  that  of  1971. 

To  meet  the  inevitable  demands  for  more  nursing  personnel  that 
enlarged  health  programs  are  going  to  bring,  nursing  schools  must 
have  funds  for 

a)  construction,  either  to  build  new  facilities  or  remodel 
and  improve  existing  ones  so  that  they  can  expand  their 
enrollments 

b)  faculty  recruitment  and  retention  to  provide  education 
for  their  larger  student  bodies 

c)  programs  that  v/ill  improve  the  performance  of  their 
faculties  and  strengthen  their  curriculums 

d)  preparing  more  nurse  teachers  and  more  nurses  vjith  the 
high  degree  of  clinical  skill  they  need  to  improve  the 
care  they  give  to  patients 

e)  programs  of  enrichment  and  specialized  aid  for  students 
from  disadvantaged  backgrounds  who  need  special  assistance 
to  succeed  in  nursing 

There  is  need  also  for  financial  assistance  for  students  who 
wish  to  enter  nursing.  Many  families  are  finding  it  hard  today  to 
provide  the  education  for  their  children  that  they  v;ould  like  to  give. 
Moreover,  tuition  and  fees  for  all  types  of  nursing  programs  are 
rising,  until  the  cost  to  the  student  of  a nursing  education,  once 
relatively  low,  is  nov?  higher  than  that  of  most  other  programs. 
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This  increased  cost  is  a matter  of  particular  concern  because 
of  the  appeal  nursing  has  for  young  people  from  backgrounds  that 
rank  lov?  on  the  economic  scale.  Not  only  do  these  young  people 
want  to  enter  nursing,  but  nursing  schools  want  to  enroll  them  be- 
cause they  are  needed  in  nursing.  As  the  scope  of  health  care 
reaches  out  into  the  community,  it  is  important  that  we  recruit 
providers  of  nursing  care  from  the  community.  Nurses  dravTn  from 
the  so-called  multi- cultural  groups  have  a special  advantage  because 
of  their  ability  to  relate  to  their  own  people.  Many  such  young 
people  are  eager  to  prepare  for  the  responsibilities  of  nursing,  and 
they  serve  well  once  they  complete  their  training,  but  their  need  for 
financial  aid  is  greater  than  that  of  most  other  students.  (Educating 
them  increases  costs  to  the  school  too  because  these  students  fre- 
quently need  individualized  instruction  and  concentrated  counseling 


throughout , their  program.) 
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We  in  nursing  fear  that  a change  from  direct  student  loans  to 


guaranteed  loan  as  proposed  by  the  Administration  will  cause  an  ad- 
ditional hardship  for  these  students.  Private  banks  are  not  eager 
to  make  loans  to  blacks,  Paerto  Ricans,  and  other  individuals  from 
families  with  low  incomes.  As  a matter  of  fact,  they  are  not  es- 
pecially quick  to  grant  loans  to  women,  and  as  long  as  nursing  con- 
tinues to  be  a profession  primarily  of  women,  the  guaranteed  loan 
program  may  well  work  to  the  disadvantage  of  the  majority  of  nursing 
students.  When  to  this  is  added  the  fact  that  the  Administration's 
budget  request  for  student  loans  for  Fiscal  Year  1972  is  cut  from 
that  for  Fiscal  Year  1971  by  almost  half,  the  prospect  that  many 
potential  students  will  be  denied  the  opportunity  to  adopt  nursing 
as  a career  is  inescapable. 
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In  short,  v;e  believe  that  the  role  of  nursing  in  providing 
health  care  to  the  nation  is  expanding.  The  support  for  nursing 
from  governmental  sources  seems  to  be  shrinking.  If  this  threatened 
squeeze  is  allowed  to  become  fact,  it  may  be  more  than  nursing  that 
suffers. 

I thank  you,  Mr.  Chairman  and  members  of  the  subcommittee,  for 
this  opportunity  to  appear  before  you.  If  I can  answer  any  questions 
or  supply  additional  information,  I shall  be  happy  to  do  so. 
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STATEMENT  OF  MARGUERITE  J.  SCHAEFER,  VICE  PRESIDENT, 
ASSOCIATION  OF  DEANS  OF  COLLEGE  & UNIVERSITY  SCHOOLS 
OF  NURSING,  AND  DEAN  OF  THE  UNIVERSITY  OF  PITTS- 
BURGH SCHOOL  OF  NURSING 

ACCOMPANIED  BY  DR.  ANNA  COLES,  DEAN,  SCHOOL  OF  NURSING, 
HOWARD  UNIVERSITY 

COLLEGE  AND  UNI^^RSITY  NURSING  PROGRAMS 

Mrs.  Schaefer.  I am  Marquerite  J.  Schaefer,  vice  president  of  the 
Association  of  Deans  of  College  & University  Schools  of  Nursing.  I 
am  dean  of  the  School  of  Nursing  of  the  University  of  Pittsbur^i. 

I want  to  point  out  to  you  that  although  I come  from  Pennsylvania, 
I Avas  born  and  raised  in  New  Hampshire.  I went  to  the  University  of 
New  Hampshire,  so  you  do  hai^e  another  New  Hampshirite  here. 

Senator  Cotton.  TOiere  Avere  you  born  ? 

Mrs.  Schaefer.  In  Ashland,  and  I lived  in  Center  Sandwich. 

Senator  Cotton.  I was  born  and  raised  in  AVarren.  You  know  Avdiere 
that  is  ? 

Mrs.  Schaefer.  I certainly  do.  Today  is  your  day. 

Senator  Cotton.  I am  glad  to  know  that. 

Incidentally,  I think  that  once  in  aAVhile  the  chairman  does  this,  but 
I think  the  people  in  the  room  here  ought  to  knoAv  why  they  are  testi- 
fying to  two  Senators,  or  sometimes,  when  it  is  necessary,  to  one.  Ea' ery 
member  of  the  Appropriations  Committee  is  on  five  or  more  subcom- 
mittees. Obviously,  they  canT  be  in  fiA^e  or  more  places  at  once.  Every 
majority  member  of  the  committee  is  a chairman  of  a subcommittee 
as  Senator  Magnuson  is  chairman  of  this  committee.  EA^ery  Kepublican 
member  is  a ranking  minority  member  on  one.  So  Ave  are  expected  to 
deA^ote  most  of  our  time  to  the  committee  on  Avhich  we  serve  as  chair- 
man and  ranking  member. 

The  result  is  that  our  other  members  are  here  occasionally.  Senator 
Magnuson  and  I really  sit  through  these  hearings,  the  major  portions 
of  them,  and  occasionally  he  is  called  aAvay  as  he  has  to  be,  and  I have 
to  take  over.  When  Ave  mark  up  the  bill,  the  members  are  here  and  they 
have  their  pet  proj  ects,  but  usually  they  accept,  in  the  main,  the  recom- 
mendations of  the  men  Avho  haA^e  listened  to  all  of  the  eAudence. 

I just  mention  that  so  that  you  Avon’t  feel  that  you  are  wasting 
your  time  because  you  donk  have  a roAv  of  Senators  sitting  here. 

Go  ahead. 

Mrs.  Schaefer.  Thank  you.  We  don’t  feel  we  are  wasting  our  time 
at  all.  Senator  Cotton.  Thank  you  Aery  much  for  the  explanation. 

Although  the  Association  of  Deans  Avhich  I am  speaking  for  today 
has  Avorked  very  hard  and  supported  in  eAery  single  Avay  the  financial 
support  for  other  programs  preparing  nurses  for  practice,  my  particu- 
lar mission  today  is  to  speak  to  the  problems  of  those  nursing  programs 
based  in  the  colleges  and  universities  in  this  country. 

I can  cut  a good  bit  of  what  I could  say  short  because  our  situation 
parallels  very,  very  much  the  situation  in  the  medical  schools,  and  Dr. 
Chapman  has  spoken  to  considerable  length  on  these  points. 

There  are  several  A^ery  necessary  points  for  me  to  make  here  today 
and  that  is  that  our  situation  in  the  colleges  and  in  the  universities 
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in  this  country  is  too  critical  that  there  is  one  very  clear  priority  which 
I would  like  to  outline  to  this  cominittee,  and  that  is  the  priority  for 
basic  support  to  our  schools  in  the  form  of  capitation. 

Why  do  I say  that  this  is  an  outstandino’  priority  ? 

I say  this  purely  and  simply  because  althouo-h  special  grant  moneys, 
moneys  to  support  construction,  moneys  to  support  students,  is  terribly 
and  vitally  urgent  for  us  to  have,  if  we  don't  have  those  schools,  con- 
struction moneys  and  grants  of  other  kinds  of  Federal  aid  are  of  no 
avail.  That  is  how  critical  the  situation  has  become. 

Let  me  talk  a little  bit  about  this.  Senator  Magnuson  asked  what 
kind  of  matching  moneys,  what  has  been  the  local  support  for  nursing 
and  are  we  in  danger  of  the  Federal  Government  having  to  take  over 
and  provide  a good  deal  more  money  in  nursing. 

My  answer  to  this  question  Avould  be  that  up  to  this  point  our  schools 
of  nursing  have  been  badly  supported  by  local  moneys  because  Ave  have 
never  had  any  basic  support  moneys  in  our  schools,  CA^er. 

HoweA^er,  as  you  well  knoAv,  our  uniA^ersities  and  most  especially  our 
private  universities  and  colleges  are  indeed  in  financial  trouble.  So  at 
that  point  in  time  when  the  dollar  gap  betAveen  Avhat  the  students  bring 
in  in  terms  of  tuition  and  the  cost  per  student  of  their  education  is 
Avideniiig  the  universities,  and  the  colleges  haA^e  less  and  less  capacity  to 
hit  and  fill  in  this  dollar  gap  betAveen  the  tuition  being  generated  and 
the  cost  per  student  of  their  education. 

I haA-e  evidence,  as  vice  president  of  our  association,  and  certain 
pieces  ai'e  in  the  statement  being  put  into  the  record,  to  shoAv  that  Ave 
have  veiy  serious  dollar  deficiencies  in  every  single  one  of  our  uni- 
A^ersities. 

Furthermore,  the  uniA^ersities  are  unable  to  make  up  this  gap. 
The  result  this  year  is  purely  and  sinijAly  this,  that  schools  of  nursing 
have  had  their  budgets  cut  or  have  them  frozen  at  their  present  rate, 
Avhich  means  that  faculties  haAX  no  increases  in  salaries,  that  Ave  can 
haA^e  no  ncAv  faculty  positions,  and  I do>  think  that  this  year  Ave  prob- 
ably, even  if  Ave  Avere  to  have  no  Federal  support,  can  survive  at  a fair 
maintenance  level.  But  next  year,  gentlemen,  it  is  not  going  to  be  a 
question  of  maintenance,  it  is  going  to  be  a question  of  survival  because 
faculties  do  not  need  to  stay,  and  they  don’t  AAdien  you  have  no  money 
to  giA^e  them.  We  must  have  this  basic  support  in  order  to  maintain  our- 
selves. We  are  not  talking  about  any  neAv  programis  or  about  any  kind 
of  new  and  innovative  things  Ave  must  and  ought  to  be  doing;  we  are 
talking  about  basic  survival. 

It  is  absolutely  essential  that  this  time  around  the  Federal  GoA^ern- 
ment  step  in  and  help  to  fill  that  dollar  gap  that  Avill  maintain  our 
operations. 

The  second  point  that  I AVould  like  to  make  has  to  do  Avith  the  special 
project  funds.  The  crucial ity  of  these  funds  for  us  and  the  uniA^ersities 
and  colleges  is  that  these  are  the  moneys  that  Avill  provide  us  the  finan- 
cial whereAvithal  to  change  our  programs,  to  alter  our  education  so  that 
we  can  prepare  nurses  to  pick  up  and  do  much  more  than  they  have 
been  able  to  do  in  the  past.  Our  very  best  example  of  achievement  in 
this  area  is  in  the  area  of  our  pediatric  nurse  practitioner  Avhom  I am 
sure  you  knoAv  Ave  liaA^e  turned  out  in  enough  numbers  and  tested  in 
enough  cases  to  guarantee  to  you  that  these  fine  nurses  can  pick  up  and 
do  all  of  AA^ell  baby  care  in  this  country  and  a great  deal  of  care  of 
children  Avho  have  minor  illnesses  as  well. 
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'VYhat  we  are  trying  to  say  is  that  if  we  can  get  the  Federal  support 
we  need  we  can  alter  our  educational  programs,  turning  out  nurses  for 
the  future  to  carry  out  our  responsibility  as  well  as  to  conduct  those 
special  programs  which  will  bring  presently  practicing  nurses  back 
into  our  schools  for  postbaccalaureate  or  postprogram  training  to  get 
those  extra  skills  and  knowledge  they  have  to  have. 

So  that  the  special  project  grant  money  is  extremel}^  essential  if  we 
are  going  to  build  on  our  present  base. 

The  third  point  I want  to  speak  to  is  construction.  We  have  the  same 
story  to  tell  as  Dr.  Chapman.  We  have  matching  moneys,  for  example, 
in  my  school.  Tliose  matching  moneys  are  available  this  year,  right  this 
year.  I have  a pitiful  tale  to  tell  you  that  the  architects  are  now  plan- 
ning to  cut  three,  four,  or  five  stories  out  of  the  building  that  was 
])rojected  for  nursing,  to  be  built  on  the  basis  of  State  funds  alone. 
Once  that  decision  is  made  to  cut  the  size  of  the  school  of  nursing 
building  back  to  just  the  matching  moneys  that  the  State  will  pro- 
vide, we  are  locked  into  a school  that  cannot  expand. 

I mention  my  own  school  only  because  it  is  quite  typical  of  what  is 
happening  across  the  country  and  rather  than  forfeit  the  matching 
moneys  when  they  do  become  available  we  are  being  forced  into  con- 
struction of  buildings  which  doesn’t  really  meet  our  needs  of  the  pres- 
ent, to  say  nothing  of  the  needs  of  the  future,  if  we  are  going  to  turn 
out  more  nurses  to  help  deliver  health  care  in  this  country. 

Senator  Cotton.  May  I interrupt  you  on  that  point?  I know  that 
you  know  this,  but  to  me  it  is  rather  appalling.  In  fiscal  year  1971,  for 
construction  of  nursing  schools,  we  appropriated  $8  million  for  the 
whole  United  Stattes.  This  year  the  budget  recommends  not  one  cent. 

Mrs.  Schaefer.  I know.  Senator  Cotton.  When  I tell  you  that  the 
approved  Federal  appropriation  for  my  school  alone,  approved  but 
unfunded,  is  $1.2  million,  then  you  can  imagine  what  is  happening  to 
us  out  in  every  State  in  the  country. 

Senator  Cotton.  Incidentally,  what  is  the  number  you  graduate  from 
your  school  each  year? 

Mrs.  Schaefer.  From  my  particular  school  ? 

Senator  Cotton.  Yes. 

Mrs.  Schaefer.  We  are  graduating,  starting  this  next  year,  150 
students  per  year.  We  would  hope  to  go  up  from  there.  The  chances 
are  very  good  tliat  we  are  going  to  have  to  decrease  our  enrollment. 

Senator  ComoN.  Would  you  two  ladies,  at  this  point,  give  me  the 
number  in  your  institution  that  you  average  ? 

Miss  Murphy.  We  graduate  in  the  neighborhood  of  200  nurses  with 
a baccalaureate  degree.  Some  of  these,  about  40  to  50  of  them,  are 
registered  nurses  who  have  already  graduated  from  a hospital  school 
or  2-year  program  and  then  come  into  our  program. 

In  addition,  we  have  another  part  of  our  program  through  an  Army 
contract  that  this  year  graduated  100  additional  nurses  for  the  Army 
Aurse  Corps.  Then  we  graduate  nearly  100  nurses  with  a masters  de- 
gree at  the  University  of  Maryland. 

Mrs.  Schaefer.  We  graduate  roughly  50  of  the  postgraduate  people. 

Mrs.  PiGCxOTT.  We  graduate  between  45  and  50  because  we  don’t  have 
the  clinical  facilities.  lYe  could  expand  enrollment  but  we  are  locked 
in,  again  because  of  the  lack  of  funds. 

Senator  Cotton.  At  this  point,  so  that  we  will  be  all  together,  do 
these  two  ladies  have  statements  they  wish  to  make? 
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Dr.  Coles.  We  will  graduate  our  first  student  in  1973 ; 50  in  the  first 
class. 

Mrs.  Schaefer.  I was  finished.  I just  want  to  put  a plea  in  for  stu- 
dents that  reemphasizes  what  has  been  said  by  Dr.  Chapman.  What 
has  been  said  about  the  matter  by  my  two  colleagues.  It  is  our  deep  con- 
cern that  we  do  get  the  disadvantaged  students  some  tuition.  They 
are  needed  by  the  communities.  Their  problems  are  always  the  same. 
One,  they  cannot  go  to  school  without  financial  aid;  two,  we  cannot 
afford  to  have  them  in  our  schools  if  we  don’t  have  some  money  to  help 
them  once  they  get  in  there.  They  are  expensive  students  to  educate. 
They  need  special  tutoring.  They  need  all  kinds  of  special  help.  When 
we  are  very  much  pinched  for  money  this  kind  of  special  tutorial  aid 
is  simply  out  of  the  question.  So  the  basic  support  moneys,  the  special 
project  moneys,  would  help  it  to  educate  more  of  these  students. 

The  scholarship  loans  and  Federal  traineeships  will  help  the  student 
to  stay  in  school.  It  is  a two-way  street  and  both  sides  of  this  street 
are  equally  important. 

I thank  you  very  much  for  the  opportunity  to  be  here. 

(The  statement  follows :) 
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Mr.  Chairman,  I am  Marguerite  J.  Schaefer,  Vice  President  of  the  Association 
of  Deans  of  College  and  University  Schools  of  Nursing  and  Dean  of  the  University 
of  Pittsburgh  School  of  Nursing.  I am  here  today  to  speak  for  the  Association  of 
Deans,  a relatively  new  organization  of  administrative  heads  of  Accredited  Schools 
of  Nursing  located  in  the  colleges  and  universities  across  the  country,  founded 
two  years  ago.  Our  organization  exists  because  it  was  felt  that  collective 
action  would  enable  the  university  based  nursing  programs  to  better  meet  their 
responsibilities  to  our  several  publics. 

One  of  these  responsibilities  is  to. work  for  the  improvement  of  the  delivery 
of  health  care  services.  In  a statement  issued  during  our  last  meeting  held  here 
in  Washington  last  Februairy,  the  Deans  gave  top  priority  to  health  services 
directed  toward  helping  people  attain,  maintain  or  regain  optimum  health.  They 
committed  themselves  to  intensive  efforts  to  find  and  test  means  by  which  nurses, 
working  with  other  health  professionals,  can  make  quality  health  care  accessible 
to  the  public  at  a reasonable  cost.  The  Deans  agreed  to  critically  examine  their 
programs  in  nursing  education  to  insure  that  graduates  are  prepared  to  make  a 
maximum  contribution  to  an  improved  health  care  delivery  system. 

Given  our  stated  concerns  for  health  care  and  our  commitment  to  increasing 
nursing's  contribution  to  health  care  services  it  behooved  us  to  examine  what  was 
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required  in  the  achievement  of  our  stated  aims  and  to  identify  the  barriers  to 
their  realization.  Among  the  requirements  we  have  identified  are:  (1)  the  need 
for  many  more  nurses  prepared  as  professional  nurses  with  baccalaureate,  masters 
and  doctoral  degrees,  (2)  the  need  to  alter  our  educational  programs  to  the  end 
that  nurses  can  assume  greater  responsibility  in  the  delivery  of  that  scant 
commodity,  primary  health  care,  (3)  the  need  to  provide  additional  skills  and 
knowledge  to  practicing  nurses  so  that  they  have  the  expertise  needed  to  work  as 
Pediatric  Nurse  Practitioners  and  in  other  expanded  nurse  roles  and  (4)  the  need 
to  carefully  evaluate  the  contribution  that  nurses  can  make  to  improving  the 
delivery  of  health  care  in  terms  of  both  quality  and  cost. 

It  has  been  abundantly  clear  for  many  years  that  one  of  the  barriers  facing 
nursing  educators  in  general  and  those  of  us  in  the  universities  and  colleges  in 
particular  has  been  lack  of  necessary  financial  support.  The  problems  in  the 
past  have  been  severe  but  the  present  financial  plight  in  which  our  colleges  and 
universities  find  themselves  has  brought  any  movement  toward  expanding  faculties, 
increasing  student  enrollments,  construction  of  educational  facilities  and 
improvement  and  alteration  in  educational  programs  to  a screeching  halt.  Indeed, 
many  of  the  schools  headed  by  Deans  in  our  Association  are  fighting  for  survival. 

As  members  of  the  Senate  Appropriations  Committee,  I am  sure  that  you  are 
aware  of  the  new  Bills  to  continue  federal  support  for  nursing  education  which 
are  currently  under  consideration  in  the  Congress.  We  are  gratified,  thus  far, 
by  the  indications  given  us  by  the  members  of  the  House  and  the  Senate  of  their 
understanding  of  nursing's  needs  and  their  willingness  to  help  us  get  on  with 
Our  job.  However,  this  understanding  and  willingness  to  help  unless  translated 
into  dollar  support  in  the  form  of  appropriations  of  the  order  needed  vn.ll  result 
in  a diminution  of  nursing's  ability  to  contribute  to  solutions  of  the  nation's 
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health  care  problems.  As  nurses  constitute  the  largest  group  of  health  care 
workers  in  our  nation  it  is  obvious  that  the  failure  of  nursing  to  educate  more 
nurses  and  to  prepare  nurses  to  provide  a higher  level  of  care  leads  to  further 
erosion  of  an  already  faltering  health  care  system. 

My  mission  today  then,  is  to  speak  to  the  needs  of  our  schools  for  approp- 
riations at  the  levels  which  will  be  provided  in  new  legislation  and  why  federal 
monies  are  so  crucial  to  us  and  to  the  people  of  our  country  who  are  unhappy  with 
the  health  care  currently  available  to  them. 

One  of  the  most  urgent  needs  of  our  schools  is  for  basic  support  monies 
such  as  will  be  hopefully  provided  by  capitation  in  new  legislation.  Members 
of  the  Association  of  Deans  have  provided  me  in  the  past  few  months  with  the 
facts  of  their  existence.  These  facts  show  conclusively  that  the  gap  between 
tuition  income  and  the  cost  of  conducting  nursing  programs  has  increased 
enormously.  In  some  cases  the  college  or  university  can  contribute  some  money  in 
support  of  programs  but  many  university  administrators  simply  do  not  have  the 
resources  to  do  so. 

How  wide  is  the  gap?  In  three  institutions  in  the  Northeast,  the  difference 
between  tuition  income  and  per  student  cost  is  $1,434,  $2,250  and  $2,006  dollars 
respectively.  A private  institution  in  the  Midwest  reports  a deficit  of  $2,400 
dollars  per  student.  The  figure  of  $3,411  dollars  obtained  from  a study  of  20 
baccalaureate  programs  in  New  York  and  4 in  Tennessee  as  reported  by  the  National 
Commission  For  The  Study  of  Nursing  and  Nursing  Education  which  many  of  us 
consider  to  be  on  the  low  side  when  contrasted  to  tuition  income  (which  varies 
among  our  schools)  results  in  a range  of  deficits  of  the  same  magnitude  as 
indicated  for  the  four  schools  cited.  In  my  own  school  the  dollar  gap  is  $2,250  . 
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The  inability  of  our  schools  to  obtain  monies  to  close  the  dollar  gap 
between  Income  and  per  student  cost  means  not  only  that  we  cannot  expand  student 
enrollments  and  make  needed  changes  in  programs  but  that  we  are  unable  to  even 
maintain  the  status  quo.  Budgets  in  most  of  the  university  schools  of  nursing 
have  either  been  cut  or  have  not  been  increased.  Some  specific  results  of  this 
situation  are:  (1)  no  increase  in  numbers  of  faculty  positions  and  in  many  schools 
a decrease  in  faculty  positions  which  leads  to  no  expansion  of  enrollments  or  to 
a cut  back  in  numbers  of  students  and  (2)  an  Inadequate  salary  increase  or  no 
Increase  at  all  for  faculty  and  staff.  Many  Deans  are  fearful  that  by  this  time 
next  year  many  faculty  members  will  leave  the  teaching  field  to  take  more  attractive 
offers  in  hospitals  and  other  health  agencies.  Reports  from  schools  across  the 
country  tell  the  same  dreary  story.  For  most  all  of  us,  basic  support  monies  in 
the  form  of  capitation  will  make  the  difference  between  maintaining  the  status 
quo  and  major  cut  backs  in  our  operations.  It  is  important  to  note  that  schools 
of  nursing  unlike  schools  of  medicine,  dentistry  and  other  schools  of  the  health 
professions  have  never  received  a penny  of  institutional  support.  The  11.5  million 
dollars  referred  to  in  the  DHEl^J  budget  for  fiscal  1972  is  only  for  the  Special 
Project  Grant  Programs. 

The  Special  Project  Grant  Programs  have  been  of  great  importance  to  us  and 
will  continue  to  be  the  avenue  by  which  we  can  obtain  monies  for  special  programs 
such  as  post-graduate  programs  to  prepare  Pediatric  Nurse  Practitioners  and 
for  altering  our  teaching  programs  to  meet  today's  needs.  The  sum  of  11.5  million 
requested  for  fiscal  1972  is,  however,  the  same  amount  as  was  budgeted  this  past 
year.  No  allowance  has  been  made  for  growth  or  inflation,  to  say  nothing  of 
monies  needed  to  help  us  meet  the  new  demands  placed  upon  us.  The  failure  of  the 
Federal  government  to  appropriate  any  of  the  $25  million  authorized  for  institu- 
tional and  improvement  grants  last  year  was  a major  disappointment  and  caused  us 


2561 


many  headaches  but  continued  failure  to  appropriate  monies  for  basic  support  and 
for  program  support  will  simply  mean  that  current  health  manpower  deficits  will 
Increase  at  a time  when  the  public  is  demanding  more  health  care  services. 

It  is  the  firm  belief  of  the  many  physicians  and  nurses  who  have  considered 
the  ways  and  means  by  vjhich  we  can  increase  the  numbers  of  personnel  capable  of 
delivering  primary  health  that  the  job  can  be  accomplished  by  shifting  some  of 
the  traditional  practice  of  medicine  over  to  nursing.  There  is  ample  evidence 
to  prove  that  nurses  with  additional  training  in  the  skills  of  physical  examination 
and  history  taking,  for  example,  can  save  a large  amount  of  physician  time.  Nurses 
who  have  had  additional  preparation  have  demonstrated  beyond  any  shadow  of  a doubt 
that  they  can  provide  a high  level  of  health  care  to  children,  to  persons  with 
chronic  diseases  and  to  the  aged.  Therefore,  I am  speaking  to  the  need  for  the 
level  of  financial  aid  which  will  permit  us  to  enroll  more  students  and  alter 
our  educational  programs  in  line  with  new  thinking. 

Another  urgent  need  is  for  the  construction  of  nursing  facilities.  Inade- 
quate appropriations  for  nursing  construction  have  thus  far  resulted  in  the 
accumulation  of  $27  million  dollars  of  approved  but  unfunded  construction  grants. 

To  make  clear  what  is  happening  as  a result  of  this  situation  I will  testify  to 
the  problems  in  my  own  school  for  there  is  $4  million  dollars  in  the  accumulated 
$27  million  which  has  been  approved  for  construction  of  a building  for  the 
University  of  Pittsburgh  School  of  Nursing.  The  matching  monies  from  the  Common- 
wealth of  Pennsylvania  are  to  become  available  in  this  fiscal  year.  Since  the 
previous  history  of  appropriations  give  us  little  hope  for  obtaining  the  $4  million 
of  federal  monies  and  the  state  matching  monies  must  be  used  when  they  become 
available,  the  architects  have  now  started  to  redesign  our  building.  In  two  to 
three  weeks  I will  learn  what  size  and  type  of  building  can  be  constructed  and 
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since  it  must  necessarily  be  a smaller  building  we  face  the  unhappy  decision  to 
limit  the  size  of  our  school  to  its  present  size.  The  new  facility  cannot  possibly 
be  designed  with  such  a reduction  in  funding  to  accomodate  an  expanded  school  of 
nursing.  Meanwhile,  the  faculty  is  housed  in  seven  different  buildings  and  we 
suffer  program  limitations  for  lack  of  classroom  space.  Our  case  is  typical  of 
the  problems  faced  by  many  other  schools.  Again,  instead  of  building  for  the 
future  we  are  building  for  the  past.  This  is  clearly  no  way  in  which  to  cope 
with  our  health  manpower  problems. 

The  last  need  to  which  I should  like  to  speak  relates  to  our  students. 

Loans,  scholarships  and  traineeships  have  made  it  possible  for  many  more  nurses  to 
be  educated  and  to  be  added  to  the  national  pool  of  teachers,  administrators  and 
clinical  nurses.  Increased  appropriations  to  aid  students  becomes  essential  at 
this  time  for  several  reasons.  First,  most  colleges  and  universities  have  in- 
creased their  tuition  charges.  Not  only  are  students  and  parents  hit  hard  by 
these  increases  but  it  also  means  that  our  limited  student  aid  monies  have  to  be 
stretched  further  providing  less  aid  to  individual  students  or  helping  fewer 
students.  From  Adelphi  University  School  of  Nursing  I have  the  information  that 
they  have  a cut  of  $34,000  dollars  in  traineeships  for  next  year.  At  the 
University  of  Pittsburgh  we  are  short  by  an  amount  of  $50,000.  These  shortages 
mean  for  most  of  us  that  some  students  will  not  be  in  school  this  fall  because 
they  cannot  afford  it  and  because  we  cannot  help  them. 

Of  particular  concern  to  us  is  our  problem  of  recruiting  black  students 
who  consistently  need  financial  aid.  There  is  no  sense  in  working  hard  to  motivate 
and  help  young  black  women  and  men  to  enter  schools  of  nursing  if  they  can't  be 
given  financial  aid.  Neither  are  we  able  to  operate  new  training  programs  without 
student  support.  At  the  University  of  Pittsburgh  we  shall  have  only  seven  instead 
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of  15  Pediatric  Nurse  Practitioners  in  training  this  fall  if  stipends  are  not 
available.  Nurses  coming  back  for  additional  training  must  give  up  their  jobs 
to  do  so.  They  need  help  with  basic  living  costs  while  they  are  out  of  work 
and  back  in  school.  Without  some  kind  of  support  money  these  students  will  not 
return  to  school  to  learn  the  new  skills  and  knowledge  they  need. 

Although  I am  presenting  the  case  for  increased  federal  appropriations 
from  the  standpoint  of  college  and  university  schools  of  nursing,  our  Association 
is  also  concerned  that  schools  of  nursing  in  hospitals  and  in  community  colleges 
continue  to  prepare  nurses.  We  need  nurses  prepared  at  all  levels  if  there  is 
any  hope  for  meeting  nursing  manpower  needs.  I am  making  a special  plea  for 
university  programs  since  it  is  in  these  schools  that  the  education  of  teachers, 
administrators  and  highly  skilled  clinical  specialists  occurs.  Our  graduate 
programs  continue  to  turn  out  inadequate  numbers  of  nurses  to  take  leadership 
positions  in  our  educational  institutions  and  in  our  health  agencies.  This 
shortage  of  well  prepared  professional  nurses  has  been  a handicap  to  the  health 
field  for  many  years.  With  new  demands  for  health  care  we  must,  nationally,  be 
in  a position  to  meet  these  needs.  There  is  precious  little  lead  time  now.  Any 
delay  in  providing  financial  aid  to  our  schools  making  it  possible  for  us  to 
accept  the  responsibility  we  are  able  and  committed  to  carrying  bodes  ill  for  the 
future  in  terms  of  delivering  more  care  to  more  people.  Nurses  are  asking  for 
your  support  to  do  what  is  clearly  necessary  in  the  interests  of  the  health  of 
our  people. 

All  of  the  members  of  the  Association  of  Deans  thank  you  for  the  opportunity 
to  present  our  views  to  this  conunittee. 

7/15/71 
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SHORTAGE  OF  NURSES 

Senator  Cotton.  Mrs.  Coles  ? 

Mrs.  Coles.  I am  just  here  in  support  of  my  colleagues.  I have  no  pre- 
pared testimony.  I am  free  to  answer  any  questions. 

Senator  Cotton.  Now,  we  could  go  over  step  by  step  the  budget  here, 
but  I don’t  think  that  that  is  necessary. 

First,  as  far  as  our  subcommittee  is  concerned,  and  I know  I am 
speaking  for  the  chairman,  I can  assure  you  that  we  are  thoroughly 
aware  and  thoroughly  alert  to  the  desperate  situation  in  the  matter  of 
nurses  in  the  country.  The  bill  we  passed  on  the  floor  last  night  we  hope 
will  go  through  conference  with  the  House  and  be  signed  by  the  Presi- 
dent in  time  so  that  the  committee  will  be  able  to  act  on  those  author- 
izations. 

Technically,  even  then,  the  budget  is  supposed  to  send  up  a request. 
But  once  you  have  an  authorization,  sometimes  the  Appropriations 
Committee  can  act  on  it  whether  the  budget  has  asked  for  anything 
or  not.  We  have  at  least  that  freedom  but  we  are  bound  to  the  author- 
izations. 

We  are  also  aware  that  the  scarcity  of  nurses  handicaps  all  of  the  de- 
livery of  our  public  health  services.  In  New  England  I know  of  con- 
valescent and  nursing  homes  that  simply  are  unable  to  function  be- 
cause they  can’t  comply  with  the  State  law  with  the  requisite  number 
of  registered  nurses.  You  just  can’t  get  them.  So  that  you  have  those 
doors  closed  to  the  old  people. 

We  know  of  the  scarcity  in  the  hospitals.  Many  people  leave  the 
nursing  profession  for  various  reasons.  One,  I am  sure  is  they  marry 
and  have  children.  In  later  years  many  of  those  people,  it  has  been  my 
observation,  become  available  again.  Either  they  are  widowed,  or  their 
children  have  grown  up,  or  the  marriage  was  unfortunate.  Whatever 
the  reason  they  become  available  again.  They  have  been  out  for  a pe- 
riod of  time. 

Is  there  any  organized  program  of  attracting  back  into  the  profes- 
sion those  who  have  left  it  and  refresher  courses  to  bring  them  up  to 
date? 

Miss  Murphy.  I would  comment  a little  on  that.  Both  of  our  na- 
tional nursing  organizations,  American  Nursing  Association  and 
American  League  for  Nursing,  have  devoted  a great  deal  of  effort  to 
stimulate  both  on  a State  level  and  then  through  stimulation  on  a na- 
tional level,  too,  refresher  course,  various  kinds  of  continuing  educa- 
tion which  will  encourage  the  inactive  nurse,  the  one  who  has  been  out 
of  nursing  for  a few  years — things  change  very  rapidly — ^to  come 
back.  The  success  of  this,  I think,  depends  a lot  on  how  it  is  done  in  the 
different  States,  how  it  is  promoted.  I would  point  out  that  some  of 
the  project  grant  money  that  we  were  talking  about  has  been  used  for 
various  kinds  of  demonstrations  and  pilot  work  to  help  a State  set  up 
or  help  a hospital  or  help  an  agency  know  how  to  recruit  because  this 
is  a more  complex  problem  than  it  seems  on  the  surface. 

Mrs.  Schaefer.  Might  I answer  that  ? Your  point  is  a very  good  one, 
Senator  Cotton. 

I believe  that  the  last  national  statistics  indicate  that  61  percent  of 
the  practicing  nurses  in  this  country  at  the  present  time  are  married 
women,  a very,  very  large  percentage.  I might  also  say  that  the  majority 
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of  hospitals  in  this  country  have  very  active  inservice  programs  to 
bring  these  women  back  in  and  upgrade  them,  get  their  skills  up  to 
date  and  put  them  back  to  work. 

Yes,  I think  we  are  highly  organized  to  do  just  this.  In  fact,  we  have 
so  many  of  them  at  work  I think  bears  testimony  to  our  success. 

Mrs.  PiGGOTT.  I think,  also.  Senator,  we  could  do  more,  and  here 
again  it  comes  down  to  finances,  if  Ave  could  take  this  out  in  the  rural 
communities  wliere  you  have  small  community  hospitals.  Because  they 
are  married  women  and  have  families  they  can't  come  to  Seattle  or 
eastern  Washington  or  Idaho  into  the  larger  cities.  Again,  it  is  a mat- 
ter of  money  to  take  it  to  the  area  where  it  is  needed. 

Senator  Cotton.  I note  the  chairman  has  a question  here  which  I 
have  already  anticipated  somewhat  in  referring  to  nursing  homes.  He 
says  these  days  we  hear  much  about  the  minimum  quality  of  care  being 
received  by  our  elderly  population  in  nursing  homes.  In  your  opinion 
can  nurses  improve  that  situation  ? If  so,  could  more  people  be  cared 
for  at  home  by  visiting  nurses  ? 

Miss  Murphy.  Yes,  Senator;  I would  like  to  tackle  that.  Both  from 
the  home  care  angle  and  the  nursing  home  situation,  quite  a bit  is  being 
done  in  larger  centers,  less  in  rural  areas,  to  keep  elderly  patients  at 
home  under  treatment,  various  kinds  of  home  care  plans,  and  here  it 
does  not  take  just  the  registered  nurse  or  the  professional  nurse  but  a 
whole  variety  .of  helpers,  like  home  help  aides  avIio  can  be  trained  on 
the  job  and  who  can  do  an  amazing  lot  of  work  to  help  keep  people  at 
home  and  with  a nurse  visiting  appropriately.  We  have  been  hearing 
some  very  good  stories  and  examples  of  this  from  around  the  country. 
It  is  true,  though,  that  there  Avill  be  need  to  keep  pushing  at  this  to 
train  more  nurses,  to  knoAv  about  home  care.  So  many  of  our  nurses 
have  been  employed  in  a hospital  setting  and  in  recent  years  we  have 
been  paying  attention  in  our  educational  programs  to  the  home  set- 
ting also. 

Nursing  homes  are  a different  problem.  One  of  the  solutions  which 
I have  some  familiarity  with  is  the  short  term  training  program 
mechanism  which  Avas  mentioned  in  my  testimony  because  it  is  possible 
to  help  nurses,  both  registered  nurses,  practical  nurses,  a variety  of 
kinds  of  nursing  assistants,  knoAv  more  about  the  care  of  elderly  chron- 
ically ill  patients. 

One  of  the  saddest  things  that  happens  is  that  some  nurses  Avho 
haven’t  Avorked  for  10  or  15  years,  haven’t  Avorked  in  nursing,  come 
back  to  nursing,  they  think  a nursing  home  may  be  an  easy  place  to 
Avork.  Well,  it  is  not  an  easy  place  to  AAurk.  There  are  rehab  kinds  of 
nursing  procedures.  There  are  kinds  of  care  going  on  that  are  fairly 
complicated.  So,  in  order  to  bring  good  care  to  the  nursing  home  popu- 
lation, there  is  constant  need  to  upgrade. 

A lot  of  this  can  be  done  through  short-term  courses.  We  are  doing 
this  in  some  of  our  cities. 

Mrs.  PiGGOTT.  Here,  again,  in  nursing  schools  we  Avant  to  get  our 
students  out  onto  the  community  and  give  them  experience  in  nursing 
homes,  and  so  fortn.  We  do  this,  but  aau  could  do  so  much  more,  and 
again  it  is  financed. 

Senator  Cotton.  Noav,  I am  shoAving  my  ignorance,  but  I Avish  to  be 
straightened  out  on  one  thing  and  it  won’t  do  any  harm  to  have  it  in 
the  record.  What  are  the  various  gradations,  if  you  call  it  that,  of 
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nurses?  You  have  nui*ses  with  baccalaureate  degrees.  You  have  nurses 
who  are  registered  nurses  but  who  have  their  training  in  tlie  hospitals 
and  did  not  go  to  nursing  schools.  You  have  the  practical  nurse  who  is 
not  a registered  nurse  but  performs  certain  functions. 

Now,  by  and  large,  into  what  activities  do  the  nurses  with  bacca- 
laureate degrees  go  ? 

What  is  the  practical  distinction  in  the  path  that  they  follow  as  they 
go  through  their  professional  career  between  the  baccalaureate  degree 
nurses  and  the  registered  nurses  in  training  hospitals  ? 

Mrs.  Schaefer.  Could  I give  one  example  and  then  we  will  all 
contribute  ? 

One  very  basic  diherence  between  the  hospital-based  nursing  pro- 
gram and  the  products  of  that  program  and  the  products  coming  out 
of  the  baccalaureate  schools  has  to  do  with  the  question  you  asked 
previously  regarding  the  community.  Since  time  immemorial  the  grad- 
uates of  the  baccalaureate  schools  of  nursing  have  always  had  com- 
munity nursing  exposure  and  practice.  Large  numbers  of  our  students 
have  traditionally  been  the  public  health  nurses.  There  is  one  very  im- 
portant distinction  which  I contribute. 

Mrs.  PiGGOTT.  I would  agree.  I think  the  baccalaureate  nurses,  a 
great  many  of  them,  do  go  into  the  public  health  service.  The  diploma, 
hospital-based  student  primarily  functions  as  a registered  nurse  in  in- 
stitutions. hospitals,  doctors’  offices  and  because  the  baccalaureate  pro- 
grams do  have  the  public  health  as  part  of  their  curriculum,  the  public 
health  nursing  organizations  within  cities  are  committed  to  the  bacca- 
laureate student  first.  Now,  if  they  have  room  and  if  they  can  do  it  and 
they  really  try  very,  very  hard,  then  our  students  do  go  and  have  some 
observation  experience,  and  so  forth.  But  it  does  not  prepare  them  to 
go  into  public  health  nursing. 

So  they  do  go  into  nursing  homes  and  more  institutional  care. 

Senator  Cotton.  Important  as  it  is,  I assume  that  there  is  quite  a 
drain  on  the  nursing  profession  by  the  fact  that  the  doctors  grab  off  the 
best  qualified  nurses.  You  mentioned  it  is  not  very  easy  work  in  a 
nursing  home  but  I would  assume  the  work  as  an  assistant  in  the  doc- 
tor’s office  is,  or  in  a group  of  offices  or  clinical  offices  would  be  found 
interesting  and  attractive  to  well  trained  nurses  than  almost  any  other 
field.  It  is  not  easy,  but  it  is  easier  in  a sense. 

Miss  Murphy.  It  is  very  challenging,  either  in  a doctor’s  office  or  a 
group  of  doctors  as  you  state.  I would  point  out  one  other  characteris- 
tic of  the  4-year  baccalaureate  graduate.  She  is  basically  a nurse,  a 
nurse  practitioner,  clinical  nurse.  She  is  not  ready  to  go  to  teaching 
nursing.  There  was  confusion  that  she  was  ready  for  supervision,  she 
was  ready  for  teaching,  because  she  did  have  a better  basic  education. 
We  think  of  her  as  a nurse  practitioner  first.  It  is  true  she  may  go  up 
the  ladder  faster  because  she  does  have  her  basic  education  behind  her, 
she  is  ready  for  graduate  study  if  she  wishes  to  go  on.  She  is  ready  for 
more  rapid  advancement,  many  times  in  hospital  positions  in  other 
agencies. 

But  we  really  think  of  her  as  a nurse  practitioner  when  she  comes 
out  of  our  4-year  school.  We  recommend  her  as  that,  but  we  don’t  say 
she  is  ready  for  the  world. 

There  is  one  other  type.  Senator,  the  2-year  community  college  grad- 
uates which  we  have  in  increasing  numbers  around  the  country.  They, 
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too,  are  registered  nurses.  They  take  the  same  licensing  examination. 
They,  too,  may  go  on  up  the  education  ladder  as  the  hospital  gradu- 
ates may.  The  2-year  college  prepares  the  nurse  really  for  institutional 
work,  more  than  for  the  community. 

So,  we  have  three  kinds. 

Senator  Cotton.  But  you  envision  the  development  to  the  point 
where  nurses  will  be  assistant  doctors  in  the  sense  they  can  take  some 
of  the  patient  load  off  their  hands. 

Mrs.  Schaefer.  You  might  be  interested  to  know  that  the  association 
of  deans  in  a national  meeting  here  in  Washington  in  February  of  this 
year  agreed  that  what  we  needed  to  alter,  and  would  commit  ourselves 
to  the  alteration  of,  our  baccalaureate  nursing  programs  so  that  in- 
creasingly we  would  be  turning  out  nurses  who  would  not  have  to  be 
trained  by  a physician  to  do  a physical  examination,  for  example,  but 
we  would  build  that  into  our  nursing  education  so  that  in  the  future 
our  graduates  will  come  out  prepared  to  function  in  this  fashion. 

Senator  Cotton.  Unfortunately,  we  are  a little  pressed  for  time.  I 
have  one  more  point.  If  you  spent  your  childhood  in  Ashland,  you 
know  the  country  towns  I represent. 

Mrs.  Schaefer.  You  are  right. 

Senator  Cotton.  We  have  situations  there  that  are  really  as  ap- 
palling in  one  sense  as  in  the  city  ghettos.  We  have  situations  where 
someone  has  a heart  attack,  there  isn’t  a doctor  to  render  any  first 
assistance.  There  is  no  nurse  to  give  a hypo  or  whatever  might  keep 
the  heart  going.  They  bimdle  them  in  an  automobile  and  drive  25  or 
80  miles  to  a county  seat  hospital,  and  they  die  on  the  way.  It  has 
happened.  It  is  not  rare  at  all.  It  is  a common  occurrence.  There  isn’t 
available  in  the  community  a district  nurse  or  anybody  who  could 
save  that  life  immediately  after  the  emergency  occurred.  So  that  if 
there  is  some  way  of  both  the  nurses  and  these  returning  corpsmen 
who  have  special  training,  if  there  is  some  way  of  diffusing  them  into 
these  areas  it  really  is  a difference  between  life  and  death  to  many, 
many  people.  You  know  that  because  you  know  the  country. 

Mrs.  Schaefer.  One  of  the  points  that  Mrs.  Piggott  was  making, 
I am  not  exactly  sure  that  we  are  going  to  be  terribly  successful  in 
getting  i‘ecent  graduates  out  into  those  rural  areas  which  you  re- 
ferred to  and  which  we  ail  know  exist.  I think  much  more  important 
would  be  to  get  into  those  communities,  and  there  is  no  community 
without  some  nurses,  many  of  whom  are  not  practicing  today,  but  if 
you  could  set  up  a program  along  with  a sensible  system  for  the  de- 
livery of  health  care,  and  capitalize  on  the  nurse  in  the  community 
who  is  married,  her  home,  her  commitment  is  there,  get  her  pre- 
pared to  do  this,  I think  we  might  be  on  our  way  to  finding  some 
answers. 

We  have  been  totally  frustrated  in  our  effort,  to  do  this. 

Miss  Murphy.  Project  money  could  help  us  with  these  training 
courses.  The  health  service  and  research  and  development  outfit  has 
a plan  which  would  help  prepare  primai-y  care  nurses  for  just  that 
setting. 

Senator  Cotton,  w^e  may  have  missed  someone.  Is  it  not  true.  Miss 
Halloran,  you  are  a native  of  New  Hampshire  ? Miss  Constance  Hal- 
loran,  our  AM  A staff  member.  I would  want  you  to  know  it. 
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Senator  Cotton.  So  this  is  New  Hampshire’s  day  in  court.  I go 
for  days  and  days  listening  to  these  people  from  the  State  of  Wash- 
ington. 

I wish  that  we  had  more  time.  We  thank  you  for  your  presentation 
whicli  is  an  excellent  presentation.  You  may  be  assured  that  we  will 
go  just  as  far  as  we  can  go  and  get  away  with  it. 

STATEMENT  OF  THE  AMERICAN  NURSES’  ASSOCIA'TION 

Senator  Cotton.  The  subcommittee  has  received  a statement  from 
the  American  Nurses’  Association  regarding  social  rehabilitation 
training  grants  which  will  be  included  in  the  record. 

(The  statement  follows :) 
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The  American  Nurses'  Association,  the  national  professional  organization  of 
nurses,  is  particularly  concerned  at  the  proposed  cutback  in  training  grant 
su^ort  for  the  three  graduate  programs  in  nursing  that  prepare  nurses  for 
leadership  roles  in  rehabilitation  throughout  the  country.  The  three  programs 
ax*  New  York  University,  Boston  University  and  the  University  of  Washington  in 
Seattle. 

To  give  this  committee  some  feeling  for  what  is  being  accomplished  currently  with 
those  training  funds,  I will  quote  for  the  record  a portion  of  a progress  report 
from  Boston  University  prepared  by  Miss  Lena  Plaisted. 

"By  June,  1971,  approximately  one  hundred  and  ninety  nurses  will  have  completed 
a graudate  specialty  program  of  study  in  rehabilitation  nursing  at  Boston  Uni- 
versity. The  graduates  are  making  an  impact  on  the  rehabilitation  movement 
through  the  leadership  positions  they  hold  as  faculty  members  in  schools  of 
nursing;  as  consultants,  staff  members  or  clinical  specialists  in  public  health 
settings;  as  directors,  supervisors,  head  nurses,  researchers,  inservice  educa- 
tors and  as  clinical  specialists  in  general  hospitals,  as  well  as  in  chronic 
disease  hospitals  or  rehabilitation  facilities.  Graduates  of  the  program  are 
being  sought  as  clinical  specialists  in  increasing  numbers  throughout  the  country 
largely  due  to  the  excellent  manner  in  which  former  graduates  have  demonstrated 
their  ability  to  assist  patients  to  achieve  optimum  function  and  to  assist  all 
levels  of  nursing  practitioners  to  implement  changes  in  rehabilitation  nursing 
practices.  Twenty-five  graduates  are  employed  in  this  capacity  in  hospitals. 
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Fifteen  graduates  are  enployed  in  public  health  settings  are  involved  in  giving 
direct  service  to  disabled  patients  and/or  assisting  staff  including  aides  to 
provide  service  that  is  rehabilitative  In  nature.  Two  of  these  are  working  with 

American  Indians. 

"Forty-five  graduates  are  on  School  of  Nursing  faculties.  Six  are  teaching  reha- 
bilitation nursing  in  graduate  programs,  twenty-six  are  integrating  rehabilitation 
prograiBS  at  the  baccalaureate  level,  five  teach  in  Associate  Degree  programs, 
five  In  diploma  programs  and  three  in  schools  for  practical  nurses.  The  contri- 
bution of  these  faculty  members  to  spreading  the  rehabilitation  aspects  of  nursing 
throughout  the  curricula  cannot  be  overemphasized.  If  the  health  care  of  our 
Mtlon  is  to  be  Improved,  the  educational  program  for  future  nurse  manpower  must 
Include  rehabilitation  concepts  and  skills. 

”Tw«nty-four  other  graduates  are  employed  full-time  and  nine  part-time  in  hospi- 
tals within  the  U.S.A.  in  a variety  of  capacities.  Four  are  working  in  Veterans 
Administration  hospitals,  one  is  in  the  Army  Nurse  Corps.  One  graduate  is  a 
vocational  counselor  in  Connecticut. 

"Tha  impact  of  these  graduates  on  the  rehabilitation  movement  throughout  the 
United  States  as  well  as  internationally  is  geographically  significant.  They 
are  employed  in  twenty-eight  states  including  Alaska  and  Puerto  Rico,  and  in 
seven  foreign  countries.  All  report  they  are  doing  some  teaching  of  rehabilita- 
tion nursing  either  with  patients,  families,  students  of  nursing  or  nursing  person- 
nel. All  appear  to  be  dedicated  to  rehabili  ation  nursing  through  their  direct 
or  indirect  care  activities,  research,  teachings,  writings,  committee  work  and  ^ 
speach  making  and  are  spreading  the  "gospel  of  rehabilitation." 


The  other  schools  involved  could  report  similar  results. 
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T«u  *r«  all  wall  aware  that  traumatic  injuries,  surgery,  strokes,  neurological 
' dlseaaae  and  other  conditions  can  seriously  incapacitate  people  of  all  ages. 
Proper  medical  care  can  sometimes  make  it  possible  for  normal  activities  to  be 
reausted  provided  that  appropriate  rehabilitation  measures  are  taken  promptly. 

The  nursing  staff,  responsible  on  a 24-hour  basis  for  patient  care  in  hospitals 
and  nursing  homes,  as  well  as  in  other  settings,  must  be  prepared  to  provide 
this  care  in  an  effective  way.  Well-prepared  nurse  specialists  can  teach,  guide 
and  supervise  all  members  of  the  nursing  team  and  they  can  assist  families  and 
patients  to  assume  appropriate  roles  in  the  whole  patient  care  process. 

The  long  term  benefits  of  effective  rehabilitation  saves  lives  and  money.  In 
the  long  run  the  effects  of  the  cutback  in  training  grants  for  the  institutions 
preparing  rehabilitation  experts,  at  a time  when  educational  institutions  are 
in  serious  financial  difficulties  and  student  costs  are  rapidly  escallating, 
seems  very  short  sighted. 
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STATEMENTS  OF: 

GEORGE  J.  SCHWEIZER,  JR.,  PRESIDENT,  UNITED  CEREBRAL 
PALSY  ASSOCIATIONS,  INC.,  COLUMBUS,  MISS. 

REV.  WILLIAM  R.  FORTNER  CHAIRMAN,  UNITED  CEREBRAL 
PALSY  ASSOCIATIONS,  INC.,  GOVERNMENTAL  ACTIVITIES 
COMMITTEE,  EAST  BRUNSWICK,  N.J. 

ACCOMPANIED  BY  ELSIE  D.  HELSEL,  PH.  D.,  WASHINGTON  REPRE- 
SENTATIVE, UCPA 

CEREBRAL  PAT^IED  CHILDREN 

Senator  Cotton.  Mr.  George  Schweizer  must  leave  soon  so  we  will 
call  him  now. 

Mr.  Schweizer.  I gratefully  appreciate  your  taking  me  since  I do 
have  another  meeting  to  go  to  this  afternoon. 

Senator  Cotton.  I am  commanded  to  take  you  by  my  friend,  John 
Stennis.  So  I have  no  choice. 

Mr.  Schweizer.  I am  George  Schweizer.  I am  a professional  at- 
torney by  education  and  volunteer  for  Ignited  Cerebral  Palsy  and  serv- 
ing my  second  term  as  president  of  the  organization. 

This  organization  represents  the  needs  of  over  700,000  individuals 
with  cerebral  palsy  throughout  the  country.  I have  with  me  Pev. 
William  Fortner  on  my  right,  also  a volunteer  and  chairman  of  our 
governmental  activities  committee  and  also  Dr.  Elsie  Helsel,  director  of 
our  Washington  office. 

Senator  Cotton.  We  are  glad  to  have  you  with  us. 

Mr.  Schweizer.  Because  of  the  time,  I am  going  to  just  briefly  go 
through  this.  I am  going  to  summarize  the  testimony  which  has  been 
prepared  and  is  to  be  put  in  the  record,  as  I understand. 

Senator  Cotton.  Your  full  statement  will  go  in  the  record.  Don’t  feel 
too  pressed  because  you  haye  come  a distance. 

Mr.  Schweizer.  As  I guess  you  can  see,  I am  what  you  might  call  a 
grassroots  president  of  the  organization,  haying  spent  now  14  years 
as  a yolunteer.  In  the  past  year  and  a half  I haye  had  occasion  to  yisit 
in  a number  of  the  States,  in  West  Virginia  just  last  month  and  in 
Illinois.  I haye  soent  some  time  in  Wisconsin,  in  South  Carolina,  New 
York,  many  of  the  States,  Indiana,  and  one  of  the  things  I haye  seen, 
and  this  is  one  of  the  reasons  I took  a day  from  my  office  to  come 
up  here  to  testify  to  you  gentlemen  is  the  yery  point  that  this  legis- 
lation would  reach.  There  are  two  things.  You  will  see  in  our  t<^=ti- 
mony  pictures  of  children.  One  of  them  happens  to  be  from  Wis- 
consin, a young  boy  who  would  haye  spent  his  life  in  the  crib  as 
shown  in  the  first  picture  but  for  the  help  that  he  has  receiyed.  The 
other  picture  is  a young  girl  who  receiyed  her  aid  from  the  Warren  G. 
Murray  Center  in  Illinois. 

This  brought  the  two  indiyiduals  to  one  stage.  In  the  case  of  the 
little  girl  she  is  on  wheels.  They  both  are  now  able  to  get  out  and 
start  the  first  perimeter  in  society.  But  they  grow  older  and  they  are 
going  to  need  greater  help  later  on.  There  is  nothing  that  any  one 
health  organization  can  do  to  care  for  these  all  the  Avay  through.  The 
cost,  I am  sure  you  are  aware,  is  quite  staggering  oyer  a period  of  a 
lifetime  if  you  didn’t  do  anything  but  think  of  an  indiyidual  in  the  con- 
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cepts  of  “warehousing.”  This  act  is  an  innovative  piece  of  legislation. 
What  is  more  important  if  we  can  get  the  appropriations  increased  we 
can  fill  in  a very  important  and  needed  gap  across  the  country. 

What  has  been  recommended  in  past  years  has  far  exceeded  what 
has  been  appropriated  to  date.  This  $11.2  million  is  a very  small 
amount.  For  example,  as  applied  to  some  of  the  States,  in  West  Vir- 
ginia where  I was  last  month,  it  would  mean  they  would  only  get 
$103,000.  I know  from  my  talks  with  the  people  there  that  that  would 
not  begin  to  do  the  work.  But  the  real  thing  that  has  concerned  me, 
and  I want  to  stress  this  to  you,  is  the  cost  of  not  doing  this.  This  is 
the  thing  which  has  come  to  me  so  vividly  in  the  last  not  only  14  years 
but  particularly  in  the  last  18  months. 

It  is  costing  us  untold  sums  to  fill  this  gap.  We  get  the  various 
quality  organizations  that  are  now  working  on  it,  other  assistance 
available  through  the  State,  get  most  of  these  to  a certain  stage,  but 
this  act  and  additional  money  can  carry  them  what  I call  the  last  part 
of  the  bridge  that  they  really  need,  the  last  gap.  If  we  don’t  do 
something  about  this  the  cost  indirectly  no  one  can  guess,  but  directly 
it  is  really  staggering  to  us.  The  end  result,  of  coui^se,  will  be  that 
these  people  once  aided  and  made  possible  to  get  in  the  mainstream  of 
society  to  earn  a living  will  in  turn  eventually  be  paying  back  wdiat 
we  spent.  It  is  like  an  investment,  in  my  mind.  It  will  come  back  to  us 
in  the  way  of  far  more  dividends  than  we  could  even  begin  to  talk 
about. 

Now,  I will  go  ahead  and  have  Bill  Fortner  here  discuss  it  in  more 
detail  with  you  and  then  be  available  for  questioning. 

Mr.  Fortner.  I want  to  say,  first,  that  I can  go  one  better  than  most 
of  these  people.  I am  not  from  New  Hampshire,  but  I flew  down  here 
from  Lebanon  yesterday  where  I am  vacationing.  So  I have  been  there 
probably  more  recently  than  you  have. 

Senator  Cotton.  I wish  I was  there  now. 

Mr.  Fortner.  I must  say  the  weather  is  very  pleasant.  You  are 
missing  some  very  nice  weather. 

I just  want  to  mention  particularly  the  highlights  of  several 
of  these  activities  which  we  think  need  more  substantial  funding, 
particularly. 

^Ir.  Schweizer  has  mentioned  the  Developmental  Disability  Act. 
I want  to  comment  to  Chairman  ^lagnuson,  speaking  about  elimi- 
nating feuds  among  various  peoples  and  groups  who  want  a share  of 
the  pie,  this  group  wants  more  to  bring  voluntary  help  and  consumer 
organizations  together  so  that  we  have  to  seek  no  longer  any  particular 
vested  self-interest,  cerebral  palsy  or  epilepsy  or  whatever. 

We  have  through  the  bill  and  the  i-eorganization  of  that  particular 
department  of  HEW  a broader  spectrum,  a look  in  a much  broader 
sense  and  it  has  eliminated  much  of  these  feuds  that  we  mentioned 
before. 

Senator  Cotton.  You  have  become  allies  instead  of  competitors. 

Mr.  Fortner.  Precisely.  The  bill  has  been  positive  in  that  respect. 
It  is  bringing  us  together,  too,  in  our  planning  in  the  sense  that  we 
don’t  want  to  compete  with  one  another,  nor  do  we  wish  to  duplicate 
services.  The  figures  you  have  before  you  as  recommendations  are  not 
only  ours  in  that  respect  but  they  are  the  figures  that  are  derived  from 
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a consoitium  of  voluntary  agencies,  coiisumoi’  o^roups  such  as  the  Na- 
tional Association  for  Retarded  Children,  Council  for  Exceptional 
Children,  Epilepsy  Eonndation,  and,  of  course,  oiii*  own  United  Cere- 
bral Palsy.  Several  thino-s  should  be  pointed  out.  The  $11.2  million 
<>*ives  to  my  State  of  New  Jersey,  $305,000.  That  is,  as  Mt-.  Schweizer 
points  out  foi-  West  Viro-inia,  a very  small  and  perhaps  uni-ealistic 
amount.  We  think  that  the  $40  million  as  the  testimony  says,  blue  sky, 
nor  do  we  think  as  all  the  Senators  pointed  out  it  is  uni’ealistic.  The 
authorization  was  $105  million.  We  understand  that  that  is  “Alice  in 
Wonderland”  but  to  quote  Lewis  Carroll  in  Alice  in  Wonderland,  “It 
takes  all  the  running  we  can  do  to  stay  in  place.” 

We  don’t  think  funding  the  same  thing  a second  year  with  the  same 
figure  is  staying  in  one  place.  We  feel  that  $40  million  is  a very 
1‘ealistic  thing. 

In  some  other  areas  we  do  not  believe  this  is  the  only  place  that  we 
need  to  put  some  emphasis.  For  example,  under  the  act,  section  4,  the 
project  gi*ants,  we  have  a work  study  pi-ogram  that  is  oriented  toward 
seriously  disabled  teenagers  and  adults,  allowing  sheltered  workshops 
to  adopt  certain  equipment  so  that  people  in  sheltered  workshops  may 
become  more  self-sufficient  people. 

The  hospital  improvement  and  in-service  training  is  another  place 
where  the  health  care  personnel,  the  nurses  we  have  been  talking  about, 
are  trained  to  deal  with  the  severely  and  multihandicapped  individu- 
als where  they  reside.  The  Vocational  Rehabilitation  Act  is  what  Mr. 
Schweizer  was  talking  about  in  teians  of  investment.  There  is  a nega- 
tive aspect  as  well  as  a positive. 

IVliat  we  have  is  a positive  way  of  dealing  with  this.  It  also  has  eco- 
nomic overtones  that  a person  who  is  not  doing  any  work  and  who  is 
capable  of  it  is  not  only  returning  income  through  taxable  income  but 
he  also  is  not  using  public  funds  in  order  to  exist. 

Two  hundred  fifty  thousand  cerebral  palsied  individuals  could  use 
some  kind  of  service  in  vocational  rehabilitation.  Our  estimate  is  that 
only  1 or  at  the  most  2 percent  of  those  people,  those  250,000,  are  re- 
ceiving that  kind  of  help  and  money,  of  course,  is  the  issue  there.  In 
terms  of  the  International  Institute  of  Neurological  Diseases  and 
Stroke.  Dr.  Chapman  mentioned  that. 

For  cerebral  palsy  there  is  a perinatal  project,  research  project,  and 
$100  million  has  been  spent  in  that.  This  is  the  seventh  and  final  year. 
The  children  need  that  final  examination  if  that  study  is  to  be  effec- 
tive. Yet  the  administration  is  suggesting  a reduction  in  that  figure,  not 
even  funding  at  the  present  level.  We  think  that  is  undoing  the  good 
of  the  previous  6 years  of  the  study.  We  figure  21,000  children  are  born 
with  cerebral  palsy  each  year,  175,000  mentally  retarded,  another  117,- 
000  with  e]])ilepsy.  Taking  the  cerebral  palsy  individuals  about  which 
we  know  the  most,  the  cost  of  the  lifetime  care  of  those  21,000  born  this 
year  will  amount  to  $1.7  billion.  A reduction  of  10  percent  would  repay 
the  entire  cost  of  the  whole  appropriation.  In  terms  of  the  National 
Institute  of  Child  Health  and  Human  Development,  we  are  dealing 
particularly  with  prematurity  which  is  tops  on  our  list  of  where  re- 
search needs  to  be  put. 

Family  planning  infoi-mation  has  to  be  available  to  high  risk 
mothers  in  order  to  avoid  the  incidence  of  prematurity  and  thus  put  us 
out  of  business  over  the  long  run  in  terms  of  preventing  cerebral  palsy. 
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Both  in  maternal  and  child  health  there  is  the  matter  of  crippled 
children  service,  the  needs  of  children  with  mnltiple  disabilities.  If  we 
have  care  here  it  prevents  secondary  disability  from  taking  place. 

As  Dr.  Cliapmian  and  the  nurses  have  pointed  out,  one  half  of  that 
money  under  maternal  and  child  health  is  for  tmining  professional 
and  paraprofessional  personnel  through  those  university-affiliated  fa- 
cilities which  Senator  Hartke  was  speaking  about.  So  that  we  are 
getting  together.  We  see  the  needs  in  collaboiration.  Trained  personnel 
is  the  greatest  single  need  in  delivery  of  service  to  the  disabled.  Those 
figures  are  before  you. 

Our  recommendations  represent  the  considered  opinions  of  cerebral 
palsy  and  also  these  other  groups  in  the  consortium. 

May  I say  that  it  is  easy  in  dealing  with  such  large  figures  and  for 
those  of  us  even  who  get  into  national  positions  on  these  particular 
groups,  to  see  all  of  these  matters  in  terms  of  just  more  dollars  and 
just  more  figures  and  more  charts  and  more  tables.  I know  we  have  to 
remind  ourselves,  at  least  I have  to  remind  myself,  that  these  are  not 
simply  appropriations  or  more  figures  to  be  put  somewhere.  They 
are  a hope  for  the  future,  the  people  who  have  cerebral  palsy  now  and 
the  people  who  are  going  to  be  born  with  it  during  this  year,  and  hope- 
fully the  day  will  come  when  there  will  be  less  and  less  and  then 
none. 

The  dollars  that  we  should  be  giving  them  for  their  proper  care  rand 
concern  provides  not  only  funding  for  this  not  to  happen  but  I think 
it  provides  them  with  a feeling  that  their  lives  are  not  useless  and  they 
have  some  warm  friends  for  their  spirit. 

I am  sure  that  the  committee  understands  this.  We  appreci^  very 
much  the  opportunity  to  be  here  and  to  share  this  concern  with  you. 

The  cerebral  palsy  child  I know  just  by  observation,  they  have  no 
other  real  way  to  realize  their  human  potential  without  our  help.  That 
restricts  life  to  a very  narrow  sense  and  they  deserve  all  we  can  do 
for  them.  We  will  appreciate  any  consideration  you  can  give  us. 

( The  statement  follows : ) 
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I am  George  J.  Schweizer  Jr.,  President  of  UCPA,  Inc.,  a national 
voluntary  agency  whose  business  is  representing  the  health,  educational, 
social  and  welfare  needs  of  the  nation’s  700,000  individuals  with  cerebral 
palsy.  With  me  are  the  Reverend  William  Fortner,  Chairman  of  our 
Governmental  Activities  Committee  and  Dr.  Elsie  Helsel,  Director  of  our 
Washington  Office  and  a mother  of  a 25-year  old  son  with  cerebral  palsy. 

To  conserve  time  we  should  like  the  Committee’s  permission  to  have 
the  full  statement  which  we  have  prepared  included  in  the  record.  We 
will  merely  highlight  the  points  we  feel  are  most  significant. 

First,  we  should  like  to  direct  your  attention  to  Attachments  I and  II 
which  are  pictures  of  two  children  with  cerebral  palsy. 

These  pictures  show  clearly  not  only  what  a child  substantially 
handicapped  by  cerebral  palsy  looks  like,  but  what  can  be  done,  within 
present  knowledge,  to  help  even  severely  handicapped  individuals  function 
more  effectively  and  happily  in  our  society. 

The  little  boy,  Joel,  lives  in  Wisconsin.  If  he  had  not  been 
fortunate  enough  to  be  born  there,  he  could  have  spent  his  life  in  that 
crib,  curled  up  like  a pretzel,  staring  at  the  four  walls  of  his  ward. 
Instead,  Joel  is  in  a class  for  the  trainable  retarded,  developing  skills 
which  will  enable  him  to  eventually  work  in  a sheltered  workshop  and  earn 
part  of  his  way  in  this  world. 
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The  little  girl  was  fortunate  enough  to  be  born  in  Illinois.  Her 
family  brought  her  in  desperation  to  the  Warren  G.  Murrary  Center  there. 

She,  too,  could  have  spent  her  life  either  lying  in  bed  or  lying  on  the 
floor  with  her  only  diversion  staring  at  the  celling.  Because  of  the 
skillful  nursing  and  therapeutic  care  which  she  received  at  Warren  G. 

Murray,  she  is  now  properly  supported  and  positioned  in  her  wheelchair. 

•She  can  see  what  is  going  on  around  her  and  learn  as  other  children  learn 
from  observing  their  environment.  She  is  "on  wheels"  and  can  go  out  of  her 
ward  to  school,  to  recreational  programs,  to  shopping  centers,  and  to  church. 
She,  too,  will  be  able  to  earn  part  of  her  way  when  she  gets  older. 

Unfortunately,  most  individuals  as  substantially  handicapped  as 
these  two  children  are  not  so  lucky.  They  do  spend  most  of  their  lives 
as.  bed  cases  in  institutions  for  the  retarded  where  they  require  complete 
nursing  care. 

Cerebral  palsied  children  such  as  these  need  a host  of  services 
that  cost  more  than  most  families  can  afford.  They  require  a multiplicity 
of  service  programs  that  no  single  health  agency  can  provide.  Because 
many  of  the  people  with  cerebral  palsy  have  common  program  needs  with 
persons  having  other  conditions  that  originate  in  childhood.  United 
Cerebral  Palsy  Associations  joined  with  other  national  groups  such  as  the 
National  Association  for  Retarded  Children  and  the  Epilepsy  Foimdation  of 
America  in  working  for  the  passage  of  PL  91-517 ^ the  Developmental 
Disabilities  Services  and  Facilities  Construction  Amendments  of  1970. 

We  should  like  to  address  your  primary  attention  to  the  appropriation 
for  this  legislation,  since  it  does  have  the  potential  for  meeting  needs 
which  are  as  yet  unmet;  serving  substantially  handicapped  individuals  who 
are  as  yet  unserved. 
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TITLE  I --  THE  DEVEL0Pr4ENTAL  DISABILITIES  ACT 

As  you  know  the  Developmental  Disabilities  Act  extends  and  broadens 
the  mental  retardation  legislation  of  the  past  decade.  Cerebral  palsy 
and  epilepsy  are  included  in  this  legislation  for  the  first  time. 

The  President's  Budget  request  for  both  FY  1971  and  1972  is  $11.2 
million  for  planning,  services  and  construction  of  facilities  for  the 
developmentally  disabled.  The  inadequacy  of  this  request  comes  clearly 
into  focus  when  you  look  at  the  appropriation  in  I968  of  $l4.8o8  million 
for  construction  alone  of  facilities  for  the  mentally  retarded  only. 

In  subsequent  years  when  the  appropriation  covered  both  construction 
and  staffing  the  amounts  were  $32,958  million  in  19^9  and  $27,983  million 
in  1970.  At  a time  when  costs  are  increasing,  coverage  is  being 
broadened  to  include  cerebral  palsy  and  epilepsy  and  the  funds  are  to  be 
used  for  services  and  planning  as  well  as  construction,  the  budget  request 
is  reduced  by  one-half! 

THE  NUMBERS  GAME 

It  should  be  remembered  that  the  Developmental  Disabilities  Act 
was  intended  to  serve  people  who  are  substantially  handicapped.  It  is 
estimated  that  six  million  persons  in  the  United  States  (about  three 
percent  of  the  population)  are  mentally  retarded.  Not  all  of  this  group 
are  substanti^ly  handicapped.  Of  this  number  some  five  million  people 
(2.5  percent  of  the  population)  are  classified  as  mildly  mentally  retarded 
one  million  individuals  (.5  percent  of  the  population)  are  moderately, 
severely  'and  profoundly  retarded.  The  Developmental  Disabilities  Act  was 
intended  to  serve  this  latter  group  which  is  considered  "substantially 
handicapped. " 

In  addition,  one  million  (.5  of  a percent)  of  those  who  are  mildly 
Iretarded  have  complicating  problems  over  and  above  their  retardation. 

.These  individuals  also  need  DDA  services.  The  remainder  of  the  mildly 
retarded  are,  for  the  most, part,  potentially  capable  of  being  served 
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through  other  programs  for  the  handicapped  such  as  special  education 
and  vocational  rehabilitation. 

Adding  together  this  group  with  the  moderately,  severely  and 
profoundly  retarded  we  have  a target  group  of  substantially  handicapped 
mentally  retarded  of  one  percent  of  the  popixlation  — two  million 
individuals.  The  Division  of  Developmental  Disabilities  uses  this  figure 
in  its  projections.  As  nearly  as  we  can  determine  only  about  one-fifth 
of  the  retarded  population  labeled  "substantially  handicapped"  is  being 
served  in  some  fashion  today. 

As  for  the  nation's  700,000  children  and  adults  with  cerebral  palsy, 
500,000  are  also  mentally  retarded.  These  individuals  with  a multiple 
handicap  are  substantially  handicapped.  Of  the  approximately  200,000 
persons  who  fall  within  the  "normal"  range  of  intelligence,  there  are 
approximately  37^500  individuals  who  are  so  severely  physically  disabled 
as  to  be  "substantially  handicapped."  Our  UCP  affiliates  report  that 
only  one-tenth  of  this  substantially  handicapped  group  is  presently 
receiving  any  service. 

The  Epilepsy  Foundation  reports  that  of  the  tvro  percent  of  our 
population  who  have -seizures , .5  percent  are  substantially  handicapped 
and  are  not  receiving  services. 

SERVICES 

The  Developmental  Disabilities  Act  is  an  innovative  piece  of 
legislation  which  is  intended  to  serve  previously  unserved  or 
inadequately  served  substantially  handicapped  individuals  by  filling 
in  the  gaps  in  service  programs  --  particularly  at  the  community  level. 

It  is  intended  to  help  states  and  communities  move  closer  to  their 
stated  goals  of  comprehensive  lifetime  services  for  a segment  of  our 
handicapped  population  which  up  to  a decade  ago  had  no  community  services 
•and  no  alternatives  for  lifetime  care  but  the  large  public  institutions. 

The  DDA  is  intended  to  provide  the  substantially  handicapped  and 
their  families  with  acceptable  alternatives  for  services,  primarily  at 
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the  community  level,  which  supplement  not  supplant  existing  public  and 
private  services.  Thus  substantially  handicapped  children  can  live  at 
home  with  parents  for  much  longer  periods  and  adults  can  continue  to  live 
in  the  community  in  alternative  living  arrangements  after  parents  die. 
COSTS 

What  is  the  cost  of  not  adequately  funding  this  Act? 

What  will  happen  if  community  services  are  not  developed? 

The  alternative  to  not  developing  comprehensive  community  programs 
for  these  people  is  placement  in  a residential  institution  — unless  you 
want  to  espouse  a policy  of  euthenasia!  The  cost  figure  for 
institutionalization  over  a lifetime  is  staggering.  For  cerebral  palsy 
alone,  using  a cost  figure  of  $8,000  per  year  for  adequate  institutional 
care,  the  total  is  about  $320,000  for  one  individual  over  his  lifetime. 
Even  the  cost  of  simply  "warehousing"  a single  cerebral  palsied 
individual  using  a cost  figure  of  $4,000  for  forty  years  is  $l60,000! 

With  adequate  supportive  services  for  families  and  appropriate  training 
for  the  handicapped  individual,  this  same  individual  could  be  able  to  stay 
in  the  community  and  could  be  able  to  earn  part  of  his  own  way.  Truely, 
habilitation  and  rehabilitation  programs  pay  off  in  dollars  as  well  as 
in  more  meaningful  and  happier  lives  for  handicapped  individuals  and  their 
families. 

Yet  at  the  present  proposed  budget  of  $11.2  million  for  Title  I 
let  us  look  at  what  individual  states  will  receive  in  order  to  develop 
needed  programs.  (See  Attachment  III) 


Massachusetts 
New  Hampshire 
New  Jersey 
Delaware 
West  Virginia 


1243,162 
100,000 
305,244 
100,000 
103,324 


Mississippi  $156,094 
Illinois  $477,111 
South  Carolina  $161,653 
New  Mexico  $100,000 
Hawaii  $100,000 


Washington  $153,897. 
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It  is  clear  that  the  $11.2  million  for  Title  I is  a long  way  from 
a "meet  need"  figure.  The  fiscal  1972  authorization  of  $105  million 
for  Title  I is  almost  10  times  as  much!  This  is  not  a "blue  sky"  figure. 

It  was  arrived  at  only  after  careful  consideration  of  the  numbers  of  people 
now  receiving  services,  the  present  limited  scope  of  services  — especially 
among  the  adult  population  — the  numbers  of  people  who  still  require 
services  and  facilities,  and  the  types  of  services  needed  in  order  to 
provide  a comprehensive  community  program. 

Let  us  give  you  one  example  of  costs  for  providing  a comprehensive 
program  in  a community.  UCP  of  Northern  New  Jersey  has  developed  a 
proposal  for  an  interagency  service  program  for  the  developmentally 
disabled  to  be  operated  jointly  and  located  at  the  New  Jersey  College 
of  Medicine  and  Dentistry  in  Newark.  Plans  call  for  serving  a broad 
segment  of  developmentally  disabled  individuals  within  a nine  county 
area,  with  priority  given  to  the  model  cities  residents.  The  UCP 
affiliate  has  already  received  the  enthusiastic  support  and  commitments 
of  participation  from  the  College,  United  Hospitals  of  Newark,  the 
Referrals  Workshop,  the  Upper  New  Jersey  Chapter  of  the  Multiple 
Sclerosis  Society,  the  New  Jersey  Chapter  of  Epilepsy  Foundation,  the 
New  Jersey  Association  for  Children  with  Learning  Disabilities,  the 
New  Jersey  Division  of  Mental  Retardation  Department  of  Institutions,  the 
State  Rehabilitation  Commission,  the  Hospital  and  Health  Council 
Metropolitan  New  Jersey.  The  State  Department  of  Higher  Education  in 
the  Newark  Housing  Authority  have  also  offered  encouragement  for  the  plan. 

We  site  the  many  agencies  involved  in  such  a program  because  this 
offers  a classic  example  of  planning  for  coordinated,  continuing,  and 
comprehensive,  community  services  for  the  target  population  of  the 
developmentally  disabled.  Under  the  Plan,  nine  separate  agencies  would 
deliver  the  range  of  services  required  by  an  estimated  197s 950  people. 

The  projected  cost  for  1972  is  estimated  at  more  than  one  million  dollars 
but  the  entire  State  of  New  Jersey  would  receive  only  $300,000  if  the 
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Developmental  Disabilities  Act  is  f\mded  at  the  $11.2  million  level. 

UCPA  urges  your  support  for  the  requested  increases  for  Title  I 
from  $11.2  million  to  $4o  million.  This  would  permit  an  increase  in 
the  present  level  of  funding  for  mental  retardation  programs  while 
facilities  and  services  for  persons  severely  handicapped  by  cerebral  palsy 
and  epilepsy  also  are  being  phased  in.  The  increase  will  also  more  than 
triple  the  share  states  will  receive  under  their  formula  grants. 

Although  staffing  for  the  newly  established  Division  of  Developmental 
Disabilities  is  included  in  another  budget  --  not  under  consideration 
here  — UCPA  would  like  to  direct  the  Committee’s  attention  to  this 
matter  briefly.  Our  testimony  repeatedly  has  pointed  out  the  expanded 
nature  and  scope  of  the  Division's  responsibilities  now  that  the  cerebral 
palsied  and  persons  v^ith  epilepsy  and  other  substantially  handicapping 
developmental  disabilities  have  been  mandated  for  services.  In  view  of 
this  situation,  we  strongly  believe  that  if  the  Division  is  to  implement 
the  legislation  effectively,  it  must  have  additional  personnel,  including 
at  least  one  person  with  expert  knowledge  of  cerebral  palsy. 

TITLE  II  — THE  DEVELOPMENTAL  DISABILITIES  ACT 

Title  II  concerns  University  Affiliated  Facilities.  There  are  now 
19  approved  facilities  that  provide  a resource  for  training  the  manpower 
essential  for  working  with  the  developmentally  disabled.  To  be  truly 
effective  in  working  with  people  who  have  developmental  disabilities 
personnel  must  be  trained  to  work  as  an  interdisciplinary . or  cross-modality 
team.  Such  training  is  not  possible  under  the  traditional  single  discipline 
approach  used  in  our  universities.  The  University  Affiliated  Facilities 
are  to  provide  a new  pattern. 

In  addition  to  training  manpower,  UAF's  have  as  their  mission  the 
demonstrating  of  new  and  improved  methods  for  treatment  and  training  those 
who  have  been  stricken  with  substantially  handicapping  disabilities.  The 
President’s  Budget  did  not  include  any  request  for  University  Affiliated 
Facilities.  UCPA  joins  with  the  other  members  of  the  Ad  Hoc  Liaison  Group 
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in  recommending  that  Title  II  of  the  Act  be  fxinded  with  $10  million 
for  core  support  and  $5  million  for  construction. 

OTHER  PROGRAMS  SERVING  THE  SUBSTANTIALLY  HAITDICAPPED 

In  singling  out  the  Developmental  Disabilities  Act  for  special 
consideration  we  do  not  wish  to  imply  that  we  do  not  support  increased 
appropriations  for  other  programs  administered  by  the  Division  of 
Developmental  Disabilities  and  other  programs  administered  by  agencies 
within  the  Department  of  HE^J  which  are  meeting  service  needs  of  less 
severely  handicapped  individuals.  ¥e  have  appended  a chart  of  the  fiscal 
1971  and  1972  requests  of  some  of  the  agencies  of  prime  interest  to 
United  Cerebral  Palsy  and  the  recommendations  of  the  Ad  Hoc  Liaison  Group 
on  Developmental  Disabilities^  a consortium  of  voluntary  agencies 
interested  in  the  handicapped.  Membership  in  this  group  consists  of 
United  Cerebral  Palsy^  National  Assocation  for  Retarded  Children^  Epilepsy 
Foundation,  American  Association  on  Mental  Deficiency,  National  Association 
of  State  Mental  Health  Program  Directors,  National  Association  of 
Coordinators  of  State  Mental  Retardation  Programs,  and  the  Council  for 
Exceptional  Children. 

Briefly,  we  should  like  to  call  your  attention  to  specific 
activities  authorized  under  these  programs  that  benefit  the  cerebral  palsied 

Developmental  Disabilities  Act  - Section  4 (a)  (1) 

Presently,  UCPA  is  developing  a work-oriented  program  for  seriously 
disabled  1;eenagers  and  adults  under  a Section  4 (a)  (1)  grant.  Guidelines 
developed  through  this  project  will  enable  sheltered  workshops  to  adapt 
equipment  and  procedures  so  that  individuals  with  severe  physical 
disabilities  who  heretofore  could  not  function  in  such  settings,  will  be 
able  to  do  so. 

Hospital  Improvement  and  Hospital  In-Service  Training 

HIST  Project  Grants  have  enabled  UCPA  to  conduct  numerous  special 
training  programs  for  contact  care  personnel  in  state  institutions  where 
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many  severely  and  multiply  handicapped  individuals  reside.  We  know  the 
quality  of  care  available  to  many  of  these  children  and  adults  has  been 
considerably  upgraded.  The  employees  v:ho  received  training  now  have  a 
better  understanding  of  this  group  and  its  special  needs,  and  they  are 
utilizing  improved  techniques  in  the  management  of  these  patients. 

Vocational  Rehabilitation  Act 

• For  every  dollar  spent  on  vocational  rehabilitation  services,  from 
two-to-flve  dollars  is  returned  to  the  corrimianity  in  taxes.  Experience 
has  proved  that  with  rehabilitation  services,  it  is  possible  to  remove 
disabled  public  assistance  recipients  from  welfare  rolls.  Over  250,000 
individuals  with  cerebral  palsy  could  benefit  from  such  services. 

National  Institute  of  Neurological  Diseases  and  Stroke 

UCPA's  prime  concern  is  for  the  Collaborative  Perinatal  Research 
Project  which  already  has  provided  much  important  data  about  mental 
retardation,  cerebral  palsy  and  other  related  disorders.  Almost  $100 
million  has  been  spent  on  this  project  to  find  the  causes  of  these  consitions. 
The  funds  being  recommended  are  not  sufficient  to  permit  the  final 
examination  of  the  children  in  the  study  now  reaching  their  seventh 
birthday.  They  will  never  be  seven  again,  and  the  completion  of  this 
final  examination  — of  particular  relevance  to  the  more  subtle  disabilities 
such  as  dyslexia  and  minimal  brain  dysf\inction  will  be  forever  lost. 

Unnecessary  delay  in  finding  a solution  to  these  disease  problems  is 
high  — not  only  in  human  misery  but  in  dollars  as  well.  Next  year 
about  21,000  children  will  be  born  crippled  from  cerebral  palsy,  175,000 
will  be  bom  who  are  destined  to  be  mentally  retarded  and  another  17^000 
will  become  epileptic.  The  cost  of  lifetime  care  of  the  21,000  cerebral 
palsied  children  alone  will  easily  exceed  $1.7  billion.  A reduction  of 
this  group  by  as  little  as  10  percent  could  repay  the  entire  cost  of  this 
vast  research  project  in  one  year. 
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■National  Institute  of  Child  Health  and  Human  Development 

Research  activities  particularly  important  to  UCPA’s  sphere  of 
interest  are  being  undertaken  in  prematurity,  which  has  a close  correlation 
with  cerebral  palsy.  In  fact,  prevention  of  prematurity  is  UCPA's  top 
priority  research  and  program  effort.  NICHD  is  also  conducting  research 
in  nutrition  of  mothers  and  children  in  order  to  determine  the  effects 
of  malnutrition  on  the  infant  brain,  on  birth  weight  and  intellectual 
development.  Since  cerebral  palsy  and  other  developmental  disabilities 
occur  more  frequently  in  "high  risk"  mothers,  UCPA  is  most  anxious  that 
NICHD’ s family  planning  research  activities  be  fully  funded.  We  believe 
that  if  family  planning  information  were  available  to  "high  risk"  mothers, 
the  incidence  of  prematurity,  cerebral  palsy,  mental  retardation  and 
other  congenital  anomolies  could  be  significantly  reduced.  At  this  point 
in  time,  prevention  of  these  conditions  is  our  best  hope. 

Maternal  and  Child  Health 

Crippled  Children’s  Services  and  Maternal  and  Infant  Care  Projects 
continue  to  provide  vital  underpinning  for  meeting  the  program  service 
needs  of  children  with  multiple  disabilities.  The  M & I projects  in 
particular  are  vital  because  they  provide  follow-up  of  "high-risk"  mothers 
and  infants j and  thus  contribute  to  prevention  of  secondary  disabilities. 

About  one-half  of  the  money  requested  under  Section  511  would  be 
utilized  for  training  of  professional  and  para-professional  personnel 
through  the  Ikiiversity  Affiliated  Facilities.  Trained  personnel  is  the 
greatest  single  need  in  the  delivery  of  service  to  the  developmentally 
disabled. 

CONCLUSION 

We  have  tried  to  explain  why  appropriations  for  PL  91-517  should  be 
raised  to  $40  million  and  why  other  programs  designed  to  meet  more 
adequately  the  needs  of  the  multi-handicapped  population  should  not  fall 
victim  to  indiscriminate  fund  cuts.  The  figures,  tables  and  charts  speak 
for  themselves. 
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However,  we  refer  you  again  to  the  two  pages  of  photographs  attached 
to  this  statement.  All  that  we  have  been  trying  to  say  is  dramatically 
summed  up  here.  With  appropriate  service  programming  these  two  children  — 
and  thousands  like  them  — can  grow  up  to  be  partially  self-supporting 
citizens,  paying  part  of  their  ovm  way,  making  their  contribution  to 
society,  living  meaningful,  productive  lives.  Or,  they  can  be  relegated 
'to  existing  as  bed-fast  cases  in  institutions  for  the  retarded,  living 
out  an  endless  succession  of  purposeless  tomorrows.  Adequate  fimding 
for  the  Developmental  Disabilities  Act  could  make  the  world  of  difference. 


2587 


2588 


2589 


■ATTACHI4ENT  III 

ALLOCATIONS  TO  STATES  FOR  THE  DEVELOI’MENTAL  DISABILITIES 
SERVICES  AND  FACILITIES  CONSTRUCTION  ACT  OF  1970 


r 

For  Fiscal 

Year  Ending  June  30,  1971 

toTAL 

$11,102,850 

REGION  1 

$766,153 

REGION  VI 

$1,160,043 

! Connecticut 

122,991 

Arkansas 

121,154 

Maine 

100,000 

Louisiana 

215,176 

Massachusetts 

243,162 

New  Mexico 

100,000 

^ New  Hampshire 

100,000 

Oklahoma 

134,912 

Rhode  Island 

100,000 

Texas 

588,801 

Vermont 

100,000 

•REGION  VII 

$574,241 

REGION  II 

. $1,261,700 

Iowa 

136,155 

New  Jersey 

305,244 

. Kansas 

•110,618 

New  York 

751,467 

Missouri 

227,468 

Puerto  Rico 

200,536 

Nebraska 

100,000 

Virgin  Islands 

4,453. 

REGION  VIII 

$606,142 

REGION  III 

$1,267,954 

Colorado 

106,142 

Delaware 

100,000 

Montana 

100,000 

Dist.  of  Columbia 

100,000 

North  Dakota 

100,000 

Maryland 

175,632 

South  Dakota 

100,000 

Pennsylvania  ' 

551,134 

Utah 

100,000 

Virginia 

237,864 

Wyoming 

100,000 

West  Virginia 

103,324 

REGION  IX 

$1,167,578 

REGION  IV 

$1,807,816 

American  Samoa 

2,246 

Alabama 

214,113 

Arizona 

100,000 

Florida 

325,704 

California 

850,927 

Georgia 

253,568 

Guam 

6,701 

Kentucky 

183,167 

Hawaii 

100,000 

Mississippi 

156,094 

Nevada 

100,000 

North  Carolina 

288,627 

Trust  Territory 

7,704 

South  Carolina 

161,653 

Tennessee 

224,890 

REGION  X 

$453,897 

REGION  V 
Illinois 
Indiana 
Michigan 

$2,037,326 

477,111 

248,740 

408,436 

Alaska 

Idaho 

Oregon 

Washington 

iv: : 

100,000 

100,000 

100,000 

153,897 

Minnesota 

184,913 

Ohio 

506,562 

Wisconsin 

211,564 

NOTE:  Basis  of  allocations,  per  requirements  of  P.L.  91-517,  Title  1,  Part  C: 


a.  Total ^population,  as  estimated  by  the  Bureau  of  the  Census: 

, (1)  Provisional  estimated  population  of  the  United  States,  Oct.  1,  1970,  PC(pl)-l; 

(2)  American  Samoa,  Guam,  Puerto  Rico,  Trust  Territory  of  the  Pacific,  and  Virgin 
Islands,  provisional  estimates^as  of  July  1,  1969,  (Unpublished  data). 

b.  Extent  of  need , as  represented  by  provisionally  estimated  population  under  age  IS  as 
of  July  1,  1969  (Scries  P-25,  No.  437,  January  16,  1970.) 

c«  Financial  need,  as  represented  by  average  per  capita  income  1967-69  published  in 
August  1970  issue  of  Survey  of  Current  Business,  Department ' of  Commerce. 

1/  Based  on  1971  appronriation  of  $11,215,000  less  one  percent  for  evaluation  purposes, 
per  Section  513,  PllS  Act  (P.L.  91-i9u). 

DEPARTMENT  OF  HEALTH.  EDUC.ATTON.  AND  WELFARE 

SOCIAL  AND  RElLAniLIlATION  SERVICE 

Rehabilitation  Services  Administration 
. April  15,  1971 


ATTACHI^NT  IV-. 

BUDGET  RECOMMENDATIONS— FISCAL  1972— AS  APPROVED  BY  AD  HOC  LIAISON  GROUP  (IN  MILLIONS) 

■ Admlnisterln;^  Agency  FY  1971  FY  1972  ^ 

Appropriation  Request  Recommendation  • 
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RESEARCH  PROJECT  GRANTS 

Senator  Cotton.  Thank  you. 

Mrs.  Helsel.  I am  here  in  support  of  my  wonderful  volunteers  who 
go  long  distances  and  away  from  their  vacation  sites  in  order  to  ap- 
pear before  you. 

Senator  Cotton.  There  has  been  called  to  my  attention  a table  in  at- 
tachment 3.  It  appears  that  various  small  States,  of  Avhich  New  Hamp- 
shire is  one,  receive  an  even  $100,000.  That  is  in  the  form  of  grants, 
I believe.  Does  that  mean  that  is  a basic  minimum  and  then  the  larger 
States  are  increased  proportionately  ? 

Mr.  Fortner.  The  formula  is  based  on  population,  extent  of  need 
and  percent  of  need  in  that  particular  State,  with  $100,000  being  the 
minimum. 

Senator  Cotton.  Tell  me  about  the  research  project  grants. 

Mrs.  Helsel.  That  figure  perplexed  me  as  I heard  it  come  forth  a 
little  earlier  in  the  morning.  I sent  back  for  the  bill  and  the  figures  to 
find  out  what  that  is.  The  service  project  grants  that  are  referred  to 
on  your  budget  sheets,  I believe  that  $23  million  referred  to  the  entire 
rest  of  the  budget  for  the  Division  of  Developmental  Disabilities.  If 
I add  up  there,  there  is  section  4 (a),  vocational  rehabilitation  money 
and  the  other  kinds  of  money  they  get,  I come  up  with  $23  million. 
You  remember  this  question  came  up  when  we  talked  about  university 
affiliated,  a request  for  appropriations  for  title  II  of  the  act  is  what  that 
actually  is.  There  was  no  Presidential  request  for  imiversity  affiliated. 
This  has  nohing  to  do  with  university  affiliated.  There  is  nothing  in 
here  at  all.  The  amount  requested  for  them  is  zero.  As  you  can  see  on 
our  charts,  we  feel  they  ought  to  have  at  least  $10  million  for  core 
support  running  the  program  and  $5  million  for  at  least  one  addi- 
tional university-affiliated  construction.  Somehow  they  got  spread  out 
geographically  in  an  unequal  manner. 

Senator  Cotton.  That  is  covered  in  Senator  Hartke’s  proposal. 

Mrs.  Helsel.  Yes,  title  II. 

The  other  money  is  not  really  concerned  at  all  with  title  II,  with 
university  affiliated.  This  is  just  one  of  the  items.  There  are  other 
items  included. 

Mr.  Fortner.  The  bill  has  many  fine  features  in  it.  Chief  among 
them  is  that  there  was  naturally  an  increase  in  the  authorization, 
hopefully  the  appropriations  would  increase  year  by  year  in  the  3- 
year  life  of  the  act.  The  university  affiliated  got  nothing  last  year  and 
the  administration  request  is  zero  this  year.  We  don’t  think  that  is  giv- 
ing the  act  any  ability  to  prove  itself. 

Mrs.  Helsel.  In  the  testimony  I think  we  have  given  you  some  sup- 
porting data  showing  that  the  authorization  request  of  $105  million 
for  the  next  year,  this  current  1971  year,  was  a pretty  well  docu- 
mented request.  We  are  trying  to  be  reasonable  in  our  expectations. 
On  the  other  hand,  we  think  if  the  act  is  not  funded  at  least  so  that 
it  can  get  off  the  ground,  we  are  going  to  come  back  to  you  in  3 
years  and  you  are  going  to  say  to  us : What  did  you  do  with  that 
money?  If  we  spread  it  around,  $100,000  to  your  State  and  $100,000  to 
West  Virginia,  Tve  are  not  going  to  be  able  to  have  a very  good  answer 
for  you. 
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Senator  Cotton.  On  the  maternal  and  child  health,  even  the  hard- 
headed,  ti^ht-fisted  Office  of  Management  and  Bnd<;et  at  least  gave  a 
tip-of-the-hat  recognition  of  the  need  because  I notice  the  items  there 
liave  been  increased  over  last  year. 

Mrs.  Helsel.  A lot  of  these  moneys  go  into  prevention.  There  are 
things  called  maternal,  while  there  are  high-risk  baby  projects  and 
maternal  and  infant  care  projects  which  have  been  exceedingly  help- 
ful in  preventing  cerebral  palsy.  More  of  that  money  is  the  money  that 
the  Senator  was  talking  about  in  title  II,  the  university  affiliated. 
For  2 or  3 years  they  have  had  no  appropriation.  I am  happy  to  see 
that,  too. 

Senator  Cotton.  You  could  not  testify  before  more  sympathetic  ears 
on  this  subject  because  I have  a brother  who  was  born,  when  I was  13 
years  old,  with  a brain  injury  because  of  an  instrumental  birth,  spastic, 
partially  paralyzed  all  his  life.  I have  maintained  him.  He  could  have, 
with  proper  training,  been  useful  because  even  though  his  articula- 
tion is  such  that  even  I find  it  difficult  all  these  years  to  understand 
what  he  is  trying  to  say.  Even  though  he  can’t  read  a newspaper, 
curiously  enough  he  can  take  these  scientific  magazines,  and  figure  out 
these  complicated  electrical  diagrams;  figure  1,  figure  2,  figure  3,  they 
are  all  Greek  to  me.  He  can  tinker  with  radios.  lYlien  they  have  a short 
circuit  in  the  local  garage,  a short  circuit  they  can’t  find  in  a car,  they 
take  him  and  prop  him  up  in  a chair  and  he  finds  it.  He  could  have 
years  and  years  ago  before  his  life  was  practically  lived,  become  to  a 
certain  extent  self-reliant  and  led  a more  useful  life. 

Mrs.  Helsel.  You  can  see  from  the  pictures  of  the  children  how  they 
learn  to  support  themselves  so  that  they  don’t  flop  around. 

Mr.  ScHWEizER.  You  have  put  your  finger  on  the  very  thing  that  I 
tried  to  say  earlier  and  why  I am  here.  I have  seen  now  in  the  travels 
I have  mentioned  that  although  we  are  doing  what  we  can  there  are 
so  many  that  are  not  getting  as  much  as  they  can.  I have  seen  a man 
who  can’t  move  anything  but  his  head.  He  has  a band  around  his 
head  and  a stick  out  here  and  he  is  painting.  He  does  a beautiful  job. 
I think  of  how  many  others  we  are  not  reaching.  It  is  not  impossible. 
The  additional  money  here  could  make  it  possible. 

Senator  Cotton.  It  is  very  real  to  me.  You  may  be  assured  of  our 
sympathetic  consideration. 

Mrs.  Helsel.  We  appreciate  it  very  much. 

Mr.  ScHWEizER.  Thank  you  very  much  for  the  opportunity  to  be 
here. 

statement  of  ARTHUR  M.  SACKLER,  M.D.,  CHAIRMAN,  NATIONAL 
COMMITTEE  TO  SAVE  OUR  SCHOOLS  OF  HEALTH 

Senator  Cotton.  A statement  of  Dr.  Arthur  M.  Sackler,  chairman 
of  the  National  Committee  To  Save  Our  Schools  of  Health  will  be  ac- 
cepted and  entered  in  the  record  at  this  time. 

(The  statement  follows :) 
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Mister  Chairman  and  members  of  the  subcommittee,  I am  Dr.  Arthur  M.  Sackler, 

Chairman  of  the  National  Committee  to  Save  Our  Schools  of  Health.  I am  also  Inter- 
national Publisher  of  the  Medical  Tribune  and  Chairman  of  the  World  Health  Organization's 
International  Task  Force  on  World  Health  Manpower. 

The  National  Committee  to  Save  Our  Schools  of  Health  was  formed  this  year  to 
focus  public  attention  on  the  massive  health  manpower  crisis  currently  faced  by  the 
United  States.  This  crisis  consists  of  three  distinct,  but  interrelated,  elements: 

(1)  the  overall  shortage  of  health  professionals;  (2)  the  maldistribution  of  health 
professionals;  and  (3)  the  financial  inability  of  the  health  professions  schools  to 
adequately  respond  to  the  shortage. 

According  to  the  U.S.  Public  Health  Service  and  the  various  professional  health 
associations,  this  nation  faced  a shortage  in  1970  of: 

- 48,000  physicians 

- 17,800  dentists 

- 150,000  nurses 

- 8,700  optometrists 

- 12,900  podiatrists 

- 9,300  veterinarians 

-266,000  allied  health  professionals 

This  is  truly  a shocking  situation.  The  United  States  has  the  highest  gross 
national  product  of  all  the  countries  of  the  world,  our  citizens  have  the  highest 
per  capita  income  in  the  world,  and  we  enjoy  a higher  standard  of  living  than  any 
other  people.  And  yet,  we  somehow  tolerate  a massive  shortage  of  workers  skilled 
in  bringing  to  us  the  great  gift  of  human  health.  Moreover,  the  health  manpower 
shortage  is  our  only  serious  manpower  shortage.  In  all  other  fields  of  endeavor 
we  have  managed  to  produce  sufficient  personnel  to  meet  our  needs. 

As  serious  as  the  current  situation  is,  the  projected  shortages  for  1980  are 
even  more  frightening.  By  the  end  of  this  decade,  given  present  policies,  we  will 
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be  faced  with  the  following  health  manpower  shortages: 

- 26,000  physicians 

- 56,600  dentists 

- 210,000  nurses 

- 12,000  optometrists 

- 14,100  podiatrists 

- 9,900  veterinarians 

- 432,000  allied  health  professionals 

(It  should  be  carefully  noted  that  the  latter  category  of  health  workers,  "allied 
health  professionals",  includes  the  environmental  specialists  so  urgently  needed 
in  the  fight  to  save  the  earth  itself  from  possibly  irreparable  damage.) 

These  stark  figures  represent  millions  of  very  real  personal  tragedies.  The 
shortages  translate  into  a lack  of  medical  care  for  too  many  of  our  citizens.  They 
translate  into  rapidly  rising  costs  of  that  health  care  that  is  available  for  the 
majority  of  our  citizens.  And  finally,  the  figures  translate  into  a severe  lack  of 
preventive  medical  care  needed  to  ward  off  chronic,  crippling,  and  even  fatal  diseases 
and  conditions. 

The  maldistribution  of  health  workers  is  at  least  as  serious  a problem  as  the 
net  shortage  of  these  workers.  As  President  Nixon  pointed  out  in  his  recent  health 
message  to  the  Congress,  over  130  U.S.  counties  have  no  doctors  at  all,  despite  the 
average  of  one  doctor  for  every  630  persons  in  the  nation.  The  president  went  on 
to  explain  that  the  distribution  problem  in  center  cities  is  equally  serious,  with 
some  neighborhoods  having  as  few  as  one  physician  per  12,000  people. 

The  regional  maldistribution  is  also  severe.  According  to  1968  figures  of  the 
U.S.  Public  Health  Service,  the  Alabama/Kentucky/Mississippi/Tennessee  region  of  the 
country  had  just  95  physicians  per  100,000  population.  The  New  Jersey/New  York/ 
Pennsylvania  region,  on  the  other  hand,  had  190  physicians  per  100,000  population. 


2595 


The  third  element  of  the  health  manpower  crisis  --  the  financial  problems  of 
the  health  professions  schools  --  needs  to  be  given  priority  attention  if  the  shortage 
and  distribution  problems  are  to  be  solved.  Additional  practitioners  can  only  be 
produced  by  creating  new  schools  and  expanding  existing  ones.  Furthermore,  the  location 
of  the  schools,  the  curriculum  emphasis,  and  the  nature  of  the  student  assistance 
programs  can  have  a major  impact  on  the  geographical  distribution  patterns  of  new 
practitioners. 

Problems  of  health  professions  schools: 

Almost  all  health  professions  schools  are  experiencing  financial  problems  at  the 
present  time.  During  1970  over  half  of  the  medical  schools  alone  were  awarded  emer- 
gency Federal  grants  on  the  basis  of  financial  distress. 

Research  cuts.  A large  part  of  the  problem  stems  from  the  schools'  dependence  on 
research  grant  funds  for  operating  support.  Payment  for  overhead  expenses,  built  into 
these  research  grants,  is  used  by  school  administrators  to  pay  the  on-going  costs  of 
ninning  the  institution.  The  grants  also  include  provision  for  salaries  of  the 
researchers.  Most  of  the  research  directors,  in  turn,  are  faculty  members  of  the 
schools,  and  are  dependent  for  support  to  one  degree  or  another  on  their  research 
grants.  In  fact,  about  one-half  the  faculty  members  of  medical  schools  are  at  least 
partially  supported  by  these  grants.  Overall,  almost  fifty  percent  of  medical  schools' 
expenditures  are  supported  by  research  grants,  primarily  from  the  Federal  government. 

The  problem  is  that  Federal  research  grants  in  recent  years  have  been  declining 
in  some  areas,  and  in  other  areas  have  been  growing  at  a pace  slower  than  the  rate  of 
inflation.  For  example,  the  research  funds  of  the  National  Institutes  of  Health  have 
remained  at  about  the  same  level  since  1966,  while  inflation  has  decimated  the  real 
value  of  these  funds  by  6 - 10%  per  year  or  more. 

Expansion.  With  inflation  and  reduced  research  support  hampering  efforts  of 
school  administrators  to  operate  their  institutions,  pressure  to  expand  their  pro- 
duction has  increased.  Federal  legislation  now  requires  all  health  professions  Schools 
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to  continually  increase  their  enrollments  in  order  to  be  eligible  for  institutional 
formula  grants.  The  deans,  therefore,  are  being  squeezed  by  conflicting  pressures; 
expand  outlook  to  deal  with  the  health  manpower  shortage,  but  do  it  with  continuously 
less  financial  support  from  the  government. 

Service  income.  Inadequate  reimbursement  for  health  services  provided  by  the 
schools'  teaching  hospitals  and  clinics  is  another  major  problem.  These  hospitals 
are  under  increasing  pressure  to  become  involved  in  community  programs  for  the 
disadvantaged  as  well  as  the  Federal  Medicare  and  Medicaid  programs.  Reimbursement 
for  such  program  services  is  simply  not  adequate  to  cover  their  costs,  so  the  hospitals 
and  clinics  constitute  a major  drain  on  the  schools'  budgets. 

Closures . Since  1964,  two  dental  schools  and  over  160  nursing  schools  (mostly 
hospital  diploma  schools)  have  closed  their  doors.  One  school  of  pharmacy  is 
scheduled  to  close  in  1972.  In  addition,  many  medical  schools  have  warned  that 
they,  too,  wiil  be  forced  to  close  down  if  financial  help  is  not  forthcoming. 

St.  Louis  University  Medical  School  Dean  Robert  Felix  has  warned  that  his  school 
may  not  be  able  to  afford  an  entering  freshman  class  in  the  fall  of  1971. 

Case  Western  Reserve  University  of  Cleveland  was  saved  recently  only  by  a $3  million 
emergency  subsidy  from  the  State  of  Ohio. 

Marquette  University's  School  of  Medicine  had  planned  to  close,  but  was  kept  alive 
only  by  a grant  from  the  State  of  Wisconsin  and  a change  in  its  legal  status  from  a 
private  to  a "semi-public"  school. 

Florida,  New  York,  North  Carolina,  and  Pennsylvania  have  also  begun  to  bail  out 
private  medical  schools  in  those  states  in  recognition  of  the  real  danger  that  these 
schools  would  close  down  if  not  assisted.  Pennsylvania,  Illinois,  and  Kentucky  are 
among  serveral  states  which  have  done  the  same  for  dental  schools. 
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Mister  Chairman,  on  behalf  of  the  National  Committee  to  Save  Our  Schools  of  Health, 

I would  like  to  offer  some  comments  on  the  health  manpower  provisions  of  the  Fiscal 
Year  1972  budget  for  the  Department  of  Health,  Education,  and  Welfare. 

Medical,  dental,  and  related  health  professions: 

Institutional  assistance.  The  administration  is  to  be  comm.ended  for  requesting  an 
increase  for  institutional  support  of  health  professions  schools  of  more  than  $100  million 
over  the  amount  appropriated  for  Fiscal  Year  1971.  The  total  amount  requested  for  this 
purpose  --  $271.6  million  --  will  certainly  be  of  substantial  assistance  to  the  275 
schools  of  medicine,  dentistry,  osteopathy,  optometry,  podiatry,  pharmacy,  and  veterinary 
medicine . 

Student  assistance.  By  contrast  with  the  institutional  grant  request,  the  adminis- 
tration’s request  for  direct  loans  to  health  professions  students  is  a disappointment. 

Only  $22  million  is  requested  for  loans  in  FY  '72  compared  with  $25  million  appropriated 
for  this  purpose  in  FY  '71.  Even  that  $25  million  was  far  below  the  $4.3  million  re- 
quested by  the  various  schools  last  year.  The  need  this  year  is  expected  to  be  even 
greater,  given  the  higher  total  number  of  students  enrolled  and  the  higher  percentage 
of  minority-group  students  enrolled.  It  would  seem  necessary  to  appropriate  at  least 
twice  the  $22  million  request  of  the  administration. 

Several  health  manpower  problems  can  be  alleviated  by  an  adequate  loan/scholarship 
program,  and  without  a massive  outlay  of  funds.  For  example,  a generous  loan  program 
with  a liberal  forgiveness  provision  could  encourage  new  graduates  to  practice  in 
health  manpower  scarcity  areas.  The  clear-cut  need  for  increased  minority-group  repre- 
sentation in  the  health  professions  could  be  at  least  partially  met  by  a student  assist- 
ance program  funded  adequately  enough  to  support  full-time  students  over  several  years 
of  study. 

Construction.  If  the  health  manpower  shortage  is  to  be  overcome,  additional  schools 
must  be  built  and  existing  schools  must  be  expanded.  The  program  of  Federal  construction 
grants  is  one  of  the  nation's  best  hopes  for  closing  the  manpower  gap.  Unfortunately, 
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the  administration  has  not  seen  fit  to  request  an  adequate  appropriation  for  this 
program.  Only  $96.7  million  is  requested  --  less  t)ian  the  amounts  appropriated  in 
either  of  the  two  proceeding  years. 

Mr.  Chairman,  the  healtii  manpower  shortage  is  worsening  and  the  backlog  of  approved 
but  unfunded  construction  projects  is  increasing.  This  is  no  time  to  cut  back  on  our 
efforts  to  expand  educational  facilities.  An  appropriation  approximately  triple  that 
requested  by  the  administration  wuold  seem  to  be  in  order  at  this  point  in  time. 

The  largest  single  health  manpower  shortage  category  is  the  field  of  nursing.  We 
are  currently  150,000  nurses  short  in  this  country  and  by  1980  that  shortage  is  ex- 
pected to  increase  to  210,000. 

The  president's  budget  for  FY  '72  does  not  illustrate  much  concern  over  the 
shortage  of  these  primary-care  specialists.  In  fact,  the  budget  calls  for  a net 
reduction  of  $6.6  million  in  nurse  manpower  programs.  Much  of  this  reduction  is  con- 
tained in  the  program  of  direct  loans  to  nursing  students.  Only  $9.6  million  is 
proposed  for  this  purpose  in  FY  '72,  compared  to  $17.1  million  appropriated  last  year. 

While  it  may  not  be  economically  feasible  to  adequately  provide  for  the  needs  of 
every  one  of  the  country's  more  than  1300  schools  of  nursing,  we  should  certainly  not 
reduce  our  efforts  in  this  area.  I would  recommend,  at  a minimum,  a doubling  of  the 
administration's  $68  million  request  for  nursing  manpower  programs  with  most  of  the 
increase  concentrated  in  the  areas  of  student  loans  and  institutional  support. 

Public  Health  and  Allied  Health: 

For  schools  of  public  health,  the  administration  proposes  to  spend  virtually  the 
same  amount  in  FY'72  as  was  appropriated  for  FY  '71,  despite  the  fact  that  last  year  the 
authorizing  legislation  for  these  aid  programs  was  extended  and  expanded  in  recognition 
of  the  increasing  importance  of  these  schools.  The  U.S.  depends  upon  the  schools  of 
public  health  to  supply  the  qualified  public  health  doctors,  dentists,  nurses,  and  other 
categories  of  public  health  manpower  to  staff  state,  city,  and  county  health  departments 
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and  to  meet  the  requirements  of  various  Federal  agencies  for  personnel  trained  in 
preventive  medicine. 

For  Fiscal  Year  1972,  $43  million  is  authorized  for  public  health  traineeships 
and  institutional  support  of  public  health  schools.  The  administration,  however,  is 
requesting  an  appropriation  of  only  $18  million  for  these  programs. 

The  training  of  allied  health  professionals  — technicians,  technologists,  medical 
assistants,  etc.  — constitutes  one  of  the  nation's  best  hopes  for  filling  the  gap 
between  health  needs  and  the  delivery  of  health  services.  As  is  the  case  in  the  training 
of  doctors  and  dentists,  effectiveness  in  the  delivery  of  services  by  the  allied  health 
professionals  depends  ultimately  on  the  quality  of  the  training  received  as  well  as  the 
number  of  such  health  workers. 

tin 

For  Fiscal  Year  1972,  $110  million  is  authorized  for  allied  health  manpower  programs. 
This  includes  programs  of  construction  grants,  basic  improvement  grants,  special  im- 
provement grants,  special  project  grants,  traineeships,  scholarships,  work-study  contracts, 
and  student  loans.  The  administration,  however,  is  requesting  an  appropriation  of  just 
$26.5  million  for  allied  health  programs.  Given  the  clearly  recognized  need  for  these 
specialists  and  the  general  acceptance  of  services  provided  by  them,  the  administration's 
request  is  definitely  inadequate.  At  least  $50  million  ought  to  be  appropriated. 

Mr.  Chairman,  on  behalf  of  the  National  Committee  to  Save  Our  Schools  of  Health, 

I would  like  to  express  my  sincere  appreciation  for  the  opportunity  to  present  testi- 
mony to  your  subcommittee.  1 hope  our  views  will  be  of  some  assistance  in  your  deliber- 
ations. 

With  your  permission,  I would  like  to  attach  to  this  statement  a list  of  the 
leadership  of  the  National  Committee  to  Save  Our  Schools  of  Health. 
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STATEMENT  OF  GEORGE  JAMES,  M.D.,  PRESIDENT,  AIOUNT  SINAI  MEDICAL 
CENTER,  AND  DEAN  OF  MOUNT  SINAI  MEDICAL  SCHOOL 

Senator  Cotton.  Also,  for  the  record,  is  a statement  of  Dr.  George 
James,  concerning  health  manpcnver  and  medical  eduoation. 

( The  statement  follows : ) 
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Mr.  Chairman  and  members  of  the  subcommittee,  I am  George  James,  President 
of  the  Maunt  Sinai  Medical  Center  of  New  York  City  and  Dean  of  the  Mount  Sinai 
Medical  School.  I appreciate  this  opportunity  to  present  testimony  on  the  very 
important  subject  of  health  manpower  and  medical  education. 

The  health  manpower  crisis  in  the  U.S.  has  been  amply  documented  many  times 
in  the  past,  so  I will  not  go  into  this  in  any  great  detail.  I would  point  out, 
however,  that  the  crisis  is  becoming  worse,  not  better.  According  to  the  U.  S. 
Public  Health  Service,  the  1970  total  shortage  of  physicians,  dentists,  nurses, 
and  allied  health  manpower  of  some  half-million  will  increase  by  1980  to  almost 
three-quarters  of  a million. 

As  pointed  out  recently  by  the  Carnegie  Commission  on  Higher  Education,  this 
is  our  only  major  manpower  shortage.  We  have  managed  to  produce  enough  engineers 
teachers,  policemen,  administrators,  etc.,  but  the  production  of  health  manpower 
has  not  kept  pace  with  our  needs. 

The  shortage  of  health  workers,  of  course,  is  only  a part  of  the  health  man- 
power crisis.  We  also  have  a maldistribution  problem  and  a financial  breakdown 
in  our  health  education  institutions. 

The  distribution  problem  is  clearly  illustrated  by  a state-by-state  breakdown 
The  problem  is  less  acute  in  my  state  than  in  most  other  areas.  According  to 
1968  figures  of  the  Public  Health  Service,  there  were  226  physicians  per  100,000 
population  in  New  York.  In  other  states,  however,  the  problem  is  much  worse: 
only  82  physicians  per  100,000  population  in  South  Carolina,  for  instance,  and 
only  86  per  100,000  in  Arkansas,  and  only  74  per  100,000  in  Alaska. 

The  distribution  problem  is  even  more  acute  within  states  and  within  cities. 
Poverty  areas,  both  rural  and  urban,  suffer  the  greatest  shortages.  President 
Nixon  was  quite  correct  in  pointing  out,  in  his  recent  health  message,  that  over 
130  U.S.  counties  have  no  private  doctors  at  all,  and  that  in  some  areas  of  New 
York  City  there  was  only  one  physician  for  every  12,000  people.  As  a former 
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Health  Commissioner  of  New  York  City,  I can  testify  that  this  particular 
situation  is  bad  and  getting  much  worse. 

Mr.  Chairman,  it  is  the  financial  crisis  in  medical  education  to  which  I 
am  now  closest  and  which  I would  like  to  discuss  in  some  detail. 

When  the  Health  Manpower  Act  of  1968  was  passed,  we  in  medical  education 
were  told  by  the  Federal  government  that  physicians  were  a national  resource  and 
that  the  government  would  assist  us  to  increase  our  output  of  that  resource. 

We  were  even  required  to  increase  our  enrollments  each  year  in  order  to  qualify 
for  institutional  assistance.  The  authorization  levels  contained  in  the  1968 
legislation  appeared  adequate  to  begin  this  stepped-up  production.  Unfortu- 
nately, however,  these  implied  promises  have  not  been  kept.  Appropriations 
have  not  kept  pace  with  the  authorization  figures.  For  Fiscal  Year  1971,  for 
example,  $168  million  was  authorized  for  institutional  aid  to  schools  of  the 
health  professions,  but  only  $124.3  million  was  appropriated.  The  authorization/ 
appropriation  discrepancy  for  the  health  professions  construction  grant  pro- 
gram was  much  greater.  $225  million  was  authorized  for  Fiscal  Year  1971,  but 
only  $133.1  million  was  appropriated.  Only  $25  million  was  appropriated  for 
student  loans,  despite  an  authorization  of  $35  million  for  this  purpose. 

In  the  meantime,  partly  as  a result  of  these  broken  promises,  partly  as 
a result  of  inflation,  and  partly  as  a result  of  the  decrease  in  Federal 
research  funds,  most  medical  schools  are  on  the  brink  of  financial  disaster. 

Last  year  over  half  the  medical  schools  in  the  country  received  emergency 
Federal  grants  on  the  basis  of  financial  distress.  Obviously,  when  the  limited 
emergency  funds  are  spread  over  such  a large  number  of  schools,  the  net  effect 
on  each  school  is  minimal.  Several  schools  have  announced  that  they  will  be 
forced  to  close  down  unless  increased  Federal  help  is  forthcoming.  Two  dental 
schools  and  over  160  nursing  schools  (mostly  diploma  schools)  have  closed  in 
recent  years.  Private  schools  have  been  especially  hard  hit,  with  several 
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state  legislatures  now  attempting  to  "rescue"  some  of  these  schools. 

The  decrease  in  recent  years  of  Federal  research  funds  has  been  a major  factor 
contributing  to  the  plight  of  the  medical  schools.  Research  grants  have  overhead 
costs  built  into  them  which  are  used,  and  rightfully  so,  for  overall  support  of  the 
institution  performing  the  research.  For  example,  approximately  one-half  the  faculty 
members  of  medical  schools  are  at  least  partially  supported  by  research  grants,  and 
approximately  one-sixth  of  the  faculty  members  have  their  entire  salaries  paid  by 
these  grants.  Thus,  when  grant  support  to  a medical  school  is  reduced  or  withdrawn, 
salary  costs  and  other  operational  expenses  tend  to  rise. 

If  the  relationship  between  research  grants  and  medical  school  finances  is  to 
be  completely  understood,  the  inflation  factor  must  also  be  considered.  As  is  the 
case  in  almost  all  areas  of  the  health  field,  medical  research  is  subject  to  even 
higher  rates  of  inflation  than  the  general  U.S.  cost-of-living  increases:  6%-10% 
per  year  would  be  considered  a conservative  estimate,  I believe.  Therefore,  even 
if  research  funds  are  maintained  at  a constant  monetary  level  from  year  to  year, 
the  institution  and  the  research  effort  suffer,  since  the  real  value  of  these  funds 
is  decreasing. 

Mr.  Chairman,  I do  not  mean  to  state  or  imply  that  the  Federal  government  should 
make  or  increase  research  grants  to  medical  schools  for  the  purpose  of  financially 
assisting  those  institutions.  Research  grants  should  be  made  on  their  own  merits: 
to  expand  the  frontiers  of  knowledge  in  the  biomedical  field  for  the  purpose  of  im- 
proving the  health  and  well-being  of  mankind.  Khat  I am  saying  is  that  Federal  aid 
to  medical  schools  must  be  looked  at  in  its  entire  context  in  order  to  comprehend  the 
current  plight  of  these  schools. 

I would  like  to  comment  briefly  on  several  aspects  of  the  HEW  health  budget 
for  Fiscal  Year  1972. 

Funding  for  the  research  institutes  of  the  National  Institutes  of  Health  has 
remained  at  about  the  same  level  for  the  past  four  years.  $1,022  billion  was 
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appropriated  for  Fiscal  Year  1967,  and  just  $1,166  billion  was  appropriated  last 
year  for  Fiscal  Year  1971.  This  amounts  to  an  average  increase  of  just  $36  million, 
or  3.5%  per  year  over  the  past  four  years.  Given  any  reasonable  estimate  of  tlie 
rate  of  inflation  in  the  biomedical  research  area,  the  recent  history  of  NIH  funding 
can  only  be  seen  as  a sharp  cut -back  in  research  effort. 

For  FY  '72,  the  Administration  is  requesting  an  appropriation  of  $1,292  billion 
for  NIH  research.  This  represents  a commendable  increase  of  $126  million  over  last 
year's  appropriation.  Unfortimately,  the  bulk  of  this  increase  is  proposed  for  just 
one  disease  category:  cancer.  IVhile  1 agree  with  those  who  say  it  is  time  we  made  a 
more  concerted  effort  in  attacking  cancer,  I would  point  out  to  the  Committee  that, 
aside  from  the  $100  million  "special  cancer  research  initiative",  the  Administration 
is  proposing  a mere  $26  million  increase  in  research  funding  for  all  other  disease 
categories.  This  is  an  increase  of  less  than  3%  — a continuation  of  the  downward 
trend  in  real  support  for  medical  research. 

I agree  with  the  Association  of  American  Medical  Colleges  and  the  Coalition 
for  Health  Funding  that  the  NIH  research  appropriation  for  FY  '72  should  be  on  the 
order  of  $1.5  billion.  This  amount  would  maintain  the  1969  level  of  real  research 
support  and  provide  for  the  special  program  development  proposed  by  President  Nixon. 

Permit  me  now  to  move  from  health  research  to  the  related  issue  of  health 

( 

manpower. 

Construction.  The  first  manpower  itme  I would  like  to  mention  is  the  program 
of  construction  assistance  to  schools  of  the  health  professions.  Grants  are 
authorized  for  the  construction  of  new  facilities  and  the  rehabilitation  of 
existing  facilities.  The  idea  behind  this  program  is  to  encourage  the  establishment 
of  new  medical  schools  and  to  encourage  existing  schools  to  expand  their  capacities 
to  train  doctors. 

For  every  qualified  medical  school  applicant  who  is  accepted,  two  are  turned 

away  for  lack  of  the  schools'  capacity  to  train  them.  In  the  1968  legislation,  I 

I 

Congress  sought  to  remedy  this  situation  by  authorizing  substantial  appropriations 

i 

I 

1 
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for  construction  projects  over  the  following  three  years.  Unfortunately,  the 
amounts  authorized  have  not  been  appropriated. 

For  Fiscal  Year  1972,  the  Administration  is  requesting  an  appropriation  of 
only  $98  million  for  construction  of  schools  of  medicine,  dentistry,  etc.,  and  no 
money  at  all  for  construction  of  schools  of  nursing  or  allied  health.  This  is 
$35  million  less  than  appropriated  last  year.  This  would  be  understandable  if  the 
need  for  more  construction  funds  was  not  evident.  But  this  is  simply  not  the  case. 
Applications  for  construction  grants  totaling  over  one  billion  dollars  have  been 
received  by  the  Department  of  Health,  Education,  and  Welfare  and  have  been  approved 
for  funding  subject  to  the  availability  of  money. 

I recommend  that  a minimum  of  $300  million  be  appropriated  for  these  construction 
grant  programs,  to  at  least  begin  to  reduce  the  enormous  backlog  of  much-needed  pro- 
jects. 

Institutional  Assistance.  Mr.  Chairman,  the  Administration  is  to  be  commended 
for  proposing  a substantially  increased  appropriation  for  institutional  aid  to 
schools  of  the  health  professions.  A total  of  $260.4  million  is  being  requested 
for  this  purpose. 

As  you  know,  the  basic  authorizing  legislation  for  the  programs  of  assistance 
to  health  professions  schools  is  being  renewed  this  year,  including  the  authorization 
for  institutional  aid.  I urge  you  to  fully  fund  the  authorization  which  is  finally 
approved,  even  if  it  goes  beyond  the  Administration's  request.  It  is  hard  to  imagine 
an  appropriation  too  large  for  the  task  covered  by  this  particular  line-item,  namely 
to  improve  the  quality  of  health  professions  education  and  to  rescue  those  health 
professions  schools  currently  in  dire  financial  straits. 

Student  Assistance.  Finally,  I would  like  to  touch  on  the  matter  of  financial 
aid  for  students  of  the  health  professions. 

A student  desiring  to  enter  one  of  the  health  professions,  such  as  medicine 
or  dentistry,  faces  a long,  hard,  and  financially  taxing  struggle.  Often  his 
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family's  financial  resources  have  been  depleted  during  his  undergraduate  years. 

He  has  little  time  available  for  part-time  employment.  If  he  was  the  object  of 
a minority  group  recruitment  program,  he  typically  has  almost  no  money  of  his 
own  to  begin  with.  Despite  these  financial  burdens,  health  professions  students 
have  made  clear  their  willingness  to  borrow  funds,  repayable  with  interest,  in 
order  to  complete  their  professional  training. 

Mr.  Chairman,  despite  the  acceptance  of  the  direct  loan  mechanism  and  the 
acceptance  of  the  existing  program  of  direct  Federal  loans,  the  Administration  is 
proposing  legislation  to  "phase  out"  this  program  in  favor  of  lumping  the  health 
professions  students  (and  nursing  students)  in  with  all  other  college  students  in 
the  guaranteed  loan  program  administered  by  the  Office  of  Education.  As  a first 
step  of  this  phase-out,  the  Administration  is  requesting  a decreased  appropriation 
for  the  direct  student  loan  program.  Only  $18.75  million  is  requested  for  health 
professions  student  loans  in  FY  '72,  compared  to  an  appropriation  of  $25  million 
for  the  current  fiscal  year.  I believe  that  this  new  policy  is  unwise  and  unworkable, 
and  that  the  authorizing  committees  will  not  recommend  its  enactment  into  law.  In 
any  event,  Mr.  Chairman,  I would  urge  you  to  increase  rather  then  decrease  the 
appropriation  for  direct  loans  to  students  of  the  health  professions.  The  need  is 
so  great  in  this  area  that  an  appropriation  on  the  order  of  $50  million  seems  called 
for,  plus  a substantial  increase  for  nursing  student  loans. 

Mr.  Chairman  and  members  of  the  subcommittee,  the  Mount  Sinai  Medical  Center 
and  the  Mount  Sinai  School  of  Medicine  are  anxious  to  continue  cooperating  with  the 
Federal  Government  to  meet  the  serious  health  challenges  facing  our  nation.  By  the 
conduct  of  biomedical  research  and  by  the  production  of  health  personnel  who  can  de- 
liver to  patients  the  fruits  of  that  research,  we  stand  ready  to  serve.  KTiat  is 
needed  are  more  funds  and,  if  necessary  to  secure  these  funds,  a re-ordering  of 
national  priorities.  That  task  is  yours,  gentlemen,  and  I hope  my  remarks  today 
will  be  of  some  assistance  to  you  in  your  efforts. 
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SUBCOMMITTEE  RECESS 

Senator  Cotton.  We  will  resume  the  hearing  at  2 :30  p.m.,  in  S.  126 
over  in  the  Capitol,  so  that  we  are  more  handy  to  the  floor  when  the 
bells  ring. 

We  stand  in  recess  until  then. 

Thank  you. 

(Whereupon,  at  12 :55  p.m.,  the  subcommittee  was  recessed,  to  re- 
convene at  2 :30  p.m.) 

(Afternoon  Session.  2:30  O’Clock,  Thursday,  July  15,  1971) 

DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
Nondepartmental  Witnesses 

STATEMENT  OF  DR.  GREGORY  A.  MILLER,  COORDINATOR,  REHA- 
BILITATION COUNSELING,  MICHIGAN  STATE  UNIVERSITY, 
AND  PAST  PRESIDENT  OF  THE  AMERICAN  REHABILITATION 
COUNSELING  ASSOCIATION 

VOCATIONAL  REHABILITATION  COUNSELING  TRAINING  PROGRAMS 

Senator  Magnuson.  The  subcommittee  will  come  to  order.  Some  of 
the  other  membei-s  will  be  here  shortly. 

Dr.  Miller,  we  will  be  glad  to  hear  from  you  as  our  first  witness  this 
afternoon. 

Dr.  Miller.  Thank  you  veiy  much,  Mr.  Chairman. 

Mr.  Chairman  and  members  of  the  subcommittee,  my  name  is  Greg- 
ory A.  Miller  and  I am  here  to  testify  as  the  Immediate  Past-Presi- 
dent of  the  American  Rehabilitation  Counseling  Association,  an  as- 
sociation of  1,800  members  and  are  primarily  concerned  with  the 
rehabilitation  of  the  Nation’s  handicapped. 

This  organization  is  a division  of  the  American  Personnel  and 
Guidance  Association,  whose  26,000  members  represent  all  fields  of 
guidance  and  counseling  in  our  Nation. 

I am  also  a professor  at  Michigan  State  University  with  the  major 
responsibility  for  training  graduate  students  to  counsel,  rehabilitate, 
and  place  in  employment  our  country’s  handicapped. 

My  remarks  are  based  on  approximately  30  years’  work  as  a psychol- 
ogist and  educator.  I have  been  a professor  at  Michigan  State  Univer- 
sity for  the  past  16  years,  and  prior  to  tliat,  a rehabilitation  psycholo- 
gist in  the  State  hospitals,  prisons,  and  children’s  clinics  of  Michigan. 

The  American  Rehabilitation  Counseling  Association  (ARCA) 
appreciates  the  opportunity  to  present  this  position  paper. 

Across  the  Nation  rehabilitation  professionals  are  voicing  a grow- 
ing concern  over  the  damaging  reduction  to  the  vocational  rehabilita- 
tion training  appropriations  from  the  current  $27,700,000  to  $14,650,- 
000,  a 48- percent  reduction  in  the  President’s  1972  budget. 

Vocational  rehabilitation  professionals  are  dismayed  by  this  action, 
for  at  this  critical  time  it  is  imperative  not  only  to  maintain  but  to 
expend  training  programs  in  vocational  rehabilitation  counseling  es- 
pecially when  more  and  more  is  being  expected  of  rehabilitation  agen- 
cies, public  and  voluntary,  in  rehabilitating  physically  and  mentally 
handicapped  individuals  and  those  prevented  from  gainful  employ- 
ment by  poverty  or  the  barriers  of  cultural  deprivation. 
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A study  requested  by  the  House  Subcommittee  on  Higher  Education 
and  jointly  released  as  Bulletin  No.  1676  of  the  U.S.  Department  of 
Labor,  Bureau  of  Labor  Statistics  , entitled  “College  Educated  Work- 
ers, 1968-80 : A Study  of  Supply  and  Demand,”  documents  this  need : 

Prom  1968  to  1980,  employment  requirements  for  rehabilitation  counselors  are 
expected  to  increase  almost  75  percent  from  12,000  to  21,000. 

This  4.7  percent  annual  rate  of  growth  is  only  a quarter  of  the  19.7  percent 
annual  growth  rate  that  occurred  from  1961  to  1968. 

In  recent  years  the  rapid  increase  in  employment  growth  was  stimulated  by 
legislation  which  expanded  and  improved  rehabilitation  services  and  facilities. 

Factors  contributing  to  the  expected  very  rapid  increase  in  requirements  for 
rehabilitation  counselors  are  population  growth  and  the  increased  numbers  of 
handicapped  persons ; extensions  of  services  to  the  severely  disabled ; increas- 
ing support  for  social  welfare;  and  the  growing  aw’areness  that  expenditures 
for  rehabilitation  often  are  returned  as  savings  on  the  appropriations  for  cus- 
todial care  of  health  and  social  w^elfare  programs.” 

In  a report  entitled  “Human  Eesources  Development”  and  pub- 
lished in  1967,  it  is  further  noted  that : 

The  flood  of  human  resources  development  programs  in  recent  years  has  con- 
sistently called  for  counseling  and  guidance  as  an  integral  part  of  the  programs. 
Yet  the  shortage  of  professional  counselors  goes  on,  with  only  token  effort  to 
Increase  the  supply  of  counselors  to  meet  these  new  demands  (p.  7). 

A study  done  for  the  Social  and  Rehabilitation  Services  by  the 
State  of  Rhode  Island  Division  of  Vocational  Rehabilitation  entitled 
“Preventive  Rehabilitation”  and  published  in  1968  states : 

The  one  inescapable  conclusion  is  that  no  matter  how  good  the  program — 
regardless  of  the  funds  or  resources  available,  or  the  services  that  can  be  pro- 
vided, the  project  will  work  only  to  the  extent  that  the  vocational  rehabilitation 
counselor  is  competent  ( p.  37 ) . 

Mangum  and  Glenn  (1967)  conclude  that  vocational  rehabilitation 
counseling  has  made  a vital  contribution  to  the  success  of  vocational 
rehabilitation  and  the  restoration  of  individuals  to  gainful  employ- 
ment. 

In  their  policy  paper  entitled  “Vocational  Rehabilitation  and  the 
Federal  ManpoAver  Policy,”  part  of  a larger  study  financed  by  a grant 
from  the  Ford  Foundation  evaluating  Federal  manpoAver  programs 
and  policies,  the  authors  note : 

Most  manpower  and  antipoverty  programs  to  date  have  simply  assumed  that 
if  money  is  available  to  be  spent,  personnel  will  be  found  with  the  ability  to 
spend  it  and  deliver  the  intended  services.  This  has  not  proven  true  and  pro- 
grams suffer  from  a shortage  of  competent  staffing.  The  vocational  rehabilita- 
tion program  has,  in  part,  through  its  training  grants  and  fellow’ships,  pro- 
duced the  most  competent  front-line  manpower  of  any  related  programs  (p.  56). 

Vocational  rehabilitation  counseling  services  first  began  with  pro- 
grams established  through  the  passage  of  the  Vocational  Rehabilita- 
tion Act  for  Civilians  in  1920.  Legislation  during  the  1930’s  and  pas- 
sage of  the  Vocational  Rehabilitation  Act,  Public  Law  113  in  1943, 
further  expanded  rehabilitation  services. 

On  August  3,  1954,  President  Eisenhower  signed  Public  La\v  83- 
565  signaling  a new  era  in  the  Amcational  rehabilitation  of  handicapped 
men  and  women. 

Grants  to  support  the  training  of  professional  personnel  for  rehabil- 
tation  services  \vere  iii  the  provisions  of  the  law^  and  provided  broad 
authority  for  the  training  of  the  needed  professional  rehabilitation 
counselors  to  implement  service  programs. 


2610 


The  1965  vocational  rehabilitation  ainendnients  expanded  the  rano-e 
of  rehabilitation  services  and  the  leoal  and  financial  base,  further 
intensifying:  the  need  and  broadenino-  the  authority  for  the  oradnate 
trainino-  of  rehabilitation  counselors. 

The  value  of  rehabilitation  services  to  the  Nation  has  been  demon- 
strated over  the  ])ast  half  century. 

In  the  more  than  50  years  of  Federal-State  vocational  rehabilita- 
tion services,  nearly  6 million  peo])le  with  a Avide  variety  of  disabilities 
have  been  placed  in  or  returned  to  ])rodnctive  emi)loyment. 

The  payment  of  income  taxes  by  individuals  wlio  have  been  returned 
to  employment  through  rehabilitation  has  made  rehabilitation  laro-ely 
self-supportino-,  as  well  as  restoring  the  personal  digaiity  of  citizens 
who  would  otherwise  be  forced  onto  welfare  rolls. 

In  1970,  over  a quarter  of  a million  })eople  were  successfully  reha- 
bilitated. It  should  be  underscored  that  rehabilitation  is  oriented  to- 
ward promoting  employability  and  economic  independence,  rather 
than  fostering  dependency. 

Hence,  the  administration's  new  direction  for  a work  orientation 
for  public  assistance  clients  Avill  place  even  greater  demands  on  the 
limited  available  supply  of  rehabilitation  counselors. 

The  disabled  from  Vietnam  present  new  needs  and  new  demands 
on  the  services  of  vocational  rehabilitation  counselors. 

Their  special  needs  must  be  served  and  the  Nation  owes  these  men 
the  highest  level  of  skill  possible  in  serving  these  special  needs. 

Given  the  limited  supply  of  rehabilitation  counselors  and  the  ex- 
panding demand  for  their  services,  it  is  essential  that  counselors  be 
adequately  trained. 

Untrained  counselors  are  inefficient,  wasting  time  and  resources, 
driving  away  clients  by  their  lack  of  skill,  and  thus  costing  the  Govern- 
ment more  for  each  successful  case  closing. 

Master’s  level  trained  counselors  are  needed  as  team  leaders  foi*  sub- 
professionals in  rehabilitation  and  manpower  programs. 

The  clients  now  in  need  of  services  present  even  more  complex 
problems.  Disability  in  many  clients  is  complicated  by  poverty  and  by 
cultural  differences.  Thus,  adequately  trained  counselors  are  all  the 
more  needed  at  this  time. 

Over  5,000  students  have  been  trained  in  vocational  rehabilitation 
counseling  under  KSA  sponsorship.  These  professional  counselors 
provide  a solid  core  of  frontline  professionals  for  public  and  voluntary 
rehabilitation  agencies.  However,  a desperate  shortage  of  trained 
rehabilitation  counselors  still  exists.  Our  profession  maintains  a pri- 
mary commitment  for  the  training  of  ])rofessional  rehabilitation  coun- 
selors to  meet  the  manpower  needs  of  all  public  and  voluntary  rehabili- 
tation agencies. 

Seventy  training  programs  in  vocational  rehabilitation  counseling 
throughout  the  Nation  in  both  public  and  private  colleges  and  univer  - 
sities will  be  adversely  affected  by  the  budget  reductions. 

And  over  2,000  students  currently  enrolled  in  full-time  graduate 
training  in  rehabilitation  counseling  will  be  adversely  affected. 

No  funding  will  be  possible  for  any  new  rehabilitation  counseling 
students  for  the  next  academic  year.  Thus,  by  reducing  funds  at  this 
time,  a 15-year  investment  by  both  the  Government  and  the  colleges 
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and  universities  in  developing  competent  frontline  manpower  for 
vocational  rehabilitation  will  be  seriously  impaired. 

Our  graduate  programs  in  vocatioanl  rehabilitation  counseling  pro- 
vide a practical  sequence  of  training  that  will  prepare  professional 
rehabilitation  counselors  to  function  as  behavioral  change  specialists. 

Our  four  semester  sequence  of  training  inculcates  in  our  students  the 
skills  that  are  essential  to  the  establishment  of  a professional  counseling 
relationship  and  those  required  in  maintaining  and  monitoring  the 
complex  array  of  rehabilitation  services  that  are  required  to  help  the 
handicapped  individual  achieve  a productive  and  useful  life. 

Thus,  the  product  of  our  training — the  professionally  trained  re- 
habilitation counselor — must  demonstrate  competency  in  a diversity  of 
areas. 

These  include : 

( 1 ) Eehabilitation  philosophy,  history  and  structure ; 

(2)  medical  aspects  of  disability ; 

(3)  psychosocial  aspects  of  handicapping  conditions ; 

(4)  occupational  information  and  the  world  of  work ; 

( 5 ) counseling  theory  and  techniques  ; 

(6)  community  organization  and  resources ; 

(7)  supervised  practice  in  rehabilitation  counseling; 

(8)  the  phychology  of  pereonal  adjustment ; 

(9)  appraisal  of  the  individual,  assets,  and  liabilities,  and 

(10)  statistics  and  research  methods  necessary  to  utilize  research 
findings  and  professional  publications. 

The  majority  of  graduates  of  ESA  sponsored  mastei‘'s  degree  pro- 
grams go  into  rehabilitation  counseling  or  related  work  for  Govern- 
ment and  private  rehabilitation  agencies. 

In  fiscal  year  1970  (Employment  Status,  September  1969),  three  out 
of  four  graduates  were  employed  in  the  field  of  rehabilitation  with 
more  than  one-third  of  them  in  State  vocational  rehabilitation  agencies. 

Without  funding  of  students,  the  field  of  rehabilitation  counseling 
will  not  be  able  to  compete  for  students,  as  the  field  is  relatively  new 
and  lacks  the  visibility  of  older  professions ; also,  the  economic  rewards 
are  lower  than  in  medicine,  law,  or  business. 

Hence,  to  continue  to  atti'act  high  caliber  students,  funding  must  be 
maintained. 

It  seems  incredible  that  funds  should  be  reduced  instead  of  increased 
for  programs  preparing  qualified  professionals  both  competent  and 
committed  as  helpei^s  of  the  handicapped. 

Vocational  rehabilitation  of  handicapped  persons  is  essential  to  the 
stabilization  of  our  economy  and  the  advancement  of  our  society. 

The  least  that  should  be  done,  in  view  of  the  dire  need  for  additional 
rehabilitation  counselors  to  assist  growing  numbers  of  persons  disabled 
through  military  as  well  as  nonmilitary  activities,  is  to  restore  all 
training  funds  to  the  1971  level. 

Mr.  Chairman,  on  behalf  of  the  American  Eehabilitation  Counsel- 
ing Association  and  Michigan  State  University,  I wish  to  thank  you 
for  this  opportunity  to  present  our  views  on  this  crucial  topic  regard- 
ing appropriations  for  vocational  i-ehabilitation  counselor  education. 

Senator  Magnusox.  Dr.  Miller,  we  thank  you  for  your  statement. 

Now,  these  trainees,  these  people  that  take  up  this  course,  the  Fed- 
eral Government  pays  all  the  costs  ? 
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Dr.  Miller.  The  Federal  Government  for  those  who  qualify,  it 
would  be  100  percent  of  the  students  in  counseling,  would  be  paid,  but 
the  majority  has  been,  the  Government  i)ays  tuition  and  $200  a month 
stipend. 

Senator  Magnuson.  The  university  does  not  fiu-nish  anything? 

Dr.  Miller.  No. 

Senator  Magnusox.  Money  wise? 

Dr.  Miller.  No. 

Senator  Magxusox.  They  must  furnish  space  and  facilities? 

Dr.  Miller.  Yes. 

Senator  Magnuson.  Now,  for  the  record,  the  total  for  the  social 
and  rehabilitation  services  last  year  was  $10,531,499,000,  and  this  year, 
even  the  budget  suggests  $12, 455, 100, 000,  $2  billion  more. 

Dr.  Miller.  This  is  everything. 

Senator  Magnuson.  This  is  all  involved. 

Dr.  Miller.  I am  talking  to  a subdivision,  because  the  SRS  is  a 
tremendous  broad  program. 

Senator  Magnuson.  No  one  understands  that  better  than  we  do.  It 
is  $12  billion  broad.  That  is  what  it  is. 

Now,  the  point  you  are  making  is  that  out  of  the  $121/^  billion,  it 
seems  a little  odd  that  they  would  cut  by  approximately  50  percent  the 
training  of  counselors  and  other  people  involved  in  the  delivery  of 
services. 

Dr.  Miller.  Those  that  do  the  work. 

Senator  Magnuson.  They  do  not  do  all  of  the  work,  but  at  least  the 
people  are  more  highly  trained  than  some  people  that  work  in  the 
social  rehabilitation  service  programs. 

Dr.  Miller.  While  at  the  same  time.  Senator,  in  the  increase,  part 
of  that  increase  is  to  make  eligible  more  people  for  services,  and  then 
cut  down  on  the  people  that  can  provide  them  does  not  sound  like 
they  are  going  to  match  up,  especially  when  you  are  including  a 
population  that  is  as  difficult  to  work  with,  compared  to  say  the 
crippled  or  retarded. 

Senator  Magnuson.  Do  you  have  the , figure,  and  if  not,  we  can  get  it 
from  the  Agency,  of  how  many  people  were  trained  with  the  $27.7 
million  last  year,  and  can  you  compare  that  with  how  many  would  be 
trained  with  the  50  percent  cut  ? 

We  are  talking  peoplewise. 

Dr.  Miller.  It  would  cut  it  right  in  half. 

Senator  Magnuson.  I understand  that. 

How  many  people  were  trained  with  the  $27  million  ? 

Dr.  Miller.  Well,  now,  that  is  very  difficult  for  me  to  answer. 

Senator  1VL\gnuson.  Well,  we  will  find  out  from  the  agency. 

Dr.  Miller.  I am  addressing  myself  to  the  entire  rehabilitation 
services. 

Senator  Magnuson.  We  have  it  here.  There  were  6,500  in  trainee- 
ships  last  year. 

Dr.  Miller.  Of  which  about  2,000  were  counselors,  the  other  4,000 
are  PT,  nurses,  physicians. 

Senator  Magnuson.  Can  you  explain  what  PT  is  ? 

Dr.  Miller.  Physical  therapists,  nurses,  speech  and  hearing  social 
workers. 
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Senator  Magnuson.  They  estimate  even  under  the  cut  that  they 
would  still  be  able  to  train  5,500,  and  they  cut  it  by  1,000. 

Dr.  Miller.  They  are  telling  us,  here  is  the  one  university  at  one 
place,  they  go  ahead  and  say  to  continue  your  students  that  were  there 
last  year,  to  finish  their  master's,  but  do  not  commit  anything  for  new 
students. 

Senator  Magnuson.  By  masters,  you  mean  2 years  after  graduation  ? 

Dr.  Miller.  It  is  a 2-year  program.  They  said  to  go  ahead,  let  your 
students  that  were  there  last  year  finish  next  year,  but  do  not  take 
any  new  ones  until  we  let  you  know.  They  have  not  let  us  know,  and 
it  is  almost  August,  and  school  starts  in  September. 

Senator  Magnuson.  The  schools  furnish  nothing  but  the  place  ? 

Dr.  Miller.  Yes. 

Senator  Magnuson.  lYho  pays  the  teachers  ? 

Dr.  Miller.  The  majority  of  the  teaohers,  they 

Senator  Magnuson.  They  are  from  the  school  ? 

Dr.  Miller.  Yes ; that  is  correct. 

Senator  Magnuson.  And  the  school  pays  you,  and  you  do  not  take 
part  in  any  of  this  ? 

Dr.  Miller.  I did  originally,  but  eventually  the  university  took 
over  my  salary.  There  are  a few  professors  that  are  on  completely  Fed- 
eral money,  but  most  of  them  have  been  taken  over  by  their  States. 

Senator  Magnuson.  What  general  percentage  goes  into  this  work, 
how  many  do  you  lose  afterwards  ? 

Dr.  Miller.  About  a third. 

Senator  Magnuson.  About  two-thirds  go  into  the  field  ? 

Dr.  Miller.  Into  the  field ; and  of  that  two-thirds,  about  a third  go 
into  the  State,  whidh  of  course  is  our  State-Federal  vocational  reha- 
bilitation program,  which  I think  is  a good  payoff. 

Senator  Magnuson.  Thank  you  very  much. 

Dr.  Miller.  Thank  you  very  much,  Mr.  Ohairman. 

statement  of  the  international  association  of  rehabilitation 

facilites 

Senator  Magnuson.  While  we  are  in  the  area  of  rehabilitation,  I 
have  a statement  from  the  International  Association  of  Rehabilitation 
Facilities  which  will  be  included  in  the  record. 

(The  statement  follows :) 
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Mr.  Chairman:  The  International  Association  of  Rehabilitation  Facilities,  representing 
some  650  facilities  in  the  United  States,  is  organized  and  operated  for  the  purpose  of 
giving  leadership  to  these  facilities  in  their  provision  of  rehabilitation  services  for 
our  disabled  citizenry.  lARF  expresses  support  of  the  State-Federal  Vocational  Re- 
habilitation Program  and  the  contribution  it  is  making  to  the  well-being  of  disabled 
individuals  and  to  society.  This  association  is  especially  acquainted  with,  and 
impressed  by,  the  contribution  this  program  is  making  through  the  use  of  rehabilita- 
tion facilities. 

As  you  consider  the  important  matter  of  appropriating  the  monies  available  to  the 
Congress,  we  feel  that  you  will  give  an  extremely  high  priority  to  this  important 
facet  of  governmental  service.  The  member  facilities  of  the  organization  have, 
because  of  their  faith  in  the  Congress  and  the  commitments  of  the  State-Federal 
Rehabilitation  Program,  marshalled  the  resources  of  the  various  communities  across 
the  nation  to  supplement  and  augment  governmental  efforts.  Program  data  from  the 
Rehabilitation  Services  Administration  indicates  that  $77  million  of  Section  2 appro- 
priations were  expended  in  rehabilitation  facilities  in  19  70,  up  from  $55  million  in 
1968.  This  support  of  community  facilities  by  the  State-Federal  Rehabilitation 
Program,  using  Section  2 funds,  is  often  the  means  which  make  them  the  important 
community  agencies  they  are.  In  the  past  few  years  this  has  enabled  them  to 
employ  competent  staff  and  upgrade  services.  The  indications  have  been  that  the 
State  and  Federal  governments  would  continue  to  support  the  rehabilitation  of  the 
seriously  disabled  of  this  nation,  the  people  who  can  only  reach  their  maximum 
potential  through  the  use  of  rehabilitation  facilities. 


2615 


Basic  Grants  to  States 

Believing  this,  these  facilities  have  placed  themselves  in  an  excellent  position 
to  provide  the  finest  rehabilitation  services.  This  is  now  threatened  by  the  recom- 
mendation of  an  inadequate  appropriation  to  Section  2 of  the  Vocational  Rehabilitation 
Act.  Without  a minimum  appropriation  of  $575  million  and  an  allotment  base  of  $600 
million,  much  of  the  momentum  to  salvage  these  citizens  will  be  lost.  To  move  from 
the  Administration  recommendation  of  $518  million  to  $575  million  will  not  only  pro- 
vide an  additional  57  million  Federal  dollars,  but  will  also  make  available  many 
millions  of  State  and  community  dollars  which  will  not  be  usable  with  the  appropriation 
of  $518  million.  The  rehabilitation  facilities  simply  will  not  receive  enough  support 
from  the  State-Federal  program  if  it  is  financed  at  the  $518  million  level  to  maintain 
the  momentum  that  has  been  built  up  over  the  past  few  years.  Some  of  their  resources 
will  indeed  actually  be  lost.  The  $518  million  represents  only  a 3%  increase,  about 
half  what  would  be  required  just  to  keep  up  with  the  rate  of  increased  rehabilitation 
costs.  The  additional  appropriations  to  $575  million  should  make  it  possible  for 
30,000  more  disabled  persons  to  be  rehabilitated — most  of  whom  are  now  dependent 
on  their  families  or  on  welfare  support. 

Training 

We  are  likewise  concerned  deeply  with  the  recommended  decrease  in  the  appropriations 
for  Research  and  Training  in  Sections  4 and  7 of  the  Act.  At  a time  when  many  young 
professionals  have  dedicated  themselves  to  rehabilitation  programs,  especially  to 
rehabilitation  facilities,  we  can  ill  afford  to  reduce  the  funds  which  will  insure 
their  continued  professional  development  and,  therefore,  quality  services  to  our 
disabled  citizens.  We  invite  your  attention  to  the  fact  that  rehabilitation  is  a rela- 


tively new  movement  and  that  the  professional  development  in  this  area  has  not  had 
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the  long  history  that  we  have  in  such  professions  as  medicine  and  dentistry. 
However,  the  trust  has  been  established  and  must  be  maintained. 

The  Administration  has  recommended  a budget  reduction  in  training  of  over  $13 
million,  or  more  than  a 48%  cut  from  the  present  level  of  $27. 7 million — and  this 
current  level  is  already  $4  million  less  than  the  previous  appropriation.  No  clear 
suggestions  or  guidelines  have  been  furnished  by  the  Administration  as  to  how  these 
cuts  would  be  applied.  It  appears  to  be  an  attempt  to  savb  budget  dollars  without 
regard  to  the  consequences.  We  recommend  full  restoration  of  these  funds. 

The  reduction  of  training  funds  at  this  time,  would  be  especially  traumatic  and  de- 
structive to  professional  development  in  rehabilitation.  To  maintain  the  current 
level  of  appropriation,  $27.7  million,  is  what  this  association  would  consider  to 
be  an  austerity  move  and  an  absolute  minimum  amount  to  prevent  the  destruction 
of  a very  valuable  facet  of  the  national  rehabilitation  movement.  We  strongly  sup- 
port the  recent  action  of  the  House  Subcommittee  in  recommending  $33  million  for 
Training . 

Research  and  Demonstration 

Operating  under  a modest  Research  and  Demonstration  budget  of  $31.6  million 
(current  level)  the  Social  and  Rehabilitation  Service  has  funded  the  development  of 
significant  improvements  in  the  delivery  system  of  vocational  rehabilitation.  No 
reasonable  explanation  is  given  for  the  budget  cut  of  $6.7  million  in  this  area.  Its 
effect  would  be  to  lose  many  of  the  valuable  research  people  in  rehabilitation  who 
would  move  on  to  other  fields,  and  challenge  the  credibility  of  the  government's 
concern  for  improving  methods  and  techniques.  We  recommend  full  restoration  of 


these  funds 
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Facility  Construction  - Section  12 

The  fact  that  there  are  many  outstanding  rehabilitation  facilities  providing  exceptional 
services  notwithstanding,  there  are  not  now  available  enough  of  these  facilities  to 
provide  services  to  the  seriously  impaired,  and  of  those  available,  many  of  the 
physical  plants  are  submarginal.  The  momentum  which  we  spoke  of  earlier  has 
moved  many  community  organizations  in  the  direction  of  constructing  adequate 
physical  facilities.  This  momentum  has  been  developed  with  an  expectation  that 
Federal  assistance  for  financing  construction  would  continue  to  be  available  and 
would  continue  to  increase  in  amounts  until  such  time  as  adequate  facilities  are 
constructed.  The  elimination  of  all  construction  funds  from  the  Rehabilitation  Act 
would  seriously  impede  the  momentum  developed  and  would  discourage  many  facil- 
ities in  their  planning  efforts. 

Section  12  of  the  Vocational  Rehabilitation  Act  was  established  by  the  Congress  to 
support  a nationwide  program  of  facility  development  and  construction.  Yet  only 
$4. 1 million  is  currently  appropriated,  and  this  for  two  or  three  major  facilities. 

Now  the  Administration  proposes  to  eliminate  all  construction  under  Section  12  and 
appropriate  only  $550,000  for  staffing  a few  of  those  facilities  already  established. 
The  States  have  documented  a need  for  75  to  100  major  comprehensive  facilities 
across  the  country,  plus  a number  of  smaller  ones,  to  meet  particular  local  needs. 

At  least  $20  million  are  needed  to  begin  this  effort  in  fiscal  1972,  and  we  urge  an 
appropriation  in  this  amount. 

Developmental  Disabilities 

The  1970  Developmental  Disabilities  Services  and  Construction  Act  was  intended  to 
extend  and  expand  services  previously  limited  to  the  mentally  retarded.  This  Act  now 
applies  to  other  groups  such  as  those  disabled  by  cerebral  palsy,  epilepsy,  and  other 
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neurological  impairments  associated  with  childhood  diseases.  In  spite  of  strong 
congressional  and  public  support  for  this  legislation,  the  Administration  proposes 
to  curtail  the  efforts  of  such  programs  by  recommending  no  more  funds  than  were 
available  under  previous  legislation  for  the  retarded  alone.  Such  a move  will  result 
in  a tragic  and  unnecessary  battle  for  these  limited  dollars  among  those  concerned 
for  the  various  disability  groups,  and  these  will  be  insufficient  funds  for  any  signi- 
ficant rehabilitation  services  to  these  severely  disabled  young  people.  lARF  recom- 
mends a formula  grant  program  of  $40  million  as  a reasonable  amount  to  begin  a 
serious  effort  to  implement  the  intent  of  this  legislation. 

In  summary,  lARF  recommends  the  following  budget  appropriations  for  rehabilitation: 


1. 

Basic  Grants  to  States 

$575  million 

2. 

Training 

$33  million 

3. 

Research  and  Demonstration 

$31.6  million 

4.  . 

Facility  Construction  (Sec.  12) 

$20  million 

5. 

Developmental  Disabilities 

$40  million 

Any  less  support  will  curtail  the  present  level  of  rehabilitation  services  across  the 
country  and  inhibit  or  even  stall  the  momentum  now  under  way. 
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STATEMENT  OF  MRS.  JULIA  BASSETT,  REPRESENTING  THE  SEAT- 
TLE MODEL  CITIES  PROGRAM 

MODEL  CITIES  HEALTH  PROGRAMS 

Senator  JNIagnuson.  IVe  will  hear  from  Julia  Bassett  of  the  Seattle 
Model  Cities  program.  ^ • 

Mrs.  B\ssett.  Thank  you  very  miicli,  Mr.  Chairman. 

I would  like  to  thank  you  first,  Senator  Magnuson,  for  bringing 
Senator  Rollings  to  Seattle  to  join  the  people,  and  I appreciate  the 
effort,  and  the  people  of  Seattle  appreciate  it.  0^4.1 

My  name  is  Julia  Bassett,  and  I am  cochairman  of  the  Seattle 
Model  City  Program  Health  Task  Force.  ^ 

I also  serve  on  the  Seattle  Model  City  Program  Advisory  Council 
and  I am  vice  president  of  the  Community  Health  Board  of  Seattle. 

The  community  health  board  is  the  recently  established  administra- 
tive body  consisting  both  of  consumers  and  health  professionals  with 
the  responsibility  of  coordinating  and  administrating  model  city 
health  programs. 

I have  lived  in  Seattle  or  the  past  27  years  and  I am  employed  by 
the  Seattle-Mental  Health  Institute,  a commimity  mental  health  center 
whose  catchment  area  encompasses  approximately  one-half  of  the 
Seattle  model  neighborhood. 

I am  here  to  a]ipear  for  incivased  funds  for  model  cities  health  pro- 
grams (partnership  for  health  project  grants). 

I was  pleased  to  learn  that  last  year  this  committee  appropriated 
as  much  as  possible  under  the  ceiling  authorized  for  this  section.  Hope- 
fully, this  year  when  there  is  a higher  authorization  level,  more  can 
be  appropriated. 

I am  not  an  expert  in  health  budgets,  nor  am  I familiar  with  model 
city  programs  nationally,  but  I can  tell  you  about  the  programs  in  my 
own  community. 

I hope  that  you  will  agree  with  me  that  Seattle’s  health  programs 
are  worthwhile  and  should  be  continued,  and  that  other  communities 
in  the  United  States  should  receive  the  same  benefits. 

DESCRIPTION  OF  SEATTI.E  MODEL  CITIES  HEALTH  PROJECTS 

Historically,  the  development  of  adequate,  acceptable  and  accessible 
health  programs  to  serve  the  model  city  area  has  been  difficult  to  come 
by. 

The  first  months  of  planning  brought  forth  many  “do-good”  health 
providers  who  had  hopes  of  getting  a slice  of  the  Federal  pie.  The  citi- 
zens saw  an  opportunity  to  ventilate  displeasure  with  existing  health 
services. 

There  have  been  many  frustrations  in  getting  people  together  to 
plan  long-term  projects,  convincing  poor  people  to  defer  immediate 
needs  and  work  hand  in  hand  with  medical  professionals  to  provide 
comprehensive  health  care  for  an  entire  community,  and  encouraging 
health  providers  to  assist  us  in  solving  community  health  problems. 

The  planning  process  at  times  seemed  endless,  but  at  last  we  have 
operating  programs  and  we  are  proud. 
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The  Odessa  Brown  Children’s  Clinic  serves  the  medical  and  dental 
needs  of  children  within  our  community.  Its  operation  represents  a 
successful  marriage  between  the  KSeattle  model  city  program  and 
Children’s  Orthopedic  Hospital. 

Thanks  to  funds  provided  by  this  committee  last  year  we  now  have 
an  exciting  project  aimed  at  preventing  dental  disease  in  young  chil- 
dren. 

The  environmental  health  project  is  administered  by  tlie  Seattle- 
King  County  Health  Department  and  works  to  eliminate  rat  and  ro- 
dent infestation  and  removes  hazardous  rubbish  such  as  abandoned 
automobiles,  old  refrigerators,  and  garbage  from  vacant  lots,  alleys, 
storage  rooms,  backyards,  and  basements. 

In  addition,  the  employees  of  this  project  provide  a community  edu- 
cation function  to  prevent  unhealthy  environmental  conditions  from 
reoccurring. 

The  prepaid  health  insurance  project  is  currently  operating  under 
the  direction  of  the  Community  Health  Board  of  Seattle,  making  free 
choice  of  physicians  and  medical  services  available  to  a sample  selec- 
tion of  low-income  model  neighborhood  residents  who  have  no  means 
of  getting  health  care. 

I might  add  as  an  insert  here,  Mr.  Chairman,  this  program  is  being 
used  as  a model  to  see  how  the  national  health  insurance  program 
might  work,  so  far  as  doing  research,  and  I am  all  for  service-oriented 
research  projects. 

In  cooperation  with  the  University  of  Washington  and  the  Seattle 
model  city  program,  dealing  with  emotional  and  social  problems  ex- 
isting within  the  community,  a community  mental  health  center  be- 
came a reality  last  January. 

Just  becoming  visible  is  a health  station  in  our  Pioneer  Square  dis- 
trict, which  will  deal  with  the  unique  problems  of  skidroad  residents, 
including  alcoholism. 

All  of  these  programs  have  outreach  components  to  assist  residents 
in  adequately  meeting  their  health  needs.  The  employees  consist  of  a 
high  percentage  of  model  neighborhood  residents  who  are  encouraging 
their  neighbors  to  take  pride  in  their  community  and  build  rather  than 
burn. 

We  are  in  our  third  planning  year.  Enormous  challenges  remain  to 
be  tackled.  The  areas  of  nutrition,  narcotic  addiction,  areawide  health 
education,  and  numerous  additional  health  deficiencies  prevalent  in 
our  community  still  need  attention. 

CITIZEN  PARTICIPATION 

The  value  of  the  model  city  program  is  in  offering  the  opportunity 
for  poor  people  who  have  ahvays  been  deprived  of  the  basic  need  of 
health  to  become  responsible  citizens  in  planning,  monitoring,  and 
evaluating  health  programs,  thereby  permitting  the  underprivileged 
to  determine  their  own  fate. 

At  this  time,  community  participation  and  citizen  involvement  is  the 
way  an  idealized  democratic  society  becomes  real  to  me  and  to  other 
members  of  my  community. 

To  kill  a successful  demonstration  program  by  decreased  or  with- 
drawn funding  would  be  a step  toward  total  alienation  of  a poor  com- 
munity. 
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Citizen  participation  would  continue  in  quite  a different  form. 
Dialog  would  become  demands  rather  than  negotiations.  Another 
factor  to  consider  is  the  high  rate  of  unemployment  currently  in  Seattle, 
which  is  much  higher  in  the  model  neighborhood.  We  cannot  afford  to 
lose  more  jobs. 

Because  of  our  planning  efforts  we  are  successfully  working  to- 
gether, providing  financially  feasible  health  programs. 

I hope  that  you  will  look  with  favor  at  the  inroads  we  have  made 
through  these  efforts  and  one  day  look  back  with  pride  on  a great 
community  service  you  have  helped  to  create. 

COMMUNITY  MENTAL  HEALTH  CENTERS 

While  I have  your  ear,  I would  like  to  encourage  you  to  also  con- 
sider maximum  funding  for  community  mental  health  centers  across 
the  Xation. 

In  addition  to  helping  communities  absorb  the  responsibility  of  their 
psychiatric  problems,  the  community  mental  health  center  is  engaged 
in  many  preventive  services  with  adults  and  children,  thereby  promot- 
ing emotional  stability. 

At  the  Seattle  Mental  Health  Institute,  where  I work,  we  are  en- 
gaged in  dealing  with  such  basic  problems  as  hunger,  housing,  and 
employment. 

We  have  found  that  traditional  middle-class  psychiatry  is  not  al- 
ways appropriate  to  assist  the  mental  health  needs  of  our  low-income 
clientele. 

Congress  should  be  proud  of  the  accomplishments  of  the  community 
mental  health  centers. 

It  is  frustrating  for  those  of  us  in  the  trenches  to  know  that  we  have 
the  cajiacity  to  do  so  much  more. 

Thank  you  so  much  for  listening. 

Senator  Magnuson.  Thank  you,  Julia,  for  that  very  fine  description 
of  what  can  be  done  in  a community,  particularly  in  a model  city  area, 
by  pulling  people  together,  and,  of  course,  the  appropriations  that 
you  are  talking  about  run  through  several  items  in  the  bill. 

When  you  talk  about  the  partnership  for  health,  the  budget  in  all 
fairness  is  up  considerably  from  last  year,  and  for  the  purpose  of  the 
record,  it  was  $220  million  in  1971  to  $258  million  for  1*972.  They  also 
have  upped  a little  planning  money,  which  is  so  essential,  and  then 
for  the  community  mental  health  centers,  of  course,  the  committee  has 
heard  a great  deal  of  testimony  on  that,  and  what  bothers  us  is  what 
bothers  you,  too,  the  iiroblem  of  staffing. 

Mrs.  Bassett.  Yes. 

Senator  Magnuson.  You  just  always  are  understaffed,  are  you  not? 

Mrs.  Bassett.  Yes ; we  are. 

Senator  Magnuson.  And  we  can  have  agreement  on  all  of  the  ob- 
jectives we  want,  but  if  we  do  not  get  the  staffs  in  these  community 
health  centers  all  over  the  United  States,  get  better  staffing,  why  there 
is  not  going  to  be  the  results  possible,  and  they  are  just  beginning  to 
show  the  results,  we  are  at  a peak  of  showing  more  results. 

Now,  it  was  $90  million  last  year  for  staffing,  and  the  budget  recom- 
mended $105  million,  and  the  committee  has  tSen  talking  about  a little 
bit  more. 
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I cannot  speak  for  the  whole  committee,  but  this  is  a number  one 
priority,  community  health  centers,  not  only  to  get  them  established, 
but  it  is  to  staff  them.  There  just  does  not  seem  to  be  any  awareness 
sometimes  that  this  is  what  is  needed,  so  we  appreciate  that  part  of 
your  testimony  regarding  community  mental  health  centers. 

Now,  I notice  one  little  item  here  that  we  are  deeply  interested  in : 

The  environmental  health  project  is  administered  by  the  cities  and 
counties  ? 

Mrs.  Bassett.  The  Seattle-King  County  merged  to  administer  our 
health  department.  It  was  previously  just  the  Seattle  Health  Depart- 
ment, and  they  have  a contract. 

Senator  Magnuson.  Within  the  model  cities  ? 

Mrs.  Bassett.  Yes;  specifically  for  the  model  nerghborhood,  which 
you  probably  know  is  a much  more  rundown  area. 

Senator  Magnuson.  One  of  the  things  they  do,  other  than  to  remove 
rubbish  and  old  refrigerators,  and  all  of  the  things  that  accumulate 
in  these  areas,  and  this  is  done  by  young  people. 

Until  we  passed  a bill  out  of  our  Commerce  Committee,  what  was  it, 
4 or  5 years  ago,  it  was  amazing  how  many  youngsters  were  killed  in 
these  old  abandoned  refrigerators  in  alleys.  The  doors  would  get 
closed,  and  every  day  you  would  read  about  the  needless  death  of 
children,  but  you  say  this  program  works  to  eliminate  rat  and  rodent 
infections. 

J ust  what  do  you  do  ? 

This  is  a very  important  thing  to  the  Senator  from  Illinois,  and  to 
everybody  else,  and  I must  say  that  we  did  not  have  any  money  to  begin 
with  for  it,  and  we  have  some  trouble  in  the  House,  but  the  budget  did 
come  up  just  recently  with  a $15  million  budget  amendment  for  the 
whole  country. 

Now,  this  requires  local  participation,  such  as  in  Cook  County  and  in 
the  city  of  Chicago,  I suppose,  but  what  do  they  do  ? 

Mrs.  Bassett.  The  first  thing  they  do  is  get  involved  in  health 
education  of  the  community,  so  that  the  community  knows  where  to 
call  when  they  see  rats  and  rodents. 

Senator  Magnuson.  They  have  a number  to  call  where  they  can  get 
results  ? 

Mrs.  Bassett.  That  is  correct. 

Senator  W\gnuson.  And  you  people  that  work  down  there  keep 
spreading  the  news  around  ? 

Mrs.  Bassett\  Yes.  The  people  that  work  in  the  project,  part  of  their 
function  is  community  health  education,  and  not  only  do  they  have 
items  in  the  newspapers,  and  on  the  radio,  but  they  go  into  classrooms 
in  all  of  the  model  cities  areas,  in  those  neighborhoods,  and  they 
educate  the  children,  sending  literature  home  with  them. 

On  other  days,  on  rat  patrol,  that  is  what  they  call  it,  they  get  a call 
into  the  office,  they  go  into  the  area,  get  out  the  ones  they  can  see,  and 
leave  things  there,  so  they  do  not  come  back,  leave  rat  poison,  so  that 
the  rodents  do  not  return  to  the  area. 

Senator  Magnuson.  And  they  report  where  they  found  them  ? 

Mrs.  Bassett.  That  is  correct,  to  the  health  department. 

Senator  Magnuson.  I do  not  know  if  we  are  catching  up  with  this 
problem,  but  we  are  trying,  but  it  seems  to  me  $15  million  spread  all 
over  the  country,  particularly  as  there  is  a great  deal  of  local  and  fi- 
nancial participation  in  this,  they  put  in  much  more  money  than  we  do. 


2623 


Now,  I know  a little  bit  about  that  dental  business  you  have  got  go- 
ing on  down  there,  and  how  you  work  with  the  orthopedists,  and  I 
think  I told  you  yesterday  ithat  ithe  committee  is  about  to  pass  on  the 
bill  I introduced  on  dental  research  and  dental  training,  directed 
toward  children. 

Mrs.  Bassett.  That  is  wonderful. 

Senator  Magnuson.  The  figures  are  just  startling;  70  per  cent  of  all 
low-income  children  have  never  been  to  a dentist. 

Mrs.  Bassett.  That  is  easy  to  believe. 

Senator  Magnuson.  It  is  startling,  and  very  few  of  them  ever  get 
there  before  they  are  6 or  7,  and  this  is  when  you  have  got  to  catch 
them,  and  we  hope  you  Avill  get  that  bill. 

It  will  be  mainly  for  training,  to  get  the  trained  t^eople  that  will 
go  to  rural  areas,  where  they  just  do  not  have  any  place  to  go,  and  in 
the  model  cities,  it  is  very  important. 

You  have  got  cooperation  from  the  orthopedists  and  others,  and 
what  about  the  local  dental  society,  do  they  work  with  you? 

Mrs.  Basseti\  Yes,  they  have  been  working  cooperatively  with  us. 

Senator  Magnuson.  They  spend  a little  time  down  there? 

Mrs.  Bassett.  Yes,  they  do,  as  well  as  the  dental  program  for  chil- 
dren, and  there  will  be  an  adult  dental  program,  and  the  programs 
operate  under  prepaid. 

It  is  not  in  there  yet,  but  the  dentists  in  the  local  dental  society 
are  working  along  with  us  to  plan  to  implement  that  program. 

Senator  Magnuson.  I have  no  further  questions.  I certainly  ap- 
j:)reciate  you  bringing  it  to  my  attention,  and  particularly  the  commit- 
tee’s attention  what  you  are  doing  there.  Here  is  a case  where  it  would 
be  foolhardy  to  cripple  it  as  far  as  the  Federal  contribution  is  con- 
cerned, when  we  are  just  on  the  verge  of  proving  out  a model  for  many 
cities. 

Senator  Cotton,  do  you  have  any  questions  ? 

Senator  Cotton.  I have  no  questions.  It  is  an  excellent  statement. 

Senator  Magnuson.  Senator  Percy  ? 

Senator  Percy.  Thank  you  very  much  indeed.  You  are  very  helpful. 

Senator  Magnuson.  Thank  you  very  much. 

statement  of  dr.  morris  ROCKSTEIN,  of  the  university  of  MIAMI 
SCHOOL  OF  medicine 

Senator  Magnuson.  A statement  submitted  by  Dr.  Morris  Rockstein, 
of  the  University  of  Miami  School  of  Medicine,  will  be  placed  in  the 
record.  Dr.  Rockstein  could  not  be  here  to  testify  on  the  date  we  sched- 
uled him. 

(Tlie  statement  follows:) 
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INTRODUCTION 

There  are,  in  the  United  States  today,  over  20  million  men  and 
women  (approximately  one  out  of  every  ten  persons)  who  have  passed  their 
65th  birthday.  These  20  million  people,  although  greatly  varying  in  their 
religious,  educational  and  economic  backgrounds,  nevertheless,  represent 
a continuous  progress  over  the  past  centuries  of  increasing  the  life  expect- 
ancy at  birth  of  each  boy  and  girl  infant.  This  is  in  marked  contrast  to  the 
longevity  of  Americans  at  the  turn  of  the  century,  namely  1900,  when  only 
three  out  of  76  million  Americans  (4%  in  contrast  to  10%  today)  were  65 
years  of  age  or  over.  Another  way  of  stating  this  is  that  a child  born  in 
1900  would  have  a life  expectancy  of  48  years  of  age  while  a child  born  in 
the  United  States  today  can  be  expected  to  live,  on  the  average,  to  68  years 
of  age  for  male  infants  and  to  73  years  of  age  for  female  infants. 

Moreover  16,  000  Americans  are  reaching  the  age  of  65  each  month 
at  the  present  time,  so  that  the  percentage  of  Americans  over  65  years  of 
age  continues  to  be  an  ever-increasing  challenge  in  terms  of  health,  as  well 
as  sociological,  economical  and  even  political  implications,  in  the  immediate 
future  as  well  as  for  many  years  to  come. 

Finally,  what  is  even  more  remarkable  is  that  an  additional  20% 

(42  million)  men  and  women  in  America  today  fall  into  the  4 5 -to -6 5 year  old 
category  and  it  is  these  individuals  in  particular  for  whom  we  may  be  able 
to  anticipate,  retard,  or  even  present  certain  significant  aspects  of  the 
aging  process,  so  that  not  only  a longer  life  but  living- longer  better  (the 
theme  of  the  American  Aging  Association,  incorporated  last  year  and 
motivated  towards  this  primary  end  of  longer  life  and  more  productive 
and  healthier  old  age)  can  be  achieved. 
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^ THE  AGING  PROCESS 

Most  people  think  of  aging  in  terms  of  a number  of  various  obvious 
symptoms  and  signs.  These  include  far-sightedness  at  the  age  of  45  to  50 
in  all  human  beings  to  the  best  of  our  knowledge,  as  well  as  gradual  hearing 
loss,  graying  of  the  hair  and  wrinkling  of  the  skin,  a stooped  appearance 
and  an  increasing  failure  of  the  locomotor  as  well  as  the  nervous  system, 
both  in  terms  of  movement  and  responsiveness,  and  during  the  very  later 
years  of  old  age  an  increasing  tendency  to  mental  senility,  at  least  in  a 
small  part  of  the  population. 

It  is  obvious  that  there  are  also  a number  of  "diseases  of  old  age", 
but  most  of  these  are  really  not  restricted  to  old  people  as  such,  although 
the  incidence  of  hardening  of  the  arteries  and  related  heart  and  brain  dete- 
rioration, as  well  as  cancer, show  an  increasing  incidence  as  one  gets  older 
and  older. 

As  a basic  medical  scientist  who  has  been  interested  in  the  aging 
process  as  a natural  phenomenon  found  universally  among  all  animals  from 
the  lowly  insect  to  man  himself,  I have  been  personally  involved  both  in 
research  and  the  training  of  researchers  in  the  field  of  biological  gerontology, 
for  well  over  15  years.  My  ultimate  aim,  like  that  of  the  relatively  few 
scientists  all  over  the  world  interested  in  this  unusual,  but  universally 
distributed  biological  phenomenon,  is  the  understanding  of  the  facts  and 
underlying  mechanisms  of  aging,  so  as  to  be  able  to  recommend  chemical 
and  physical  means  of  retarding  or  delaying  the  aging  process,  on  the  one 
hand,  if  not  preventing  entirely  the  aging  of  certain  systems  (like  the  brain 
muscle,  the  eye  and  the  skin)  in  aging  humans,  so  that  they  may  live  longer, 
but  also  live  a better  life,  in  all  dimensions.  This  includes  good  health, 
vigor,  and  mental  well  being,  so  that  the  increasingly  greater  population  of 
senior  citizens  represents  an  important  segment  of  the  American  population 
of  active,  involved,  healthier  and  happier  people. 

I myself  am  a director  of  a Training  Program  in  Aging  which  is 
supported  to  a great  extent  by  funds  by  the  National  Institute  of  Child  Health 
and  Human  Development.  I am  one  of  the  relatively  few  fortunate  individuals 
to  have  had  this  Training  Program  renewed  for  the  coming  five  years,  to 
permit  us  to  train  two  post-doctoral  and  eight  graduate  students  per  year, 
in  the  ways  of  our  knowledge  as  well  as  theories  of  the  aging  process. 

At  the  same  time,  I am  carrying  on  a long-term,  extensive  research 
program  of  a relatively  modest  nature,  as  regards  financial  support,  also 
supported  in  part  by  the  National  Institute  of  Child  Health  and  Human  Develop- 
ment. This  study  is  concerned  with  the  one  of  several  important  systems. 
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which  shows  an  age-related  degeneration  in  virtually  all  animals  of  the 
animal  kingdom  including  man,  namely  locomotion  or  movement.  My  work, 
as  modest  and  as  limited  as  it  is  in  the  total  picture  of  aging,  nevertheless 
has  come  up  with  a number  of  important  findings,  which  now  must  be  ex- 
plored at  the  molecular  level,  in  order  to  determine: 

1)  Whether  or  not  the  heriditary  basis  for  aging  of  muscle  is  the 
sole  factor  in  the  aging  process,  and 

2)  where  in  the  complex  chain  of  chemical  events  in  muscle,  both 
in  its  development  and  its  aging,  the  weakest  link  occurs  first 

and  how  we  can  prevent  or  delay  the  onset  of  degeneration  of  motor 
ability,  particularly  in  terms  of  the  important  chemical  system, 
the  enzymes  or  catalysts  of  the  cell,  if  not  degenerative  changes 
in  the  genetic  material  of  the  cell  itself.  ■ 

Both  as  Past-President  of  the  Gerontological  Society,  the  leading 
scholarly  organization  dedicated  to  understanding  and  exploring  all  a.spects 
of  the  aging  process,  as  well  as  a founding  member  of  the  American  Aging 
Association  and  a member  of  its  Board  of  Directors,  I think  I can  speak  to 
the  question  of  the  ever-increasing  need  for  support  not  only  of  research, 
but  of  training  of  biochemists,  physicists,  and  biologists,  of  course,  for 
a career  in  the  field  of  gerontology  or  biological  aging,  in  order  to  attack 
every  possible  facet  of  the  aging  process  by  input  on  the  part  of  the  best 
available  brain  power,  through  training  per  se. 

In  making  a plea  for  enhancement  of  the  funding  of  research  as  well 
as  research  training,  particularly  through  the  National  Institute  of  Child 
Health  and  Human  Development  (as  well  as  such  institutes  as  through  the 
National  Institute  of  General  and  Medical  Sciences  and  the  National  Heart 
and  Lung  Institute)  permit  me  to  refer,  respectfully,  to  House  Report  #91- 
1310,  of  91st  Congress -secon4  session  dated  July  16,  1970  on  page  27  and 
28  of  that  report  in  which  one  is  impressed  with  the  fact  that  National 
Institute  of  Child  Health  and  Human  Development  omitted  any  recommendation 
for  increase  in  the  funds  for  aging  studies  as  part  of  the  $20,  262,  000  increase 
over  the  1970  appropriations.  This  despite  the  fact  that  the  Institute 
specifically  states  that  one  of  its  missions  is  "understanding  the  aging  process 
(See  page  27,  paragraph  (5)  of  that  report). 

Moreover,  referring  to  the  August  4,  1970  Senate  Hearing  of  the 
Sub-Committee  on  Appropriations  of  the  91st  Congress -Second  session 
onH.R.  18515,  and  the  testimony  by  the  Honorable  Elliott  R.  Richardson, 
Secretary  of  Health,  Education  and  Welfare  (See  page  1756  c£  the  hearings 
on  the  aforementioned  bill),  Mr.  Richardson  recommended  that  10.4 
million  dollars  in  the  House  allowances  for  training  grants  and  fellowships 
be  deleted.  The  arguments  given  by  the  Honorable  Secretary  for  such 
deletion  are,  in  my  humble  opinion,  fractions,  on  two  accounts  vis.. 
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first,  it  is  recommended  on  the  basis  of  economy  because  of  the  unavailability  * 
of  funds  "to  increase  the  number  of  researchers".  The  allusion  to  "a 
vicious  cycle"  resulting  "if  we  continue  to  train  researchers  but  not  provide 
funds  for  the  support  of  their  researchs",  appears  to  be  reasonable  on  the 
surface,  but,  on  the  other  hand,  as  the  aging  population  increases  in  the 
number  of  health  problems  concomitant  with  such  an  increase  in  this 
population,  commands,  if  not  demands,  an  increase  in  research  support  for 
the  study  of  the  agipg  process. 

Second,  the  Honorable  Mr.  Richardson  also  raises  the  question  as 
to  whether  too  many  "medical  school  graduates"  will  be  drawn  to  research 
for  such  studies,  "when  our  first  priority  should  be  getting  them  into  practice" 
is  equally  untenable  an  argument.  Indeed,  only  in  one  case  over  the  past 
five  years  of  our  own  Training  Program  has  a medical  school  student 
entered  our  Training  Program,  on  an  elective  basis.  Indeed,  when  and  if 
the  body  of  knowledge  concerning  the  aging  process  of  any  one  system  is 
crystallized  into  a unified  whole,  at  that  time  we  would  certainly  anticipate 
and  hope  that  comparable  studies  and  research  on  aging  in  humans  would  be 
carried  out  and,  of  course,  such  procedures  would  necessarily  have  to  be 
followed  by  a competent  research  with  a medical  degree. 

As  a citizen  and  resident  of  the  State  of  Florida,  which  happens  to 
be  number  one  in  the  country  in  percentage  of  senior  citizens  (namely  14.  5% 
of  the  residents  of  Florida  are  over  65  years  of  age  in  contrast  to  the  national 
average  of  10%),  I nevertheless  feel  that  I am  presenting  a viewpoint  which 
is  applicable  to  the  entire  country,  insofar  as  our  need  for  increased  re- 
search as  well  as  training  of  researchers  to  delve  into  the  mysteries  of  the 
aging  process  in  order  to  make  our  middle  and  later  years  healthier  and 
happier  ones,  is  concerned.  In  my  opinion  two  giant  steps  forward  should 
be  taken  by  the  Senate  Sub-Committee  on  Labor,  Health,  Education,  Welfare 
in  this  direction: 

1)  Effect  legislation  for  the  supplementary  appropriation  of  funds 
for  the  fiscal  year  1971,  in  the  amount  of  a minimum  of  5 
million  dollars  for  the  National  Institute  of  Child  Health  and 
Human  Development,  both  for  continuation  of  sound  training 
programs  as  well  as  for  increased  support  of  research  in  the 
field  of  biological  and  clinical  aging,  earmarked  with  the  stipu- 
lation that  such  funds  be  utilized  specifically  for  such  training 
in  research,  and  therefore,  be  non-transferable  for  any  other 
purposes . 

2)  Inclusion  in  the  budget  for  fiscal  year  1972  an  increase,  over 
funds  included  in  the  current  1971  fiscal  year  budget,  by  $10 
million  funds  (also  non-transferable  for  any  other  purpose) 

: for  research  and  research  training  programs  in  biological 

and  clinical  gerontology. 
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I appreciate  very  much  the  priviledge  afforded  to  me  by  this  Sub- 
Committee  in  allowing  me  to  present  my  views  on  this  subject  which  is 
dear  to  my  heart  and  to  which  I have  devoted  a greater  part  of  my  pro- 
fessional life  and  hope  to  continue  to  do  so  over  the  next  ten  to  fifteen 
years. 

The  retardation,  if  not  prevention,  of  the  aging  process  in  one  or 
more  of  its  several  complex  facets  and  the  amelioration  of  the  physiological 
and  medical  problems  of  the  aging  process  in  our  ever-increasingly  sized 
population  of  senior  citizens  can  result  only  if  this  Sub-Committee  makes 
possible  the  carrying  out  of  these  recommendations  which  must  be  con- 
sidered modest  insofar  as  the  total  budget  of  the  country  in  general  as 
well  as  health  problems  in  particular  are  concerned. 


Professor  of  Physiology 


and  Radiology 

University  of  Miami  School  of  Medicine 
Miami,  Florida 
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STATEMENT  OF  DR.  x\.  EDWARD  MAUMENEE,  RESEARCH  TO  PREVENT 

BLINDNESS,  INC. 

Senator  Magnuson.  Also  to  be  included  in  the  record  is  a letter 
from  James  S.  Adams,  president  of  Research  To  Prevent  Blindness, 
Inc.,  transmittino-  a statement  in  support  of  appropriations  for  the 
National  Eye  Institute  by  Dr.  Edward  Maumenee. 

(The  letter  and  statement  follow :) 
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Senator  Warren  Magnuson 
Chairman, 

Appropriations  Subcommittee  on  Labor/HEW 
Room  1108  New  Senate  Office  Building 
Washington,  D.  C.  20510 

Dear  Mr.  Chairman, 

I have  been  informed  that  you  have  begun  hearings  on  the 
Labor/HEW  appropriation  for  FY  1972  even  though  the  House 
has  not  yet  acted  on  the  bill.  I believe  you  are  doing  this  in 
order  to  expedite  the  whole  process  of  funding  health  programs 
this  year. 


We  of  Research  to  Prevent  Blindness  would  like  to  cooper- 
ate in  this  effort.  We  are  confident  of  your  support  of  appro- 
priations for  the  National  Eye  Institute.  We  would  therefore 
like  to  submit  the  enclosed  statement  for  the  record,  which  was 
prepared  by  Dr,  A,  Edward  Maumenee.  We  have  been  informed 
by  our  representative  in  Washington,  Luke  Quinn,  that  this  is 
the  best  way  to  proceed. 


We  would  like  to  take  this  opportunity  to  thank  you  for 
your  continuing  championship  of  the  nation's  health  program, 
especially  in  the  field  of  ophthalmology. 


Sincerely  yours, 

James  S.  Adams 
President 
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I am  Dr.  A.  Edward  Maumenee,  Professor  and  Chairman  of  the  Department 
of  Ophthalmology  at  the  Johns  Hopkins  University  School  of  Medicine,  and  I 
am  Director  of  the  Wilmer  Ophthalmological  Institute  which  is  the  oldest  such 
Institute  of  its  kind  in  this  country.  I am  presently  the  President  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology  and  have  served  in  a 
similar  capacity  with  the  major  scientific  and  medical  organizations  Including 
the  Association  for  Research  in  Vision  and  Ophthalmology  and  the  Association 
of  University  Professors  of  Ophthalmology.  I am  also  a past  chairman  of  the 
American  Board  of  Ophthalmology. 

I am  pleased  to  have  the  opportunity  to  thank  you  today  on  behalf  of 
the  scientific  community  for  the  support  you  have  given  our  increasingly 
successful  efforts  in  the  prevention,  diagnosis  and  treatment  of  eye  diseases. 
The  Congressional  legislation  which  established  the  National  Eye  Institute 
has  been  a historic  step  in  bringing  the  full  capabilities  of  scientific  and 
medical  research  to  bear  upon  the  tragedy  of  visual  loss.  The  success  of  the 
new  Institute  and,  the  successful  progress  of  eye  research,  now  depends  in 
a large  measure  upon  the  will  of  the  Congress  to  provide  it  with  adequate 
funds . 

The  magnitude  of  the  problem  of  blindness  and  near -blindness  is 
enormous,  in  terms  of  human  suffering  and  in  terms  of  economic  loss.  About 
one  million  Americans  suffer  from  severe  visual  disability.  Fifty  thousand 
more  become  legally  blind  each  year.  The  cost  of  blindness  to  the  Nation 
is  approximately  $2.5  billion  a year.  Yet,  Federally  supported  vision 
research  amounts  to  scarcely  more  than  $30  million. 

The  National  Eye  Institute  has  the  responsibility  of  administering 
research  grants  to  departments  of  ophthalmology  that  are  the  backbone  of 
eye  research  across  the  coxmtry.  It  also  has  the  responsibility  of  admini- 
stering an  intramural  program  of  research  within  the  Institute  itself.  I 
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assure  you  that  the  following  request  for  funds  for  the  Eye  Institute  has 
the  support  of  the  ophthalmological  community,  especially  those  of  us  who 
are  involved  in  eye  research  and  training  programs,  for  neither  the  medical 
schools  nor  the  National  Institutes  of  Health  receive  financial  support 
commensurate  with  the  opportunities  now  available  to  save  sight  through 
research.  The  President's  proposed  budget  still  does  not  provide  sufficient 
funds  to  grasp  these  opportunities,  nor  to  carry  out  the  fundamental  objec- 
tives of  a national  program  of  eye  research. 

The  Institute  has  had  an  auspicious  beginning  toward  fulfilling 
Congressional  expectations  for  eye  research,  A competent  staff  of  research 
and  administrative  personnel  has  been  recruited.  Elements  of  the  vision 
program  of  the  former  National  Institute  for  Neurological  Diseases  and 
Blindness  that  were  transferred  to  the  National  Eye  Institute  have  been 
reconstituted  and  expanded  for  greater  productivity  and  efficiency.  The 
Institute's  advisory  and  peer  review  systems  have  been  improved  for  more 
effective  planning  and  execution  of  ongoing  programs.  New  space  and  equip- 
ment have  been  obtained.  Most  important,  the  Eye  Institute  is  now  identifying 
those  areas  of  vision  research  most  suitable  for  targeted  development  in 
which  significant  progress  can  be  made  by  means  of  collaborative  research. 

Yet,  with  the  Eye  Institute  now  ready  and  anxious  to  move  toward 
Important  specific  objectives,  it  can  only  do  so  when  sufficient  funds  are 
made  available  to  carry  forward  an  effective  research  effort.  The  1972 
budget  for  the  National  Eye  Institute  is  seriously  deficient.  It  is  deficient 
in  its  Inadequate  funding  of  eye  research  and  training.  And  it  is  deficient 
in  its  failure  to  provide  for  essential  staff  to  administer  the  Institute's 
far- ranging  and  complex  programs. 

These  deficiencies  threaten  the  progress  of  work  Involving  the 
detection,  treatment  and,  hopefully,  the  prevention  of  hereditary  and  ocular 
inflammatory  diseases,  glaucoma,  cataract,  diabetic  retinopathy,  senile 
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degenerative  disorders  of  the  retina,  and  a host  of  other  eye  conditions 
that  damage  and  destroy  the  visual  process.  I would  like  to  review  with 
you  very  briefly  just  a few  of  the  recent  advances  in  eye  research  to 
illustrate  what  is  at  stake  in  our  request  for  realistic  financial  support. 

Outstanding  work  leading  toward  improved  diagnosis  of  diseases  of 
the  retina  and  choroid  has  been  accomplished  by  a number  of  investigators 
with  NEI  support.  A prime  example  of  this  is  macular  degeneration,  a 
leading  cause  of  uncorrectable  visual  deficiency  and  industrial  blindness. 
Until  a few  years  ago  there  was  no  known  treatment  for  this  condition,  but 
with  the  advent  of  fluorescein  angiography,  electrophysiological  studies, 
and  clinico-pathologlc  correlations,  approximately  15  to  20%  of  patients 
with  these  lesions  can  either  be  cured  or  prevented  from  losing  further 
vision  by  photocoagulatlng  the  lesions  with  the  laser  beam.  This  condition 
has  been  extremely  difficult  to  investigate  because  it  does  not  require 
removal  of  the  eye  nor  cause  death  of  the  patient,  so  that  early  histologic 
specimens  could  be  obtained.  Also,  there  is  no  known  comparable  lesion  in 
lower  animals.  As  a matter  of  fact,  only  primates,  birds,  and  certain 
lizards  have  a true  macular  area  which  can  be  studied. 

The  combination  of  the  diagnostic  value  of  fluorescein  angiography 
and  the  effective  photocoagulation  with  the  Argon  laser  beam,  which  can  be 
focused  on  vessels  as  small  as  50  micro  in  diameter,  has  allowed  the  effec- 
tive treatment  of  vascular  tumors  in  the  choroid  and  retina,  of  neovascu- 
larization which  results  from  diabetic  retinopathy,  and  other  forms  of 
vascular  occlusion. 

Because  of  the  inherited  nature  of  diabetes  and  the  fact  that 
juvenile  diabetics  can  now  be  kept  alive  during  the  child-bearing  age,  the 
prevalence  of  this  condition  in  our  population  is  increasing  each  year. 
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Unfortunately,  there  is  no  knovm  therapy  for  the  generalized  vascular 
lesions  which  result  from  this  enzymatic  deficiency.  Thus,  the  most 
common  causes  of  death  among  such  patients  are  cerebrovascular  accidents, 
heart  disease,  and  kidney  disease.  The  retinal  vessels  frequently  show 
the  earliest  signs  of  vascular  damage.  Cataracts  are  also  known  to  be  a 
frequent  complication  of  diabetes.  Recently  a biochemist  working  under 
the  National  Eye  Institute’s  support  in  a department  of  ophthalmology  has 
found  that  the  enzyme,  aldose  reductase,  plays  a crucial  role  in  the  devel- 
opment of  sugar  cataracts.  Further  investigation  by  this  chemist  has 
demonstrated  that  the  aldose  reductase  is  also  responsible  for  many  other 
vascular  defects.  Exciting  studies  are  now  underway  by  many  chemists  to 
find  some  method  of  preventing  this  enzymatic  defect.  Certain  substances 
have  been  found  which  have  prevented  the  formation  of  sugar  cataracts  in 
vitro,  but  these  substances  are  still  too  toxic  to  be  used  in  vivo.  The 
solution  to  the  vascular  problem  in  diabetes  would  be  one  of  the  major 
medical  breakthroughs  of  this  century,  almost  comparable  to  the  discovery 
of  antibiotics,  steroids,  and  open  heart  surgery, 

Basic  research  work  on  the  anatomical  structure,  electrical  wiring, 
and  biochemistry  of  the  retina  is  one,  if  not  the  most,  exciting  area  of 
neurophysiological  research.  The  reason  for  this  is  the  accessibility  of 
the  retina,  which  is  an  out-pouching  of  the  brain,  and  the  fact  that  the 
stimulus  used  to  excite  the  retina,  light,  can  be  measured  in  exact  quanta 
and  therefore  very  much  more  precise  measurements  can  be  made  on  the  central 
nervous  system  than  can  be  made  with  other  modalities,  such  as  touch,  pain, 
heat,  cold,  hearing,  or  smell.  It  has  already  been  found  that  the  retina 
has  an  amazing  ability  to  decode  information.  Thus,  certain  cells  respond 
to  a stimulus  of  light  moving  in  a straight  line  from  left  to  right,  but 
will  not  respond  to  light  moving  from  right  to  left,  or  light  moving  in  a 
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vertical  direction,  or  in  a pulsating  fashion.  The  method  by  which  light 
causes  the  photo  receptors  to  undergo  a chemical  reaction  which  releases 
electrical  impulses  and  the  method  by  which  these  electrical  Impulses  are 
transmitted  from  cell  to  cell,  are  also  very  exciting  areas  of  investiga- 
tion, not  only  for  the  understanding  of  the  visual  processes  but  also  for 
solving  the  mechanism  by  which  the  central  nervous  system  translates  all 
of  our  experiences. 

This  basic  research  work  in  the  field  of  neurophysiology  of  the 
retina  has  already  paid  off  in  clinical  terms.  For  years  ophthalmologists 
have  noted  that  children  who  could  not  see  during  the  first  year  of  life 
either  from  congenital  cataracts,  cross-eyes,  or  other  ocular  abnormalities 
could  never  obtain  normal  visual  acuity  if  these  abnormalities  were  corrected 
later  in  life.  It  has  now  been  demonstrated  in  experimental  animals,  both 
in  cats  and  monkeys,  that  deprivation  of  clear  visual  acuity  in  the  first 
few  months  of  life  prevents  the  normal  development  of  the  visual  pas sways 
even  if  the  animal  receives  normal  visual  stimuli  later  in  life.  Because 
of  this,  we  are  now  operating  on  children  with  congenital  cataracts  in  the 
first  few  weeks  of  life  and  correct  their  refractive  abnormalities  with 
contact  lenses  within  the  first  month  of  life.  The  children  so  treated 
are  still  tooyoung  to  obtain  an  exact  evaluation  of  their  vision;  however, 
preliminary  studies  suggest  that  many  of  these  children  who  would  otherwise 
be  industrially  blind  are  now  able  to  read  moderate  sized  print. 

A new  instrument  has  been  developed  and  is  ready  for  marketing  which 
may  soon  allow  for  a far  more  rapid  and  almost  automatic  measurement  of 
visual  refractive  errors.  This  will  permit  large-scale  screening  for 
refractive  errors  with  a minimxim  of  time  and  manpower.  It  will  save  endless 
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hours  of  the  highly  skilled  time  of  physicians  and  optometrists  and 
thus  millions  of  dollars  In  the  fitting  of  glasses.  Three  of  these 
Instruments  have  been  promised  for  large  scale  testing  In  August  of 
1971. 

The  development  of  hydrophyllc  or  soft  contact  lenses  for  use 
as  an  alternative  to  the  conventional  lenses  In  correcting  refractive 
errors  has  led  to  their  experimental  use  In  treating  various  corneal 
diseases.  In  trials  to  date,  the  use  of  the  soft  lenses  as  an  adjunct 
to  the  treatment  of  a variety  of  infectious  and  traumatic  conditions  Is 
most  promising. 

New  methods  of  administering  topical  drugs  Into  the  eye  are  under 
study,  promising  reduction  In  the  frequency  of  application  of  drops  and 
ointments.  Not  infrequently,  drugs  which  are  either  too  toxic  to  use 
systemically  or  which  if  used  systemlcally  can  produce  dangerous  side 
effects  can  be  used  quite  effectively  and  safely  when  placed  on  the  surface 
of  the  eye.  However,  a major  problem  has  been  In  designing  a method  by 
which  an  effective  concentration  of  these  substances  could  be  maintained 
in  the  ocular  tissue.  Animal  experimental  studies  Indicate  that  a method 
has  been  found  for  the  successful  delivery  of  such  preparations. 

Glaucoma  Is  a condition  which  Is  medically  manageable  In  most  cases 
if  diagnosed  in  time,  A collaborative  glaucoma  study  supported  by  the 
National  Eye  Institute  of  members  of  the  family  of  patients  who  have  glaucoma 
has  indicated  that  this  is  an  Inherited  condition  in  which  the  genotype  can 
be  identified.  Various  techniques  are  now  underway  to  see  if  it  can  be 
determined  which  of  these  patients  who  have  inherited  the  tendency  to 
glaucoma  will  develop  optic  nerve  damage.  Again,  fluorescein  angiography 
has  Indicated  that  the  primary  defect  is  an  alteration  in  the  vascular  flow 
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to  the  optic  nervehead.  Two  new  drugs  may  be  extremely  helpful  in 
preventing  visual  damage  from  this  disease.  One  strengthens  the  resis- 
tance of  the  optic  nerve  to  damage  and  the  other  produces  a chemical 
sympathectomy  of  the  eye  so  that  the  intraocular  pressure  may  be  more 
accurately  controlled. 

These  are  just  a few  examples  of  the  progress  now  taking  place 
throughout  the  field  of  investigative  ophthalmology  with  NEI  support.  In 
addition  to  such  work,  a new  cooperative  study  is  about  to  be  undertaken 
to  evaluate  the  various  methods  of  treating  diabetic  retinopathy,  a condition 
which  has  become  a leading  cause  of  new  adult  blindness.  This  will  be  the 
first  systematic,  scientifically-controlled  study  to  determine  the  usefulness 
of  techniques  now  being  used  to  treat  these  dreadful  visual  complications  of 
long-standing  diabetes. 

These  are  exciting  and  important  developments  in  our  efforts  to 
preserve  vision.  Yet,  the  scientists  who  are  carrying  out  this  work 
have  little  reason  to  be  encouraged  by  the  Administration’s  budget. 

Rather,  the  inadequacy  of  support  represents  a threat  to  the  development 
of  their  work. 

The  1972  Presidential  request  of  $32,639,000  includes  no  Increase 
whatever  for  new  programs  — the  only  increase  provides  for  the  continuation 
of  research  grants  awarded  prior  to  1972.  This  increase  is  offset  by  a 
decrease  of  $2,685,000  for  new  and  renewal  grants,  which  will  lead  to  a 
decrease  of  60  awards  in  1972. 

This  is  a tragic  situation.  It  would  seem  to  ignore  completely 
the  concept  of  creating  a National  program  to  combat  visual  disorders. 

Latest  available  figures  indicate  that  the  Institute  will  have  approximately 
$7,085,000  in  approved  new  and  renewal  grants  which  should  be  funded  in 
1972.  Under  the  Executive  budget,  $2,728,000  of  these  approved  grants  for 
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promising  eye  research  will  not  be  supported  for  lack  of  funds. 

The  budget  for  1972  has  been  decreased  by  $800,000  for  support  of 
ophthalmological  fellowships.  This,  I assume,  represents  the  removal  of 
the  $800,000  increase  for  fellowships  which  the  Congress  approved  in  1971. 

At  the  same  time,  the  budget  provides  no  increase  for  the  training  program, 
which  remains  at  the  same  inadequate  level.  Obviously,  such  lack  of  fore- 
sight represents  a grave  threat  to  the  manpower  base  for  vision  research, 
not  only  for  the  moment,  but  for  years  to  come.  The  National  Eye  Institute 
has  approved  training  grants  for  1972  amounting  to  $3,500,000.  Many  of 
these  will  not  be  funded  under  the  Executive  budget.  It  is  a certainty 
that  there  can  be  no  quality  research  now  or  ever  without  the  availability 
of  well-trained  visual  scientists. 

Another  kind  of  manpower  problem,  equally  critical  to  the 
operation  of  the  Eye  Institute,  arises  from  the  failure  of  the  President's 
Budget  to  provide  sufficient  positions  to  staff  the  Institute.  Both  the 
Congress  and  the  Executive  division  have  stated  their  concern  for  gaining 
an  adequate  number  of  positions  for  the  National  Eye  Institute.  In  the 
hearings  on  the  legislation  to  create  the  Institute  in  1967,  administration 
witnesses  acknowledged  that  about  50  positions  would  be  required  for  the 
minimal  scientific  and  administrative  management  functions  of  the  Institute. 
Instead,  during  the  first  year  of  National  Eye  Institute  operations,  only 
32  positions  were  provided.  This  Committee,  in  its  report  on  the  1970 
National  Eye  Institute  appropriation,  took  critical  note  of  this  fact  and 
said  that  "This  situation  should  be  reviewed  to  determine  whether  or  not 
the  provision  for  Institute  staffing  is  adequate  to  properly  administer 
the  grants  program." 

Your  Appropriations  Committee,  in  its  review,  heeded  the  House 
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and  reconnnended  an  increase  of  25  positions  to  correct  the  shortage. 
Unfortunately,  and  incredibly,  in  subsequent  negotiations  to  overcome  the 
effect  of  the  appropriations  bill  veto,  the  entire  25  positions  were  cut 
from  the  final  bill. 

In  1971  the  House  Committee  again  recognized  the  scarcity  of 

positions  within  the  Eye  Institute  and  commented  as  follows: 

The  Committee  also  wants  to  insure  that  the 
administrative  structure  of  the  new  Institute  is 
adequate  in  jobs  and  salaries  and  expects  the  director 
of  the  Institute  to  report  this  in  detail  next  year. 

Your  Committee  supported  this  view  in  its  report: 

The  Committee  repeats  with  greater  emphasis  the 
concern  it  expressed  last  year  about  the  adequacy 
of  Institute  staff.  Since  its  inception  the  Institute 
has  been  handicapped  in  its  efforts  to  develop  a 
capability  for  effective  program  management,  planning 
and  analysis.  The  Committee  urges  the  Department  of 
Health,  Education  and  Welfare  to  make  additional 
positions  available  to  the  Institute  to  meet  the 
staffing  requirements  of  an  important  new  Institute. 

While  the  Eye  Institute  continues  to  labor  under  these  personnel 

shortages,  it  has  been  assuming  new  and  greater  responsibilities. 

Ironically,  while  Congressional  foresight  has  provided  the  Institute  with 

an  expanding  budget,  no  provision  has  been  made  for  additional  staff  to 

properly  administer  these  funds. 

You  should  be  especially  distressed  with  this  situation.  A 

targeted  research  program  could  lead  to  major  breakthroughs  in  improving 

our  ability  to  handle  some  of  the  major  causes  of  blindness  today,  including 

retinal  disorders,  glaucoma  and  corneal  disease.  Yet,  despite  this 

capability,  the  Eye  Institute  is  not  now  in  a position  to  administer  this 

kind  of  effort.  The  will  of  the  Congress  in  creating  the  National  Eye 

Institute  cannot  be  carried  out  effectively  until  sufficient  money  is  made 

available  for  its  essential  programs. 
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I appeal  to  this  Committee  to  take  action  to  correct  these  serious 
lapses  in  the  Executive  budget.  I urge  you  to  Increase  the  amount  to  be 
made  available  for  extramural  ophthalmologlcal  research  grants  from  the 
Executive  request  of  $23,535,000  to  $26,500,000,  You  should  note  that  this 
Increase  of  $2,965,000  will  barely  cover  the  amounts  needed  to  finance 
grants  already  approved,  but  as  yet  unfunded.  It  will  do  little  more  than 
restore  the  decrease  Imposed  by  the  Executive  budget,  I also  urge  that 
this  Committee  restore  the  decrease  of  $800,000  by  which  the  Executive 
budget  would  cut  in  half  the  $1,676,000  approved  by  Congress  last  year  for 
fellowships,  and  that  $500,000  be  added  to  the  training  grants  program. 

This  would  at  least  permit  the  funding  of  those  grant  applications  already 
approved , 

In  addition  we  suggest  that  $3,000,000  be  Included  to  advance 
targeted  research  efforts  pertaining  to  glaucoma,  corneal  disease  and 
retinal  disorders. 

The  financial  chart  appended  to  this  testimony  permits  a comparison 
between  the  amounts  requested  for  the  National  Eye  Institute  in  the  Executive 
budget  and  the  necessary  amounts  requested  in  the  proposed  Citizens'  Budget. 
In  examining  the  chart  it  is  important  to  note  that  small  financial  increases 
have  been  Included  in  the  several  categories  which  comprise  direct  opera- 
tional costs  of  the  Institute,  We  urge  you  to  specifically  authorize  these 
Increases  amounting  to  $300,000  to  provide  for  an  additional  30  staff 
positions  for  the  basic  administrative  and  program  requirements  of  the 
Institute, 

Testimony  previously  presented  before  the  appropriate  subcommittee 
of  the  House  of  Representatives  supported  a Citizens'  Budget  totaling 
$40,979,000,  I understand  that  the  House  has  not  yet  acted  on  that  budget 
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request.  It  is  my  hope  that  favorable  action  will  soon  be  taken.  If 
this  does  not  occur,  we  trust  that  the  Senate  in  its  wisdom  will  move  to 
increase  the  National  Eye  Institute  budget  to  cover  the  financial 
requirements  which  I have  outlined  for  the  consideration  of  this  Committee, 
In  summary  I urge  the  Committee  to  increase  the  Fiscal  Year  1972 
budget  to  provide  $40,979,000  for  the  National  Eye  Institute, 
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NATIONAL  EYE  INSTITUTE 
Program  and  Financing 


Program  by  activities: 

FY  1971 
Appropriation 

FY  1972 
President’s 
Budget  Request 

FY  1972 
Citizen 
ProDosal 

1.  Grants 

a. 

Research 

$20,972,000 

$23,535,000 

$26,500,000 

b. 

Fellowships 

1,676,000 

876,000 

1,676,000 

c. 

Training 

. 3,898,000 

2,225,000* 

3,500,000 

Total  Grants 

26,546,000 

26,636,000 

31,676,000 

2.  Direct  Operations 

a. 

Laboratory  and 
clinical  research 

1,807,000 

3,075,000 

3,075,000 

b. 

Collaborative  research 

1,332,000 

1,332,000 

4,432,000 

c. 

Biometry,  Epidemiology, 
etc. 

330,000 

385,000 

435,000 

d. 

Review  and  Approval 

658,000 

821,000 

871,000 

e. 

Program  Direction 

313,000 

390,000 

490,000 

Total  Direct  Operations 

4,440,000 

6,003,000 

9,303,000 

TOTAL  OBLIGATION 

$30,986,000 

$32,639,000 

$40,979,000 

* Plus  $773,000  for  transfer  to  Bureau  of  Health  Manpower 
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STATEMENT  OF  MORTON  L.  SCHWABACHER,  DIRECTOR  OF  THE 
DIVISION  ON  AGING  FOR  THE  CITY  OF  SEATTLE 

NEEDS  OF  URBAN  AGING  POPULATION 

Senator  Magnuson.  We  will  now  hear  from  Mr.  Morton  L.  Scliwa- 
bacher,  director  of  the  Division  on  Aging  for  the  city  of  Seattle. 

All  right,  Morton,  we  will  be  glad  to  hear  from  you. 

Mr.  ScHWABACHER.  Tliaiik  you,  Mr.  Chairman,  and  members  of  the 
committee. 

Mr.  Chairman,  members  of  the  subcommitteei,  my  name  is  Morton  L. 
Schwabacher.  I am  director  of  the  new  Division  on  Aging  of  the 
city  of  Seattle. 

During  the  past  10  years  I have  participated  in  a number  of  or- 
ganizations serving  the  aging. 

I have  just  completed  my  fourth  term  as  president  of  the  Council 
on  Aging  for  Seattle  and  King  County  and  am  a board  member  of 
both  the  Washington  State  Council  on  Aging  and  the  National  Coun- 
cil on  Aging. 

I have  the  privilege  of  serving  as  first  vice  president  of  Senior  Cen- 
ters, Inc.,  the  largest  private,  nonprofit  agency  providing  direct  serv- 
ice to  Seattle’s  elderly.  Until  recently,  I served  as  one  of  five  com- 
missioners of  the  Seattle  Housing  Authority  which  provides  low-cost 
housing  to  the  elderly. 


STATEMENT  OF  PURPOSE 

I appreciate  the  opportunity  to  testify  today  on  the  critical  needs 
of  our  urban  aging  populations.  The  situation  in  Seattle  will,  I think, 
serve  as  a pertinent  example. 

Briefly,  my  testimony  will  cover : The  need  for  a comprehensive  na- 
tional policy  on  aging,  an  outline  of  the  Seattle  story  and  a few  rec- 
ommendations for  congressional  action. 

COMPREHENSIVE  NATIONAL  POLICY  ON  AGING 

As  an  OEO  report  put  it  recently,  the  image  of  the  Golden  Years 
is  a tarnished  myth. 

Today  approximately  20  million  Americans  are  65  years  or  older. 

By  1990  they  will  number  30  million.  Yet  for  many  of  these  indi- 
viduals, old  age  has  come  to  mean  poverty,  illness,  loneliness  and 
rejection. 

The  quality  of  a society  may  be  judged  by  the  way  it  treats  its  older 
citizens.  So  far  we  have  treated  ours  with  too  much  neglect  and  too 
little  genuine  concern.  As  a result,  one-third  of  our  poor  are  old  and 
nearly  one-half  of  our  old  are  poor  or  near-poor. 

Surely  the  senior  citizens,  who  fought  two  wars  and  a major  de- 
pression and  who  worked  to  create  the  affluence  many  of  us  now  enjoy. 

Wq  must  re-order  our  national  priorities. 

We  must  renew  our  commitment  to  abolish  poverty  for  all  our 
citizens. 

And,  above  all,  we  must  give  up  our  efforts  to  patch  together  par- 
tial, temporary,  emergency  solutions  to  major,  permanent  social 
problems. 

63-792  O — 71 — pt.  2 24 
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The  White  House  Conference  on  Aging  has  set  the  goal  of  estab- 
lishing a comprehensive  national  policy  on  aging.  Unless  the  Congress 
makes  available  and  the  administration  releases  sufficient  funds  for 
implementation,  this  goal  will  remain  just  another  empty  promise. 

DIVISION  ON  AGING  IN  SEATTLE 

Creation  of  a Division  on  Aging  within  Seattle’s  new  Office  of 
Human  Resources  reflects  a growing  commitment  on  the  part  of  the 
^layor  and  the  City  Council  to  devote  more  attention  to  alleviating 
the  problems  of  our  older  citizens,  and  helping  them  maintain  their 
independence  and  dignity. 

The  division’s  role  in  the  community  will  be  one  of  advocacy  for  the 
rights  and  interests  of  older  people.  We  hope  to  serve  as  convenor  of 
all  the  agencies  serving  the  elderly  in  the  city  and  as  a catalyst  to 
encourage  expansion  and  innovation  in  aging  programs. 

The  Seattle  Story 

The  story  of  Seattle,  1971,  is,  I believe,  typical  of  what  happens  to 
a city  and  its  surrounding  communities  in  a time  of  economic  crisis. 

Today,  with  a population  of  530,000,  nearly  70,000  or  13  percent  of 
whom  are  persons  65  and  over,  Seattle  has  been  hard  hit.  We  have  a 
depression. 

The  State  of  Washington  is  suffering  from  a financial  crisis,  neces- 
sitating severe  cuts  in  welfare  benefits  and  other  social  services. 

United  Good  Neighbor  funds  are  being  cut  across  the  board,  affect- 
ing dozens  of  other  vital  social  agencies.  When  I speak  of  the  UGN  or 
United  Good  Neighbor  Fund  I am  referring  to  what  may  be  known 
elsewhere  as  Community  Chest,  United  Fund  or  United  Way. 

Seattle  area  unemployment  has  passed  the  14-percent  mark.  Twenty- 
five  thousand  claimants  will  soon  exhaust  the  second  extension  of  their 
unemployment  benefits.  The  number  of  people  on  welfare  has  doubled 
and  the  number  receiving  food  stamps  has  quadrupled. 

Because  of  complicated  eligibility  requirements  for  food  stamps  and 
medical  aid,  hunger,  malnutrition  and  serious  medical  difficulties  have 
become  facts  of  life  for  thousands  more  of  our  people.  Thirty-four 
food  banks  and  11  free  clinics,  operating  from  day  to  day  on  private 
donations,  have  been  set  up.  But  they  are  not  enough. 

For  the  aging,  these  difficulties  and  inflation  come  on  top  of  regres- 
sive sales  and  property  taxes,  all  of  which  severely  strain  the  meager, 
fixed  income  from  social  security  and  old  age  assistance. 

Over  two-thirds  of  all  elderly  have  social  security  as  their  only 
source  of  income.  Never  have  our  basic  needs  been  so  great  nor  our 
financial  resources  to  meet  them  so  inadequate. 

Federal  moneys  coming  into  the  State  of  Washington  for  aging, 
through  AOA  and  OEO,  are  limited,  amounting  to  only  about 
$765,000  last  year.  Seattle’s  share,  about  $190,000,  is  totally  inadequate 
to  help  us  meet  the  identified  needs  of  older  people  in  our  community. 

PROFESSIONAL  AND  ORGANIZATIONAL  CAPACITY  IN  AGING 

Seattle’s  paradox  is  that  it  only  lacks  adequate  funds.  It  already 
has  the  professional  and  organizational  capacity  to  serve  the  needs  of 
its  older  people.  A rundown  on  this  situation  speaks  volumes. 
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The  Council  on  Aging  for  Seattle  and  King  County,  funded  by 
UGN  has  a very  competent  staff  which  has  researched  the  priority 
needs  and  drawn  up  plans  for  services  to  our  local  elderly  which  far 
exceed  the  community’s  present  financial  ability  to  implement. 

Senior  Centers,  Incorporated  (SCI),  operates  three  large  and  four 
small  centers  in  the  city  providing  comprehensive,  direct  services. 

AOA  funds  helped  to  get  this  agency  started  but  were  withdrawn 
gradually. 

UGN  is  not  able  to  maintain  adequate  funding  and  this  year  has 
had  to  cut  its  contribution  to  senior  centers  by  17  percent. 

SCI  also  operates  the  model  cities  aging  program  and  is  anxious  to 
expand  its  work  in  the  city  and  out  into  the  county. 

Extended  services  to  the  elderly  is  an  OEO  program  offering  out- 
reach services  to  isolated,  lonely  old  people  and  does  related  research 
and  planning.  It  has  a proposed  meals-on-wheels  project  which  so 
far  has  only  been  partially  funded  by  OEO. 

Basic  operating  funds  are  minimal  as  well  as  insecure,  causing  a 
disruptive  funding  crisis  every  year. 

The  University  of  Washington’s  School  of  Social  Work  has  a proj- 
ect on  aging. 

The  project  is  a leader  in  community  education  and  has  trained 
many  young  students  who  are  now  active  in  the  field  of  aging  in  our 
State. 

My  assistant  is  one  of  them.  But  here,  too,  a yearly  funding  crisis 
diverts  attention  from  service  and  community  organization  activities 
to  endless  hours  of  grant  writing  and  lobbying. 

SPECIFIC  EXAMPLES  OF  PROGRAM  FUNDING  PROBLEMS 

Recently,  Ave  have  had  tAvo  dramatic  examples  Avhich  shoAv  hoAv  in- 
adequate funding  has  crippled  vital  service  programs  Avith  proven 
Avorth. 

The  Columbia  Club  Avas  funded  as  an  AOA  research  and  demon- 
stration project  and  Avas  sponsored  by  the  First  United  Methodist 
Church. 

It  served  150  isolated  older  people  a hot  lunch  5 days  a Aveek  and 
provided  an  opportunity  for  socializing. 

The  program  was  terminated  after  2 years  even  though  it  had  proven 
itself.  In  fact,  surveys  shoAved  that  at  least  500  persons  in  the  target 
area  needed  this  service.  AOA  is  about  to  fund  the  program  again,  but 
for  only  1 year  and  without  the  needed  expansion. 

Senator  Percy.  Hoav  long  Avas  that  program  shut  down  ? 

Mr.  ScHWABACHER.  It  Avas  shut  doAvn  nearly  a year,  over  6 months. 

This  example  illustrates  a vital  point  about  the  seed  money  prin- 
ciple under  AAdiich  these  grants  are  offered. 

The  idea  is  that  the  Federal  Government  Avill  put  up  most  of  the 
money — say  80  percent — and  the  community  Avill  raise  the  balance. 

At  the  end  of  the  grant  period,  AAdien  the  Federal  money  stops,  as- 
suming the  program  is  successful,  the  community  is  supposed  to  pick  it 
up  and  fund  it  permanently. 

This  simply  does  not  Avork  in  most  cases.  Usually  the  community 
is  not  able  to  provide  the  amounts  originated  by  the  Government.  As 
a result,  many  fine  programs  die. 
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A few  days  a^o,  just  before  I left  Seattle,  another  crisis  arose:.  The 
Visiting  Nurse  Service,  a nonprofit  agency,  has  been  giving  175  old 
people  'an  average  of  2 hours  per  week  of  home  health  aid.  This  care 
enables  them  to  live  independently. 

Those  who  have  studied  about  aging  realize  that  living  independent- 
ly is  the  most  important  tiling  for  older  people. 

In  fact,  it  lengthens  their  lives  greatly. 

The  problem  is  that  State  public  assistance  pays  only  about  half 
the  cost,  the  balance  of  which  must  be  made  up  by  the  agency’s  UGN 
funds. 

These  funds  are  running  out  and  the  caseload  is  growing.  The  State 
is  having  difficulty  increasing  its  payments. 

Yet,  without  the  increase,  about  90  percent  of  these  old  people  will 
have  to  be  put  in  nursing  homes  at  State  expense. 

The  service  is  scheduled  to  collapse  today. 

The  comparison  is  1 month  of  this  nurse  service — Visiting  Nurse 
Service — costs  'about  $50  per  person,  whereas  in  a nursing  home,  it 
costs  up  to  $400  per  person,  and  more  important,  being  put  into  a 
nursing  home  means  the  end  for  these  people.  I have  a letter  here  from 
the  visiting  nuising  service  explaining  this  crisis,  and  I would  like  to 
submit  this  for  the  record  at  this  point  of  the  record. 

Senator  Magnuson.  Without  objection,  so  admitted. 

(The  letter  follows:) 
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6 - - 

Mhs  Joe  McCalmont  Scott 
, President 


Bevehly  N.  Huchala,  R.N.,  M.N. 
Director 


Visiting  Nurse  Service  ^ 


Room  1000,  Public  Safety  Building 
SEATTLE,  WASHINGTON  98104 
MAin  4-1047 

July  8,  1971 


Mr.  Morton  L.  Schwabacher,  Director 

Division  of  Aging 

Office  of  Human  Resources 

City  of  Seattle 

88  South  Main  Street 

Seattle,  Washington  98104 

Dear  Mr.  Schwabacher: 

Because  of  grave  financial  difficulties  the  Seattle-King  County  Visiting 
Nurse  Service,  for  the  first  time  in  its  history,  is  faced  with  the  prospect  of 
refusing  care  to  the  sick  and  dying  of  this  community.  Unless  some  solution  to 
our  problem  can  be  reached  before  July  15th  we  will  be  forced  to  adopt  a policy 
that  is  contrary  to  our  basic  philosophy  and  community  health  care  goals  but 
wnlch  is  necessary  if  we  are  to  survive  as  a home  care  service. 

This  agency  is  a non-profit,  private  corporation  which  operates  within 
the  structure  of  the  Seattle-King  County  Health  Department.  Our  income  is 
r,  derived  from  Medicare,  United  Good  Neighbor,  fees  from  patients.  Department 
of  Public  Assistance,  and  a few  private  contracts:  Medicare  pays  us  actual 

cost  of  care,  our  UGN  funding  has  been  severely  cut  because  of  fewer  available 
" community  monies,  most  patient  fees  are  part -payments,  and  the  Welfare  Depart- 
menc  only  pays  us  a portion  of  our  actual  cost  of  care.  Although  UGN  funding 
I.S  aimed  primarily  at  the  patient  just  above  the  WeJ^re  level,  much  of  those 
funds  have  been  going  to  support  the  portion  of  coS^  of  patient  care  that  the 
Welfare  Department  does  not  pay.  Unfortunately,  with  the  economic  climate  in 
Seattle  worsening  daily  and  as  Medicare  becomes  more  restrictive  of  the  kinds 
of  home  care  for  which  it  will  pay,  the  Welfare  caseload  increases  and  so  does 
tne  drain  on  our  very  limited  resources.  In  fact,  the  difference  between  our 
cost  and  the  amount  the  Welfare  Department  returns  to  us  toward  that  cost  has 
reacned  such  monumental  accumulative  proportions  that  we  must  cut  back  drasti- 
cally in  order  to  survive.  This  decision  is  especially  painful  in  that  175 
welfare  patients  will  be  denied  a minimum  of  necessary  home  health  care  because 
of  lack  of  sufficient  funds.  Many  of  these  patients  are  senior  citizens  and 
are  able  to  maintain  themselves  in  their  own  homes  with  a minimum  of  Home  Health 
Aide  care.  We  feel  the  service  we  offer  to  the  patients  and  the  community  is  of 
the  kind  that  supports  the  human  dignity  of  the  patient  \^o  wants  to  stay  out  of 
a nursing  home  and  that  this  care  is  offered  at  a much  lower  cost  of  care  than 
nursing  home  or  hospital  care. 
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More  specifically,  the  number  of  Home  Health  Aide  hours  per  month  for 
Department  of  Public  Assistance  patients  averages  2,800  hours;  at  a rate  of 
$5.64  per  hour,  which  is  the  cost  to  us  for  this  service,  this  amounts  to 
$15,792.00.  The  Department  of  Public  Assistance  pays  us,  at  the  rate  of 
$3.35  per  hour,  the  sum  of  $9,380.00,  leaving  a deficit  amount  of  $6,412.00 
per  month.  If  the  175  patients  we  are  now  serving  are  transferred  to  Class 
II  nursing  homes,  provided  available  beds  can  be  found  for  these  patients, 
at  the  rate  of  $8.69  per  day,  the  cost  will  be  $45,622.50  per  month.  Ac- 
tually, the  cost  may  well  be  more  since  some  of  the  patients  will  require 
Class  I nursing  home  care  at  a higher  rate.  However,  if  the  Department  of 
Public  Assistance  would  pay  us  our  costs  by  making  up  our  deficit  of$6,412.00 
per  month,  they  would  actually  be  saving  $29,830.50  each  month  in  patient  care. 

In  addition  to  the  economics  of  the  matter,  the  human  element  is  over- 
whelming. I am  attaching  hereto  some  typical  case  histories  involved  in  this 
change  of  service.  The  health  needs  of  our  entire  community  are  our  prime 
concern,  but  the  welfare  and  basic  needs  of  these  people  is  the  concern  of 
all  of  us  in  this  community.  We  will  be  most  grateful  for  any  assistance 
that  your  office  may  be  able  to  offer. 


Yours  very  truly,  . 


Mrs. /Joe  HcCalmont  Scott 
President 

Board  of  Directors 
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. ' ‘te,  ' ' vt  -aae  Aoau  uaxu^  beiveu  uy  oui  uoiue  tiealLh  Aiae  aexvice. 

1.  Patient  H. , aged  73  years,  male,  former  law  officer,  suffering  from  Multiple 

Sclerosis  and  pneumonia,  has  had  two  strokes  and  Is  bed-ridden.  Uls  daughter 
aged  49,  also  lives  In  this  home  and  suffers  from  MS  and  a chronic  bladder 
condition.  She  Is  in  a wheel  chair.  Mrs,  H.,  the  wife,  and  mother  of  Rita, 
cares  for  both  these  patients  In  the  home  with  37  hours  per  month  of  help  from 
the  Home  Health  Aide,  and  she  finds  it  impossible  to  face  the  prospect  of  break- 
ing up  the  home  and  putting  her  husband  and  daughter  in  nursing  homes.  The  Home 

Health  Aide  in  this  case,  gives  sponge  baths,  douche  for  Rita,  shampoos,  helps 

with  exercises  (standing)  for  the  daughter  and  assisting  In  use  of  stairs  and 
walking,  changes  linens  and  assists  In  transfer  of  patient  H.  from  bed  using  a 
Hoyer  lift.  She  also  relieves  the  wife  who  Is  on  active  duty  with  these  people 
24  hours  a day.  Patient  H.  needs  encouragement  In  the  use  of  his  hands  which 
are  now  the  only  parts  of  his  body  he  can  use;  he  also  suffers  from  an  ulcerous 
bed  sore  which  requires  constant  care.  The  37  hours  of  Home  Health  Aide  care 

at  $5.64  per  hour  costs  $208.68  per  month.  The  alternative  Is  Class  1 nursing 
home  care  for  H.  at  a cost  of  $333.60  per  month  and  Class  II  nursing  home  care 
for  Rita  at  the  cost  of  $260.70  par  month  or  a total  of  $594.30  par  month. 

2.  Patients  Irene  and  Jack,  a married  couple  In  their  50 *s,  both  are  retarded  and 
both  live  with  an  elderly  friend  for  whom  they  care  in  the  friend's  home.  Irene 
has  terminal  carcinoma  of  the  kidney  %d.th  metastases  of  the  lung.  The  elderly 
man  with  whom  they  live  Is  senile  and  feeble.  The  retarded  husband  cares  for 
both  his  wife  and  friend  with  the  assistance  of  19  hours  of  Home  Health  Aide 
care  per  month.  The  alternatives  are  nursing  home  care  for  the  wife  and  some 
kind  of  custodial  care  for  the  husband  and  the  elderly  man.  Home  Health  Aide 
care  costs  $108.96  per  month.  Nursing  Home  care  for  the  wife  alone  would  be 
$333.60  per  month. 

3.  Patient  Barbara  la  55  years  of  age,  her  husband  Is  80  years  old.  Barbara  has 
emphysema  and  requires  constant  oxygen.  She  has  6 hours  of  Home  Health  Aide 
care  per  week  at  a cost  of  $135.36  per  month.  The  alternative  Is  Class  1 
nursing  home  care  at  a cost  of  $333.60  per  month  or  hospitalization. 

4.  Patient  Genevieve  Is  36  years  of  age;  she  has  a terminal  pulmonary  condition. 

She  has  4 minor  children  aged  6,  7,  8 and  10.  She  is  divorced.  The  Home  Health 
Aide  service  has  made  It  possible  for  her  and  her  4 children  to  remain  together. 
The  Home  Health  Aide  cleans  the  breathing  machine  for  the  patient,  helps  her 
with  personal  care,  helps  with  meals  for  the  youngest  children  and  sees  them 
off  to  school.  She  goes  to  this  home  four  hours  a day,  5 days  a week  or  about 
80  hours  a month  at  a cost  of  $451.20.  The  alternative  Is  nursing  home  care 

or  hospitalization  for  Genevieve  and  foster  homes  for  each  of  her  4 children. 

The  break  up  of  the  home  situation  is  a critical  factor. 

Attached  hereto  Is  a copy  of  a letter  we  have  received  from  a patient  In  response  to 
our  notice  of  termination  of  service  sent  out  July  1,  1971.  We  think  this  letter 
speaks  as  poignantly  and  movingly  as  anything  we  might  add  about  the  service  con- 
tinuing and  for  the  need  for  funds  to  keep  It  a part  of  our  community  health  service. 
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INQUISITORS  CLUB  I NEED  FOR  FINANCIAL  ASSISTANCE 

Mr.  SciiWABACHER.  Not  only  have  established  services  been  hurt,  but 
valuable  new  ones  have  not  been  able  to  get  the  funds  they  need. 

The  Inquisitors  Club,  for  example,  was  founded  by  one  man  who 
saw  the  acute  transportation  problems  of  retirees  and  handicapped 
people  and  decided  to  help  them  out. 

A heavy  equipment  operator,  he  took  his  own  savings,  borrowed 
some  money,  bought  an  old  Greyhound  bus,  fixed  it  up,  and  started 
taking  old  people  to  shopping  centers  and  medical  facilities  and  even 
on  weekend  trips  around  the  Northwest.  He  charges  very  little  and  so 
far  is  just  breaking  even. 

His  application  for  an  AOA  grant  was  not  approved.  But  with  fi- 
nancial assistance,  this  popular  and  necessary  service  could  be  ex- 
panded. 

CONCLUSION  AND  RECOMMENDATIONS 

I would  like  to  conclude  my  testimony  with  the  introduction  of  a 
few  recommendations  for  congressional  action. 

(1)  Income. — The  elimination  of  poverty  among  the  aged  by  1980 
should  be  a top  priority  goal  for  the  Congress,  as  well  as  for  the  White 
House  Conference  on  Aging.  It  was  a top  priority  goal  for  our  recent 
Washinfidon  State  Conference  on  Aging. 

(2)  Co:'}ipreliensive  services. — A comprehensive,  nationwide  net- 
work of  essential  facilities  and  services  for  the  aging  in  housing, 
health,  transportation,  and  community  activities  should  be  set  up. 

For  this  purpose.  Congress  should  make  available  and  the  admin- 
istration should  release  adequate  funds  to  the  Administration  on 
Aging,  the  Office  of  Economic  Opportunity,  and  other  related  Federal 
agencies — instead  of  doling  the  money  out  in  dribs  and  drabs. 

The  AOA  areawide  projects  are  a step  in  the  right  direction  and 
should  be  greatly  expanded  to  include  several  in  each  region  of  HEW. 
Seattle  and  its  satellite  cities  are  already  working  to  develop  such  a 
project. 

(3)  Demonstration  programs. — Allocations  for  innovative  research 
and  demonstration  programs  should  be  increased  and  maintained. 

(4)  Permanent  ^programs. — Demonstration  programs  which  have 
proven  their  worth  should  be  made  permanent  with  sufficient  Federal 
funding.  It  is  very  evident  that  local  communities  generally  lack  the 
financial  resources  to  pick  up  and  develop  programs  begun  with  Fed- 
eral “seed  money.” 

(5)  Direct  funding. — Finally,  Federal  funds  for  aging  services 
should  be  made  directly  available  to  those  cities  and  metropolitan 
areas  which  have  the  professional  and  organizational  capacity  to  de- 
velop comprehensive  service  systems. 

In  Seattle  we  have  such  a capacity,  but  we  must  have  financial  as- 
sistance from  the  Federal  level  in  order  to  exercise  our  potential. 

Thank  you. 

Senator  Magnuson.  Thank  you,  Morton.  We  appreciate  your  review 
of  what  you  have  been  doing. 

I want  to  say  to  the  members  of  the  committee,  Mr.  Schwabacher 
has  devoted  his  own  time  over  the  period  of  some  years  to  this  work. 
He  has  done  it  on  his  own  initiative  and  without  any  pay,  and  he  is 
one  of  our  most  distinguished  citizens. 
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I understand  from  the  gist  of  your  program  that  what  has  been 
happening  is  that  we  have  great  ideas  of  how  to  start  programs,  and 
then  the  community  gets  busy,  and  they  get  going,  and  it  seems  to  be 
worthwhile,  and  then  we  leave  it,  the  Federal  Government  leaves  it. 
Hopefully  and  in  better  times  it  might  have  been  easier  to  pick  these 
programs  up,  but  where  you  have  an  area  that  does  not  have  those 
times,  the  program  just  drops  and  all  of  these  hopes  get  high  in  the 
air  and  then  go  doAvn. 

You  are  making  a plea  here  irrespective  of  the  funds  that  there  be 
some  policy  of  permanency  involved  here.  Even  if  you  had  to  have 
fewer  projects,  but  more  stable  projects,  you  would  be  better  off,  is 
that  right  ? 

Mr.  ScHAVABACHER.  It  Avould.  I Avould  hate  to  have  feAver,  but  it  Avould 
be  right. 

Senator  Magnusox.  Noav,  this  committee  has  done,  Avhat  I think  is 
some  good  work  on  programs  for  the  aged  in  the  past  3 years. 

We  ha\^e  upped  it  considerably,  and  this  budget  is  upped  from  $27 
million  last  year  to  $33  million,  and  I think  if  Ave  looked  to  1968  and 
1969,  the  increase  Avould  be  greater. 

I think  one  time  the  Senator  from  YeAv  Hampshire  Avas  complain- 
ing about  a meager  $3  million  for  the  AA^hole  program  for  the  aged 
to  get  the  thing  started.  In  the  meantime,  Ave  passed  some  fairly  good 
legislation  Avhich  is  iioav  being  implemented,  but  I think  you  are  cor- 
rect on  this  business  of  haAung  some  stability.  Once  you  get  a program 
going,  keep  it  going,  instead  of  encouraging  all  kinds  of  programs, 
and  then  they  all  go  doAvn  the  drain. 

In  this  special  programing  for  the  aged,  I think  you  can  look  forAvarcl 
to  a little  better  funding,  at  least  for  the  coming  year,  than  you  had 
last  year  or  the  year  before.  I am  hopeful  that  our  economic  situa- 
tion Avill  be  such  that  Ave  aauII  do  more,  but  here  is  a pretty  good  ex- 
ample of  Avhatthey  haA^e  been  doing  in  a Amluntary  way. 

Part  of  the  money  AAvas  given  by  wdiat  Ave  call 

Mr.  ScHAA\\BACHER.  I^GN. 

Senator  Magxusox.  Yes,  I^GY,  but  that  is  doAvn  ? 

Mr.  ScHAAVABACHER.  Well,  they  backed  this  20  percent  last  year. 

Senator  Magxetsox.  They  need  to  back  you  up  more,  but  they  canl. 
And  then  they  get  money  from  the  cities — it  is  like  pulling  teeth  from 
the  hen — and  that  source  is  dried  up  also. 

That  is  a condition  that  is  natioiiAvide.  The  States  do  not  cooperate 
sometimes  as  much  as  they  should  in  a program  that  is  eiiAusioned  by 
a city,  particularly  in  this  field.  We  Avill  do  Avhat  Ave  can  to  see  Avhat  Ave 
can  do  Avith  this  fund,  and  see  if  Ave  cannot  encourage  policies  of  per- 
manency and  stability. 

Senator  Percy  and  Senator  Cotton  and  I haA^e  been  actiAX  in  appro- 
priations for  this.  I am  sure  Senator  Percy  Avants  to  say  something. 

Senator  Percy.  I Avould  like  to  thank  you  A^ery  much  indeed. 

My  son  and  daughter-in-laAv  are  residents  in  Seattle.  They  are  hardly 
ready  for  funds  for  the  elderly  yet,  but  they  are  deeply  interested 
in  improving  the  quality  of  life  in  Seattle,  and  deeply  depressed  about 
the  15  percent  unemployment. 

I Avould  just  like  to  go  doAvn  the  list  you  have  here  of  recommenda- 
tions on  page  6. 

On  income,  maintenance  of  income  is  important. 
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Specifically,  do  you  support  the  President's  family  assistance  pro- 
gram ? Do  you  think  putting  a floor  under  family  income  is  necessary 
in  this  country  ? 

Mr.  ScHWABACHER.  Yes,  but  I think  the  floor  could  be  higher.  As  I 
recall  it 

Senator  Percy.  You  support  the  principle,  but  it  is  just  a metter 
of  how  much.  The  income  floor  now  in  the  House  bill  is  S2.400,  and 
you  think  it  should  be  higher  than  that  ? 

Mr.  ScHWAGHER.  Yes. 

Senator  Percy.  Would  you  support  an  exemption  from  social  secu- 
rity tax  of  up  to  $1,700  for  individuals  over  65  who  work  to  supplement 
their  incomes? 

Mr.  ScHWABACHER.  I WOuld. 

Senator  Percy.  I have  a bill  in  on  that.  1 appreciate  your  supporting 
it. 

I think  it  is  an  inequity  to  have  somebody  continue  to  pay  social 
security  after  65. 

Under  the  comprehensive  services  you  mentioned  housing. 

Would  you  support  a concept  of  having  an  Assistant  Secretary  of 
Housing  for  the  Aged  ? 

I have  a bill  in  for  that,  and  Secretary  Romney  called  me  to  say 
that  he  thought  it  was  a worthy  idea  to  have  a special  assistant  right 
away.  Do  yo  feel  the  problems  of  housing  for  the  aged  will  be  such 
that  it  deserves  the  full-time  attention  of  an  Assistant  Secretary? 

Mr.  ScHWABACHER.  Right  now,  I think  so ; yes. 

Senator  Percy.  You  mentioned  transportation  as  a recommenda- 
tion, using  interstate  commerce.  On  all  local  transportation  includ- 
ing mass  transit  that  has  Federal  assistance,  would  you  go  along  with 
a half-fare  for  everyone  over  65,  providing  they  ride  in  nonrush 
hours  or  on  a seat  availability  basis  ? 

Mr.  ScHWABACHER.  I do  iiot  know  if  half  would  be  enough.  I think 
it  would  be  more  for  anybody  over  65.  For  instance,  in  San  Francisco, 
I believe  it  is  5 cents,  but  the  principle  I would  certainly  support, 
yes. 

Senator  Percy.  I bow  to  your  generosity,  but  my  legislation  only 
provides  for  half  fare.  I would  like  to  commend  at  this  time,  Mr. 
Chairman,  Pan  American  Airlines  who  have  just  announced  that 
they  will  petition  for  the  right  to  have  people  over  65  go  overseas  for 
half  fare  on  a seat  availability  basis. 

MHiat  is  good  for  the  goose  is  good  for  the  grander,  and  I fought  very 
hard  in  the  city  of  Chicago  for  schoolchildren  to  travel  at  reduced 
fares  during  nonrush  hours.  It  helps  our  mass  transit  system,  fills 
empty  cars,  and  takes  people  off  the  rush  hour.  If  we  can  get  that 
same  right  on  every  bus,  on  every  plane,  and  in  every  train  in  America, 
to  see  that  the  older  people  who  have  the  time  and  can  wait  for  a seat 
to  be  available,  we  will  make  a great  step  forward.  I think  that  support 
by  the  ranking  minority  member,  the  chairman  of  this  subcommittee, 
would  be  extremely  helpful,  and  then  I did  want  to  ask  you  about 
services  and  facilities  for  the  aging. 

You  mentioned  that  you  had  some  facilities  that  are  not  being 
funded  any  longer  or  that  are  inadequately  funded. 

I have  a bill  in  to  help  erect  community  centers  for  senior  citizens. 
We  have  done  a lot  for  young  people,  and  this  committee  has  done  a 
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tremendous  amount  to  provide  help  for  day  care  centers,  to  help 
provide  better  facilities  for  health  care,  and  to  provide  housing,  for 
instance,  for  the  college  students,  and  so  forth.  But  do  you  find  a 
great  value  in  having  a community  center  for  older  people,  where 
they  can  come,  congregate  together,  perhaps  have  a community  feed-in, 
get  group  transportation,  have  a little  social  life  and  activity  and  sort 
of  feel  they  are  not  alone  in  the  world? 

Mr.  ScHWABACHEE.  I do,  and  I mentioned  here  that  I was  on  the 
Board  of  Senior  Centers,  Inc.,  which  now  operates  four  senior  centers, 
which  is  not  only  recreational,  started  as  just  recreational,  and  now 
it  has  health  counseling  and  pretty  much  the  whole  gambit,  and  it 
gives  them  almost  like  a club  of  their  own,  and  it  is  great  for  their 
moral,  and  this  is  the  one  where  the  support  has  had  to  dwindle  away 
on  account  of  the  loss  of  the  AOA  funds,  and  the  plan  of  senior  centers, 
when  the  funds  began  to  disappear,  I was  for  going  out  and  operating 
and  opening  more  centers  in  the  city  and  even  going  out  into  the 
county,  but  they  have  not  been  able  to  do  it,  but  I think  it  is  one 
of  the  most  important  things  for  the  spiritual  well-being  of  these 
people. 

Senator  Percy.  I felt  it  is  a tragedy  that  the  feeding  program 
operated  by  the  United  Methodist  Church  has  been  closed,  and  I am 
rejoiced  by  the  efforts  of  the  chairman  and  ranking  minority  mem- 
ber in  the  assurances  they  provided  the  floor,  and  the  administration 
has  now  provided  $1.7  million  to  start  these  programs  back  up.  I want 
to  ask  you  this  question.  Taking  into  account  all  of  our  national 
priorities,  how  high  in  priority  would  you  place  a feeding  program 
for  the  elderly  where  there  can  be  some  community  feeding,  allowing 
the  people  to  contribute  on  an  ability-to-pay  basis?  It  at  least  allows 
them  to  get  one  hot  meal  a day. 

Mr.  ScHWABACHER.  It  is  very  high,  and  the  reason  is,  with  this  one 
in  Seattle,  it  started  out  really  aimed  at  isolated  single  men  over  65, 
because  they  seemed  to  be  the  ones  who  are  at  the  most  lost,  they  do  not 
know  how  to  socialize. 

Senator  Percy.  They  do  not  know  how  to  cook. 

Mr.  ScHWABACHER.  They  do  not  know  how  to  cook,  they  sort  of 
crawl  into  a hole  and  they  are  lost,  and  when  this  Columbia  Club 
started,  the  first  few  days  they  had  about  15  members  who  kind  of 
wandered  in,  and  most  of  them  were  women  so  they  had  to  do  some 
working  to  get  the  men  started,  and  the  men  came,  and  they  really 
looked  like  bums,  they  were  unshaven  tramps,  and  about  a month 
later  they  noticed  that  these  same  men  were  still  coming,  but  now 
they  were  shaven,  they  were  well  dressed,  it  really  had  made  a great 
deal  of  difference  in  their  mentality,  and  their  whole  point  of  view 
of  life. 

Senator  Magnuson.  They  started  to  look  like  old  Senators,  didn’t 
they.  [Laughter.] 

Mr.  ScHWABACHER.  I rcfuse  to  answer. 

Senator  Percy.  I would  say  those  that  cannot  cook  would  not  include 
our  distinguished  chairman  of  this  full  committee  who  puts  on  a great 
feast  for  us  once  a year. 

I remember  one  pathetic  letter  from  a woman  who  wrote  to  me 
saying  she  now  has  for  the  first  time  in  years  some  place  to  dress  up 
to  go  to. 
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She  said,  “I  don’t  see  the  doctor  as  much  now.  I have  some  hope.  1 
am  going  down  to  see  some  friends  and  have  that  meal,”  and  it  gave 
lier  a whole  new  lease  on  life,  and  her  whole  spirit  was  upraised. 

I am  delighted  to  have  this  firsthand  testimony  from  you,  however,  I 
apologize  for  taking  so  much  time  on  it.  I did  want  to  ask  you  about 
the  direct  funding.  There  is  a problem  here  that  the  cities  and  States 
just  do  not  have  the  money. 

Do  you  support  the  concept  of  revenue  sharing  ? 

Now,  I trust  youi*s  is  a bipartisan  concept.  There  is  no  trademark 
on  it. 

Do  you  think  that  if  we  Avere  to  implement  revenue  sharing  by  the 
Federal  Government  the  cities  would  then  pick  up  this  money  that 
will  be  provided  to  them,  and  would  they  use  it  for  the  programs 
for  the  aging  so  there  needs  to  be  less  direct  funding  from  the  Federal 
Government  ? 

Mr.  ScHAVABACHER.  I am  sure  they  would.  I would  hope  that  if  that 
sharing  takes  place,  that  possibly  we  should  be  told  a certain  amount 
should  go  to  the  aging,  but  I am  sure  that  Seattle,  for  instance,  Avould 
know  better  what  to  do  with  money  for  Seattle  than  the  State  would 
or  anybody  else. 

Senator  Percy.  Well,  there  are  many  other  aspects  to  this  problem, 
and  we  would  all  love  to  get  into  it,  such  as  the  nursing  homes,  but 
those  are  problems  that  we  all  know  we  have  got  to  deal  with,  and 
we  are  in  our  own  deliberative  way  starting  to  move  in  on  that 
program. 

I want  to  thank  you  very  much  indeed  for  being  here.  It  is  a long 
trip  for  you,  but  very  rewarding  for  us. 

Senator  Cotton.  Mr.  Chairman,  I want  to  interpolate  here  that  this 
has  been  an  excellent  dialog  that  we  have  listened  to;  in  fact,  as 
Senator  Percy  got  into  his  bills,  I began  to  think  I ivas  back  in  my 
courtroom  days,  and  I was  going  to  say,  “Your  Honor,  I object.  He 
is  leading  the  witness.”  [Laughter.] 

I commend  you  for  your  statement,  and  I suspect  if  we  had  a feY 
more  gentlemen  of  your  dedication  in  each  of  our  metropolitan  areas, 
we  would  not  have  to  have  so  much  legislation.  They  might  still  need 
the  money,  but  we  might  not  need  to  legislate  so  much. 

I commend  you  for  AA^hat  you  have  been  doing. 

Mr.  ScHWABACHER.  Thank  you  very  much.  I do  wTant  to  say.  Senator, 
I Avant  to  correct  you,  on  my  present  job  I am  paid. 

Senator  Magnuson.  Fine. 

Senator  Percy.  Though  it  is  inadequate,  I am  sure. 

Mr.  ScHWABACHER.  For  an  old  man,  yes. 

Senator  Magnuson.  It  is  a city  job  ? 

Mr.  ScHAVABACHER,  That  is  right. 

Senator  Magnuson.  But  you  have  given  a lot  of  time  without  being 
compensated  for  it  for  many  years. 

Mr.  ScHWABACHER.  Yes,  but  it  has  been  Avorth  it.  Mr.  Chairman. 

Senator  Magnuson.  I thank  you  A^ery  much. 

Mr.  ScHWABACHER.  Thank  you.  Senator. 
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statement  of  dr.  WAYNE  R.  MATSON,  VICE  PRESIDENT  AND  TECHNICAL 
DIRECTOR,  ENVIRONMENTAL  SCIENCE  ASSOCIATES,  INC. 

Senator  Magnuson.  A statement  submitted  to  the  subcommittee  by 
Dr.  Wayne  E.  Matson  will  be  printed  in  the  record  at  this  point. 

(The  statement  follows :) 

Testimony  by  Dr.  Wayne  R.  Matson,  Vice  President  and  Technical  Director, 
Environmental  Sciences  Associates,  Inc.,  Cambridge,  Mass. 

Mr.  Chairman  and  members  of  the  committee,  I am  Dr.  Wayne  R.  Matson, 
Vice  President  and  Technical  Director  of  Environmental  Sciences  Associates, 
Incorporated  of  Cambridge,  Massachusetts.  The  purpose  of  this  testimony  is  to 
introduce  you  to  a technological  advance  in  the  determination  of  minute  quanti- 
ties of  lead  in  blood  which  decreases  the  cost  of  sampling  and  screening  a child 
for  elevated  blood  lead  levels,  and  also  increases  community  acceptance  of  blood 
lead  screening  programs. 

Environmental  Sciences  Associates  has  been  engaged  since  1969  in  the  con- 
struction of  equipment  and  the  development  and  testing  of  clinical  procedures  and 
equipment  for  the  analysis  of  lead  in  a few  drops  of  blood  from  a fingerprick  by 
use  of  anodic  stripping  voltammetry. 

These  clinical  techniques  and  equipment  procedures  have  been  undergoing 
testing  since  May  of  1970,  in  laboratories  that  are  used  as  references  in  the  field, 
to  evaluate  their  performance  wdth  respect  to  the  dithizone  method,  w'hich  is  the 
basic  accepted  standard. 

Since  January  of  1971,  under  programs  developed  by  the  Bureau  of  Community 
Environmental  Management  in  the  Department  of  Health,  Education,  and  Wel- 
fare, the  equipment  and  clinical  procedures  have  undergone  field  trials  in  the 
actual  screening  of  children  in  our  own  laboratories,  and  in  hospital  or  public 
health  laboratories  in  Boston,  Rochester,  New  Orleans,  and  Norfolk.  To  date, 
approximately  4,000-5,000  children  have  been  screened  using  this  microsample 
methodology,  and  the  frequency  distributions  of  blood  lead  in  children  and  the 
precision  of  the  procedure  have  proved  comparable  to  those  obtained  by  labora- 
tories across  the  nation  doing  lead  analysis  by  macro-methodology. 

Contamination  was  believed  to  be  a problem  for  any  micro-technique.  How’ever, 
in  field  tests,  by  opening  and  exposing  test  tubes  during  the  actual  screening  of 
children,  it  has  been  shown  that  the  total  ASV  micro-methodology  system  is  not 
subject  to  contamination. 

The  ASV  technique  is  non-destructive  and  each  sample  may  be  retained  for 
further  testing  or  rechecking  by  other  reference  laboratories.  In  addition,  other 
metals,  such  as  cadmium,  copper,  and  zinc  can  be  simultaneously  measured,  which 
can  be  useful  in  future  screening  programs. 

AS^  s proven  instrumentation  and  techniques  are  also  applicable  to  measure- 
ment of  air,  water,  paint,  street  dirt,  and  other  materials  which  may  serve  as 
sources  of  lead  poisoning. 

There  are  several  significant  effects  of  doing  blood  lead  on  a microsample  of 
one  to  two  drops  of  blood  : 

( 1 ) Blood  lead  as  a diagnostic  is  the  most  reliable  and  generally  accepted  test 
for  lead  poisoning. 

(2)  The  ability  to  draw  a fingerprick  reduces  the  number  and  qualification  of 
the  personnel  required  to  sample  the  children,  and  the  quality  of  the  facilities 
required  for  sampling.  Indeed,  it  is  probable  that  there  are  not  enough  qualified 
people  in  the  country  to  draw  macro-samples  from  all  the  children  in  need  of 

effect  of  the  micro-technique  is  to  reduce  the  cost  of  sampling  to 
$1— $2  from  perhaps  $10— $20  when  taking  a macro-sample. 

(3)  The  community  acceptance  of  a fingerprick  sample,  where  very  few  (2-5% ) 
of  the  children  cry  or  become  afraid,  is  much  greater  than  for  a vein  puncture 
where  a nurse  or  technician  is  needed  to  hold  the  child  down  and  frequently,  the 
child  panics  and  becomes  hard  to  manage.  This  acceptance  makes  follow-up  eaker, 
and  the  cost  of  rechecking  and  calling  in  a child  for  treatment  is,  therefore  fur- 
ther reduced. 
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We  feel  that  the  utilization  of  these  procedures  can  reduce  the  cost  of  sampling 
and  analyzing  a child  from  a current  estimated  level  of  $20/child  (per  million 
children)  for  a macro  method,  to  a cost  of  $5/child  (per  million  children)  for 
the  micro  method.  This  should  free  approximately  $ir)/child  (per  million  chil- 
dren) or  $15  million  (per  million  children)  for  treatment  of  the  cases  of  lead 
poisoning  found,  for  education  of  the  population,  and  for  attacking  the  problem 
of  eradication  of  sources  of  the  poisoning. 

INTRODUCTION  BY  SENATOR  PERCY 

Senator  Magnuson.  Now  we  have  some  witnesses  that  have  to  leave 
early,  but  I do  want  to  call  James  Hey  worth  from  Chicago;  and, 
Senator  Percy,  would  you  want  to  introduce  him? 

REHABILITATION  INSTITUTE  OF  CHICAGO 

Senator  Percy.  I would  very  much  like  to  do  so.  They  are  old  friends 
of  this  committee,  and  I do  not  feel  an  introduction  is  needed. 

I feel  I would  be  derelict  if  I did  not  say  it  is  a debt  of  gratitude 
that  we  all  feel  toward  this  committee,  and  to  you  as  chairman,  and 
to  its  ranking  minority  member,  who  have  really  helped  this  rehabili- 
tation research  and  training  center  in  Chicago.  These  gentlemen  here 
today  have  really  laid  almost  every  brick;  and  without  the  help  of 
this  committee,  this  simply  could  not  have  been  done. 

The  institute,  which  began  in  1968  as  a result  of  this  subcommittee’s 
request  for  a rehabilitation  center  in  the  Midwest,  is  entering  its  final 
stage. 

Mr.  Heyworth  is  present,  and  he  will  present  to  you  a statement.  I 
need  not  remind  my  colleagues  that  this  is  a project  in  which  I have 
taken  very  special  and  deep  interest.  Its  existence  is  vital  to  the  Mid- 
west in  providing  rehabilitation  facilities  for  the  disabled.  It  is  really 
a center  to  rehabilitate  the  handicapped,  as  well  as  being  a research 
and  training  center. 

The  center  has  affiliation  with  Northwestern  University,  and  it  has 
strong  support  from  the  community  leaders  in  Chicago. 

Our  two  witnesses  today  have  been  absolutely  tireless  in  their  efforts 
to  keep  the  project  going,  and  now  they  are  in  the  home  stretch  for 
financing  of  construction,  and  I know  this  committee  will  want  to  give 
its  special  consideration  to  the  status  report. 

All  of  the  results  of  the  research  and  training  efforts  will  be  avail- 
able for  the  whole  Nation,  and  I commend  my  distinguished  constitu- 
ents for  their  efforts  and  for  their  being  here. 

Senator  Magnuson.  I might  say,  Mr.  Hayworth  and  Dr.  Betts,  since 
this  has  been  going,  I have  listened  to  the  Senator  from  Illinois  on 
this  committee  and  on  the  floor,  and  I got  the  impression  after  just  a 
short  time,  I thought  he  was  actually  running  it  himself.  I thought 
he  just  comes  down  here,  and  he  goes  right  back  and  runs  it.  That  is 
the  interest  he  has  conveyed  around  here  in  this  particular  project, 
so  we  will  be  glad  to  hear  from  you. 
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STATEMENT  OF  JAMES  0.  HEYWORTH,  PRESIDENT  OF  THE  REHA- 
BILITATION INSTITUTE  OF  CHICAGO 

ACCOMPANIED  BY  DR.  HENRY  B.  BETTS,  VICE  PRESIDENT  AND 
MEDICAL  DIRECTOR  OF  THE  INSTITUTE 

RESTORATION  OF  DISABLED  MEN,  WOMEN,  AND  CHILDREN 

Mr.  Heyworth.  Thank  you  very  much,  Mr,  Chairman,  and  Senator 
Cotton  and  Senator  Percy. 

Thank  you  for  this  opportunity  to  appear  before  your  committee. 
1 am  James  O.  Heyworth,  president  of  the  Rehabilitation  Institute 
of  Chicago. 

IVith  me  is  Dr.  Henry  B.  Betts,  vice  president  and  medical  di- 
rector of  the  institute. 

In  previous  years,  we  liave  furnished  to  the  committee  the  back- 
ground information  on  the  Rehabilitation  Institute  of  Chicago,  so 
that  you  probably  are  familiar  with  it. 

However,  I am  including  this  information,  along  with  a brief  sum- 
mary of  the  congressional  interest  in  our  project,  as  attachments  to 
this  statement,  both  for  the  record  and  so  that  the  new  members  of 
the  committee — Senators  Proxmire,  Montoya,  Hollings,  Percy,  and 
Brooke — may.  have  it  readily  available. 


COMMENT 

!Mr.  Chairman,  the  project  which  we  undertook  some  4 years  ago 
has  progressed  well  because  of  the  interest  and  the  help  provided  by 
this  conmiittee.  I want  you  and  the  members  to  know  that  we  are 
deepl}^  grateful  for  what  you  have  done  to  help  make  this  undertaking 
succeed  for  thousands  of  disabled  people  in  our  Midwest  area. 

STATUS 

The  funds  we  are  requesting  here  today,  as  part  of  the  appropriatioii 
for  the  Social  and  Rehabilitation  Service,  Department  of  Health, 
Education,  and  Welfare,  represent  the  final  stage  in  the  financing  of 
this  project. 

If  they  are  approved,  we  will  be  able  to  proceed  with  construction 
and  complete  the  project  without  further  Federal  financial  assistance. 

Back  in  1960,  plans  Avere  made  for  providing  a rehabilitation  re- 
search and  training  center  to  serve  each  section  of  the  country^  These 
centers  Avere  conceiA^ed  as  “centers  of  excellences  to  plan  and  conduct 
advanced  research  in  rehabilitation ; to  provide  the  best  teaching  pro- 
grams for  professional,  technical,  and  supporting  persomiel;  and  to 
provide  patient  care  to  selected  numbers  of  severely  disabled  persons. 

The  plan  Avas  to  proAude  such  a special  facility  in  each  of  the  major 
geographic  areas  of  the  country,  Avith  each  center  having  a close  affili- 
ation betAveen  the  clinical  rehabilitation  facility  (such  as  the  Rehabili- 
tation Institute  of  Chicago)  and  a major  university  medical  school 
Avith  all  its  supporting  resources  (which  in  our  case  is  the  North- 
Avestern  University-jMcGraAv  Medical  Center) . 


63-792  O— 71— pt.  4 25 


2660 


By  1967,  our  Midwest  area  of  Illinois  and  adjacent  States  was  the 
only  remaining  area  of  the  country  which  did  not  have  such  a special- 
ized center. 

The  Kehabilitation  Institute  of  Chicago  proposed  to  establish  such 
a center  at  the  institute  and  to  construct  a new  building  to  house  this 
special  facility.  The  condition  of  the  present  physical  plant  is  de- 
scribed in  attachment  No.  1 to  this  statement. 

PROGRESS 

With  the  interest  and  support  of  this  committee,  along  with  lit- 
erally hundreds  of  leaders  of  business,  industry,  the  professions,  and 
civic  life  throughout  Chicago  and  the  State  of  Illinois,  this  project  to 
construct  a new  center  has  proceeded  exceedingly  well. 

Our  project  is  proceeding  on  almost  precisely  the  basis  we  reported 
to  you  previously. 

The  preparatory  architectural  work,  the  engineering  studies,  the 
meshing  of  these  plans  with  those  for  the  other  new  buildings  in  the 
Northwestern  University-McOraw  Medical  Center  complex,  have  been 
completed. 

PRESENT  STAGE 

We  plan  to  issue  invitations  to  bid  this  month,  and  to  award  a con- 
tract during  August  this  year  and  proceed  to  construction  immedi- 
ately thereafter. 

RELATIONSHIPS 

The  excellent  relationships  we  have  developed  during  the  past  3 
years  among  local,  State,  and  national  organizations,  both  private  and 
public,  continue  to  give  us  important  encouragement  and  support  iu 
this  project. 

In  Chicago  we  have  had  the  consistent  approval  and  support  of  the 
Hospital  Planning  Council  of  Chicago,  and  a long  list  of  civic,  munici- 
pal, and  professional  leaders. 

In  the  State  of  Illinois,  we  have  enjoyed  the  cooperation  and  assist- 
ance of  Mr.  Alfred  Slicer,  director  of  the  Illinois  State  Division  of 
Vocational  Kehabilitation;  Mr.  Aden  Clump,  of  the  State  Hill-Burton 
authority  and  his  associates;  the  Illinois  Department  of  Public 
Health ; the  State  clearinghouse.  Office  of  the  Governor,  for  the  State 
of  Illinois;  the  Northeastern  Illinois  Planning  Council;  and  Others. 

The  regional  office  of  the  Department  of  HEW  (region  V,  Chicago) 
has  given  us  excellent  assistance  and  we  have  had  splendid  working 
relationships  with  the  Rehabilitation  Services  Administration,  Social 
and  rehabilitation  service  in  the  Department  here  in  Washington. 

PRIVATE  MATCHING  FUNDS 

In  Illinois,  we  have  a matching  rate  w^hich  requires  that  two-thirds 
of  the  funds  be  furnished  by  the  grantee  (in  this  case,  the  Kehabilita- 
tion Institute  of  Chicago)  and  one-third  by  the  Federal  Government. 

This  statutory  rate  applies  both  to  the  Vocational  Rehabilitation 
Act,  with  which  we  are  concerned  here  today,  and  to  the  Hill- Burton 
program. 

Early  last  year  we  began  a campagn  to  raise  $18  million  from  the 
private  sector  for  this  project. 
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In  spite  of  the  fact  that  we  were  working  during  a period  of  con- 
siderable economic  uncertainty,  the  results  of  that  campaign  have 
been  remarkably  good.  The  private  sector  of  Illmois  and  other  States, 
encouraged  by  the  action  of  your  committee  and  by  the  early  grants 
made  by  the  Social  and  Kehabilitation  Service  in  HEW,  has  demon- 
strated that  it  is  prepared  to  pay  its  share  of  these  costs. 

As  of  May  31,  1971,  we  have  received  gifts  and  pledges  approxi- 
mating $8.4  million.  I am  proud  to  report  that  more  than  $3.9  million 
of  this  has  come  from  members  of  our  own  official  boards.  Another 
$1.6  million  is  from  the  business  community  and  the  balance  from 
private  foundations  and  individuals. 

The  importance  which  the  Chicago  community  attaches  to  this 
project  is  shown  in  some  of  the  gifts  received.  Five  of  the  most  sophis- 
ticated charitable  foundations  in  the  Chicago  area — ^tlie  Chicago 
Community  Trust,  the  Standard  Oil  (Indiana)  Foundation,  the  Eob- 
ert  E.  McCormick  Foundation,  the  Woods  Charitable  Fund  and  the 
Field  Foundation — 'have  all  contributed,  and  their  average  commit- 
ment is  $250,000. 

The  Chicago  Eotary  Foundation,  which  already  is  giving  strong 
support  to  our  work  with  children,  has  pledged  $250,000  and  two  cor- 
porate bellwethers.  Commonwealth  Edison  Co.,  and  Sears,  Eoebuck 
& Co.,  have  each  pledged  $75,000. 

This  kind  of  support  is  not  given  lightly.  From  Michigan,  the 
Kresge  Foundation  intends  to  make  a “topping  off”  grant  of  $400,000. 

We  expect  to  realize  another  $2.5  million  from  the  sale  of  our  present 
land  and  building.  Hence,  our  available  assets,  exclusive  of  Federal 
funding,  now  total  $11  million.  We  continue  to  receive  significant  gifts 
and  we  expect  to  raise  two-thirds  or  more  of  the  total  cost  from  the  pri- 
vate sector. 

HILL-BURTON 

The  State  Hill-Burton  authority  in  Illinois  has  approved  this  project 
and  plans  to  help  with  part  of  the  cost,  on  those  phases  of  the  construc- 
tion which  pertain  most  directly  to  the  objectives  of  the  Hill-Burton 
program  for  rehabilitation  facilities. 

Their  grant  assistance  for  this  new  rehabilitation  research  and  train- 
ing center  is  expected  to  total  approximately  $1,100,000,  to  become 
available  over  a period  of  4 years,  and  subject,  of  course,  to  the  avail- 
ability of  appropriated  funds  for  this  purpose. 

APPROPRIATION  FOR  THE  FISCAL  YEAR  19  71 

The  committee  will  recall  that  last  year,  in  making  appropriations 
for  the  fiscal  year  1971,  the  Congress  included  an  amount  of  $1,750,000 
in  the  appropriation  for  the  construction  of  rehabilitation  facilities 
under  section  12  of  the  Vocational  Eehabilitation  Act. 

We  are  advised  that,  of  the  amount  appropriated,  $1,500,000  will  be 
available  for  the  construction  project  of  the  Eehabilitation  Institute  of 
Chicago. 

REQUEST  THIS  YEAR 

Last  year  we  advised  the  committee  that  the  total  construction  costs, 
architectural  and  equipment,  of  this  project  would  be  about  $23,500,000. 
Financing  costs  of  $2,500,000  bring  the  total  project  costs  to  $26  mil- 
lion. The  estimate  remains  the  same. 
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Of  the  $23.5  million,  the  institute  will  provide  two-thirds,  or  a little 
over  $15,666,667.  We  have  projected  one-third  of  this  total,  or  ap- 
proximately $7,833,333  as  funds  to  be  secured  from  Federal  grants. 
The  institute  Avill  provide  all  of  the  $2.5  million  financing  costs.  The 
summaiy  figures  are  as  follows : 

Grant  funds  (construction  planning)  section  12,  Vocational  Rehabilita- 


tion Act,  fiscal  year  1968 $182,  000 

Grant  funds,  section  12,  Vocational  Rehabilitation  Act,  fiscal  year 

1970  2,000,000 

Grant  funds,  section  12,  Vocational  Rehabilitation  Act,  fiscal  year 

1971  1,500,000 

Projected  grant  assistance,  Hill-Burton,  over  4 years 1, 100,  000 


Total  actual  and  pending  grant  assistance  to  date 4,  782,  000 

Request  for  fiscal  year  1972  appropriation,  section  12,  Vocational  Re- 
habilitation Act 3,  051,  333 


Projected  total  Federal  share  of  project  (%  of  $23,500,000) 7,833,333 


Our  request,  therefore,  for  the  coming  fiscal  year  1972  appropria- 
tion is  in  the  amoimt  of  $3,051,333,  under  section  12  of  the  Vocational 
Rehabilitation  Act,  as  part  of  the  appropriation  for  “Rehabilitation 
Services  and  Facilities”  of  the  Social  and  Rehabilitation  Service,  De- 
partment of  Health,  Education,  and  Welfare. 

HOUSE  ACTION 

This  request  was  presented  to  the  House  Appropriations  Subcom- 
mittee during  its  recent  hearings.  The  House  committee  has  not  yet 
reported  a bill. 

CONCLUSION 

Mr.  Chairman,  the  encouragement  and  support  which  you  and  the 
committee  have  provided  on  this  project  have  been  largely  responsible 
for  the  progress  so  far. 

Dr.  Betts  and  I are  deeply  grateful  for  what  you  have  done,  and  we 
hope  that-  this  project,  which  will  have  so  much  meaning  for  so  many 
disabled  people  in  our  section  of  the  country,  will  have  your  approval 
this  year  for  this  last  and  decisive  stage. 

We  submit  attachment  No.  1 for  the  record. 

( The  attachment  follows :) 
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Background  on  the  Institute 

The  Rehabilitation  Institute  of  Chicago,  established  in  1954  by  the 
late  Dr.  Paul  Magnuson,  is  a private,  non-profit  rehabilitation  facility 
for  the  intensive  restoration  of  severely  disabled  men,  women  and  children. 
It  functions  as  a member  unit  of  the  Northwestern  University-McGaw  Medical 
Center. 

It  is  housed  in  a building  which  formerly  was  a commercial  printing 
establishment  and  which  was  converted  to  rehabilitation  facility  use 
several  years  ago,  with  some  additions  made  later. 

The  inadequacy  of  the  physical  plant,  both  in  terms  of  the  limited 
numbers  of  disabled  people  who  could  be  served  and  also  in  relation  to 
the  limitations  placed  upon  the  research  and  teaching  capacity  of  the 
facility,  was  recognized  by  the  Board  of  Directors  several  years  ago. 

Some  four  years  ago,  active  steps  were  taken  to  begin  planning  for  the 
construction  of  a new  and  expanded  facility  which  would  more  adequately 
meet  the  research,  training  and  patient  care  needs  for  the  metropolitan 
Chicago  area,  for  Illinois  and  for  this  region  of  the  Midwest. 

The  Project 

Northwestern  University  has  arranged  to  provide  at  no  cost  on  a 
99  year  lease  a suitable  plot  of  land  for  the  construction  of  the  new 
Rehabilitation  Institute  of  Chicago.  It  is  located  adjacent  to  the 
medical  school  and  other  principal  medical  facilities  of  the  Center, 
thereby  making  possible  numerous  joint-utilization  systems  for  maximum 
economy  and  efficiency  in  integrating  rehabilitation  services  into  the 
total  medical  complex.  Under  the  plan,  certain  floors  of  the  new 
Institute  will  be  used  for  medical  school  teaching  purposes  in  fields 
directly  related  to  rehabilitation. 

The  project  plans  call  for  a 20-story  facility  of  modern  design 
which  will  greatly  enlarge  the  capacity  of  all  of  the  Institute  activities 
and  at  the  same  time  introduce  the  most  modern  efficiencies  into  the 
care  of  patients  and  into  the  administrative  functioning  of  the  new 
Institute. 

The  new  Institute  will  make  possible  the  inpatient  care  of  152 
patients  and  an  additional  outpatient  load  of  125  patients,  which  is  almost 
3 times  the  present  capacity  of  the  existing  facility.  In  addition,  the 
new  Institute  will  provide  modern  and  efficient  housing  for  the  research 
of  the  Institute,  as  well  as  greatly  expanded  teaching  of  physicians  and 
allied  rehabilitation  specialists.  Two  floors  will  be  used  for  North- 
western's physical  therapy  school,  expanded  four  times,  and  the  prosthetic- 
orthotic  center,  doubled  in  size. 
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In  1968  the  Institute  was  designated  as  a Rehabilitation  Research 
and  Training  Center  by  the  Social  and  Rehabilitation  Service,  Department 
of  HEW.  The  capabilities  of  this  Research  and  Training  Center,  partic- 
ularly in  relation  to  its  regional  responsibilities,  will  be  vastly 
enhanced  with  the  completion  of  the  planned  new  Institute.  A major 
goal  is  to  encourage  and  help  the  establishment  of  additional  rehabil- 
itation centers  and  departments  in  other  institutions  throughout  the 
Midwest . 

In  developing  the  concepts  and  plans  for  the  new  Institute,  each 
phase  of  the  work  has  been  carefully  coordinated  with  the  numerous 
local,  state  and  national  organizations  concerned.  These  have  included, 
in  addition  to  the  professional  and  management  staff  of  the  Institute 
and  the  medical  faculty  of  Northwestern  University,  the  following: 

The  State  Division  of  Vocational  Rehabilitation; 

The  Illinois  Department  of  Public  Health  and  the 
State  Hill-Burton  Authority; 

The  Hospital  Planning  Council  of  Chicago; 

The  Chicago  Welfare  Council; 

A Planning  Advisory  Committee  composed  of  national 
experts  in  rehabilitation  and  rehabilitation 
facility  planning; 

The  Regional  Office  (Region  V)  of  DHEW; 

The  Rehabilitation  Services  Administration  and 
the  Social  and  Rehabilitation  Service  of  DHEW; 

The  State  Clearinghouse,  Office  of  the  Governor, 

State  of  Illinois; 

The  Northeastern  Illinois  Planning  Council; 

Various  business,  professional  and  civic  organizations 
of  Chicago  and  of  Illinois  and  the  area. 
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HISTORY  OF  CONGRESSIONAL  INTEREST  AND  ACTION 

The  Congress  expressed  its  Interest  in  this  project  in  1967  and 
as  a result,  the  Senate-House  conferees  in  considering  the  appropriation 
bill  for  fiscal  1968,  authorized  not  to  exceed  $200,000  for  use  in 
construction  planning  towards  such  a Midwest  Research  and  Training 
Center.  (Report  No.  831,  90th  Congress,  First  Session,  page  6,7.) 

The  following  year,  the  report  of  the  House  Committee  on  Appropriations 
urged  that  funds  be  made  available  for  the  next  stage  in  the  construction 
of  the  Center  and  that  attention  be  given  to  expediting  the  completion 
of  this  Center  at  the  earliest  feasible  date.  (Report  No.  1575,  90th 
Congress,  Second  Session,  page  32.)  The  Senate  recorded  its  accord  with 
this  objective.  (Congressional  Record,  Senate,  September  6,  1968, 
page  S10396.) 

In  1969,  acting  upon  the  appropriation  request  for  fiscal  1970, 
the  House  Committee  included  in  the  appropriation  bill  $3.5  million 
for  rehabilitation  facility  construction  purposes  and  this  action  was 
accepted  by  the  Senate.  Of  this  amount,  $2  million  was  earmarked  by 
the  Rehabilitation  Services  Administration  for  the  project  of  the 
Rehabilitation  Institute  of  Chicago. 

Last  year  the  Congress  added  to  the  appropriation  request  for 
fiscal  1971  an  amount  of  $1,750,000  for  construction  of  rehabilitation 
facilities  under  Sec.  12  of  the  Vocational  Rehabilitation  Act.  Of 
this,  $1,500,000  is  expected  to  be  available  for  the  Institute  project. 
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STATEMENT  BY  DR.  HENRY  B.  BEEFS 

Mr.  Heyworth.  Now,  I would  like  to  ask  Dr.  Detts  to  si)eak  by 
way  of  his  introduction,  for  he  is  not  only  vice  president  and  medical 
director  of  the  Institute,  but  he  is  also  chairman  of  the  Depaidment 
of  Rehabilitation  at  Northwestern  Medical  School. 

He  is  project  director  of  our  research  and  training  center,  and  vice 
president  of  the  American  College  of  Rehabilitation,  and  he  will 
speak  for  some  of  our  programs. 

Doctor  Betts.  Thank  you  very  much.  I might  just  give  you  a brief 
background  about  the  Institute,  as  you  doubtless  know,  we  are  in 
the  business  of  rehabilitating  the  physically  handicapped,  those  most 
severely  handicapped. 

We  are  part  of  the  Northwestern  ITniversity,  and  of  the  medical 
school,  and  we  are  also  a research  and  training  center. 

The  Institute  was  founded  about  1954,  and  I think  the  R.  & T.  Center 
was  founded  in  1968. 

As  you  know.  Dr.  Magnuson  started  the  Institute.  He  incidentally 
did  it  almost  entirely  with  the  backing  of  the  private  sector.  He  went 
to  businessmen  and  laymen  in  Chicago,  and  he  did  enough  to  pursue 
this  course,  and  the  main  impetus  was  from  the  medical  community, 
which  may  not  have  been  a surprise  to  you. 

As  you  well  know,  he  was  a very  dynamic  man,  and  he  created  the 
original  impetus  to  this,  and  within  the  private  community  initially 
we  developed  the  Institute  to  being  self-sufficient  before  we  had  any 
Federal  grants  at  all,  so  we  were  able  to  treat  our  patients  fully,  and 
really  quite  dynamically,  before  we  had  any  grant,  before  the  R.  & T. 
Center  started,  and  for  that  we  needed  research  and  training. 

Anyway,  they  were  very  hard  years,  as  they  were  in  most  areas 
of  rehabilitation,  and  eventually  it  did  catch  on  for  various  reasons, 
one,  the  hospitals  are  in  bad  trouble  for  beds,  and  I think  this  is  one 
of  the  main  reasons  the  medical  community  backed  us,  and  you  can 
send  a patient  who  has  a stroke  out  of  the  hospital,  into  the  rehabilita- 
tion institute,  and  free  that  bed  in  the  hospital. 

In  addition,  I know  you  heard  this  morning  about  the  young  popu- 
lation, and  the  deaths  among  the  young,  and  this  afternoon  from  your 
distinguished  patriot  from  the  State  of  Washington,  about  the  popu- 
lation that  is  aging  in  this  country,  and  now  I know  that  it  seems 
we  are  all  part  of  the  Pepsi  generation,  and  everybody  is  young  and 
dynamic  and  vigorous,  wherein  as  you  all  know,  it  is  a fantasy,  and 
our  aging  population  is  much  more  susceptible  to  chronic  disease, 
stroke,  arthritis,  and  so  on,  so  there  are  more  people  with  handicaps 
as  a result  of  this,  and  also  because  of  the  increased  frequency  of  acci- 
dents, as  in  industry,  and  because  of  the  heroics  physicians  take  in 
saving  the  lives  of  those  in  accidents,  so  that  someone  now  who  has 
an  accident — 20  years  ago  he  might  have  died — but  now  he  comes  out 
of  his  coma,  but  he  has  a physical  handicap. 

The  other  thing  that  has  caught  on  is  a basic  philosophical  one, 
which  is  the  expression  of  allowing  for  individual  expression,  and 
the  handicapped  have  been  hard  put  upon  as  a minority  group,  kept 
in  places,  such  as  homes  for  the  incurable,  which  is  hardly  a motivat- 
ing title  for  a person  to  live  wdth,  and  they  were  placed  in  a back  room 
which  was  not  in  the  mainstream  of  life,  which  is  hardly  in  keeping 
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with  what  our  ancestors  had  in  mind,  and  I hope  we  see  better  things 
for  this  minority  group,  incidentally  a minority  group  to  which  you 
do  not  have  to  be  born,  one  to  which  each  of  us  can  join  unless  we 
drop  dead  suddenly. 

Senator  1\L\gxusox.  Rig-ht  there,  so  that  we  do  not  get  off,  and  we 
have  a lot  of  programs  for  minority  groups,  but  these  special  centers 
are  for  everybody,  are  they  not  ? 

Doctor  Betts.  Yes. 

Senator  Magnusox.  Within  the  capabilities  of  taking  care  of 
them  ? 

Doctor  Betts.  I do  not  mean 

Senator  Magxusox.  Xo,  I do  not  mean  you  meant  it,  but  sometimes 
we  have  a special  center  for  a special  group,  and  this  is  of  wide  dis- 
tribution, because  our  plan  was  to  have  x number,  and  I forget  the 
exact  number,  in  the  major  areas  of  the  United  States,  and  they  would 
be  all  encompassing  and  all  embracing. 

Xo;  I did  not  mean  you  had  any  implication  there,  but  this  is  for 
everybody  with  capabilities  of  taking  care  of  them? 

Doctor  Betts.  YY  treat  a large  number  of  people  who  are  poor. 
I just  meant  the  physically  handicapped  are  a minority  group. 

Senator  Magxusox.  The  only  minority  aspect  about  them  is  that 
they  are  a handicappd  group. 

Doctor  Betts.  Right. 

Xow,  the  greatest  interest,  I suppose  it  is  the  one  which  I am  sure 
you  care  about,  is  for  every  dollar  invested,  there  is  an  aid  dollar  in 
return  in  the  form  of  taking  people  off  the  welfare  rolls. 

In  any  event,  the  waiting  list  became  considerable,  and  we  were  not 
able  to  have  the  beds  to  take  care  of  all  in  our  community,  but  in 
evaluating  what  our  role  should  be,  it  appeared,  for  instance,  we 
treat  people  from  Xorth  and  South  Dakota,  and  from  Indiana  and 
all  around. 

The  ideal  way  to  rehabilitate  somebody  is  as  close  to  his  own  neigh- 
borhood as  is  possible,  as  close  to  his  own  home. 

There  should  be-  centers  established,  and  physicians  do  this  in 
every  area  of  the  country,  so  that  under  the  R.  & T.  Center  umbrella, 
we  felt  that  we  would  be  able  to  train  this  manpower,  not  just  phys- 
icians, because  there  will  be  a great  lag  of  having  enough  physicians, 
and — I meant  to  say  training  of  physicians,  and  we  do  train  men  in 
my  field,  orthopedists,  but  in  addition  to  that,  we  have  a capability, 
and  we  are  training  people  in  vocational  counseling,  physicial  ther- 
apy, in  addition  to  occupational  therapy  assistance,  as  well  we  have 
working  psychologists,  social  workers,  people  in  therapeutic  recrea- 
tion, and  we  have  a prosthetic  school  in  which  we  have  trained  1,800 
peonle  each  year  to  be  able  to  deal  better  with  amputees. 

IVe  also  have  young  people  come  in  from  the  ghettos  of  Chicago, 
and  from  time  to  time  in  our  R.  & T.  center,  we  try  to  interest  them 
in  health  careers,  and  we  show  them  the  attractiveness  of  dealing  in  this 
sort  of  area,  so  we  have  that  nrogress. 

In  respect  to  funds,  ]\Ir.  Hey  worth  is  the  financier,  and  he  speaks 
mainly  with  regard  to  the  buildings,  but  I would  noint  out  in  1961, 
our  revenue  was  $417,000  and  in  1971,  it  was  $8  million,  and  in  1961, 
in  research  and  training,  we  had  none,  and  in  1971,  $288,672,  and  the 
research  incidentally  was  matched  80  percent. 
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Wc  paid  30  percent  and  our  board  of  directoi's  i)aid  30  percent  of 
tliat. 

In  19G1  we  paid  $42,000  in  free  bed  services,  and  in  1971,  $195,579. 

I would  hope  that  this  progress  would  seem  to  justify  the  com- 
mitment that  you  have  been  o-euerous  enouo-li  to  make  to  us,  and  ob- 
viously, we  hope  you  will  continue,  and  feel  the  proo’ress  is  worth 
your  support. 

Mr.  He^vortii.  I want  to  say  that  we  are  very  grateful  for  the 
support  of  this  committee  in  the  past. 

IVe  have  felt  Ave  have  had  a mandate  both  fi’om  (^hicago  and  the 
Congress  to  go  ahead  and  design  and  develo])  the  plans  for  this  new 
project. 

We  are  practically  at  a point  of  going  to  construction  thanks  to 
the  help  we  have  had. 

We  would  hope  to  go  out  for  this  this  month  or  in  early  August 
and  start  construction. 

Speaking  to  what  Senator  Cotton  said  this  morning,  this  is  instant 
constniction  rather  than  delayed  construction  if  it  can  be  kept  going. 

It  is  still  as  we  originally  reported  it,  an  18-story  building  of  170 
beds.  It  contains  about  half  in  therapy,  and  Ave  have  tAvo  programs 
at  NorthAATstern  ITniversity  Medical  School  in  our  building. 

This  AA-ould  groAv  from  25  to  110  students  per*  year. 

Senator  Magnusox.  When  you  talk  about  students,  Avhat  specific 
thing  are  ^mu  talking  about,  is  it  giving  Avork  in  rehabilitation  Avork'^ 

Is  this  in  con  junction  Avith  NortliAA’cstern? 

Mr.  Heyworth.  Yes.  They  use  our  facilities  as  a base  for  training. 

Dr.  Betts.  But  they  affiliate  from  places  all  over. 

Senator  Magxuson.  You  not  only  have  a i-ehabilitation  center  phys- 
ically, and  therapeutically,  but  you  are  tr-aining  people  avIio  can  go 
out  and  do  some  of  this  Avork  in  other  places  ^ 

Dr.  Betts.  Yes. 

Senator  Magxusox.  This  has  been  our  goal,  through  all  of  these 
appropriations,  is  more  training,  more  people,  so  Ave  can  deliA-er  better 
care  to  more  people. 

This  is  the  problem  in  the  United  States. 

Go  ahead. 

Mr.  HEYAAmRTir.  That  recommends  the  institute  more. 

We  have  a total  projection  at  the  cost  of  $26  million,  and  Ave  have 
a private  goal  of  $18.5  million  from  the  private  sector.  We 
already  have  from  this  $3.9  million  of  our  oaati  board's;  $1.6  million 
is  from  corporations.  This  adds  us  to  a total  of  $8.4  million  for  the 
private  sector,  and  then  Ave  have  our  grant  Avhich  comes  up  to  a total 
of  $11  million  so  far,  a little  moi*e  than  half. 

This  will  be  two-thirds  private  money  and  one-third  Government, 
if  we  can  keep  talking  about  the  goal  of  Federal  money,  of  $7.8  million. 

Just  to  give  you  an  example,  the  five  most  sophisticated  founda- 
tions in  Cnicago  have  averaged  some  $255,000  each.  People  like  the 
Chicago  Community  Trust,  Standai'd  Oil,  Edison,  Sears,  each  haA^e 
donated,  and  to  speak  of  the  out-of-State  influence,  the  Kresge  Foun- 
dation has  giA^en  us  $500,000.  Hill-Buiton,  Illinois,  has  been  involved 
in  this.  I cite  this  as  one  of  the  best  examples  of  cooperation  and 
teamwork  betAveen  the  private  sector  and  the  State  and  Federal 
Government. 
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We  have  wonderful  relationships  with  the  State,  with  the  Hill- 
Burton  people,  and  all  of  the  agencies  there.  We  need  to  reach  the 
one-third  goal,  one-third  portion  of  the  project,  a total  of  $7.8  million. 
Our  current  need  is  $3  million.  This  we  hope  would  be  our  final  re- 
quest of  this  committee,  and  we  make  a special  plea  this  year,  be- 
cause since  the  Vocational  Kehabilitation  Act  expires  next  June,  it 
is  unlikely  that  the  committee  will  even  consider  such  a request  in 
the  future. 

I might  say  in  closing  that  your  help,  the  Government’s  help,  has 
encouraged  and  brought  forward  this  private  sector  support,  and,  of 
course,  it  has  encouraged  us. 

We  have  been  led  to  believe  that  you  share  our  dream,  that  such  a 
leadership  facility  and  training  research,  as  well  as  patient  care  could 
be  possible,  and  it  is  very  much  needed  throughout  the  Middle  West. 

As  far  as  leadership  of  Dr.  Betts,  and  of  course,  the  support 
of  the  university  which  we  have,  which  is  totally  dedicated  to  this 
project,  it  will  contribute  very  tremendously  to  many  more  communi- 
ties than  just  Chicago,  and  to  improve  and  better  distribute  more 
efficient  care  to  many,  many  people,  that  is  our  goal. 

That  is  our  story.  We  appreciate  the  opportunity  of  speaking 
to  you. 

Senator  Magnusox.  We  have  a figure,  and  this  is  from  HEW  in 
1971,  the  grants  total  $3,590,000  that  will  be  awarded  for  construction. 
No  new  funds  are  proposed  for  1972  under  section  12.  I mean  for 
construction. 

Mr.  Heyworth.  We  are  hoping  the  committee  will  consider  putting 
funds  into  section  12  and  hopefully  not  just  for  this  one  project,  but 
also  for  other  rehabilitation  facilities,  which  of  course  have  not  had 
money  in  construction  for  some  2 years,  but  we  are  speaking  for  this 
project,  the  $3  million  be  added  into  section  12. 

Senator  Magxuson.  Well,  now,  what  money  have  you  received 
under  the  Hill-Burton  Act  ? 

]\Ir.  Heyworth.  Officially,  only  $279,000,  that  is  1 year,  but  they 
have  indicated  in  the  next  3 years  that  they  will  in  accordance  with 
whatever  appropriations  they  have,  that  they  will  hopefully  get  up 
to  $1.1  million  total. 

Senatoi’  Magxuson.  In  other  words,  they  have  suggested  that  they 
might  be  able  to  put  in  over  a period  of  4 years  $1.1  million  ? 

Mr.  Heyworth.  Right. 

Senator  Magnuson.  And  last  year  we  included  an  amount  of  $1,750,- 

000  in  tlie  appropriation  for  construction  of  rehabilitation  facilities 
under  section  12,  and  we  are  advised  that  the  amount  appropriated 
will  be  available  for  construction  project  of  the  Institute  of  Chicago? 

Ml-.  Heyworth.  Right. 

Senator  Magxusox.  I have  no  further  questions. 

Senator  Cotton.  I think.  Mr.  Chairman,  it  should  be  indicated  last 
year  Senator  Percy  was  right  behind  us  every  minute  for  this  project. 
If  my  recollection  is  correct,  the  funds  were  not  put  in  by  the  full 
committee.  When  it  reached  the  floor.  Senator  Percy  was  almost  dis- 
traught because  that  day  he  had  to  be  absent  on  some  commitment 
out  of  the  town,  and  the  chairman  and  I,  we  were  to  represent  him. 

1 think  we  represented  him  fairly  successfully. 

Senator  Percy.  Yes,  you  did. 
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Senator  Coi'I’On.  But  as  I recall,  while  the  bill  was  still  open  to 
amendment,  just  before  the  third  reading,  I offered  the  amendment 
and  the  chairman  accepted  to  take  it  to  conference,  and  it  was  a million 
and  a half. 

Now,  my  recollection  is  that  we  stated  on  the  floor  that  the  Senator 
from  Illinois  was  seeking  $3  million,  but  that  we  thought  we  would 
give  him  a half  a loaf  this  year,  meaning  last  year. 

Now,  that  does  not  mean  that  we  are  committed  for  this  year,  but 
it  was  an  implied  commitment  that  we  go  half  way,  that  we  would 
consider  giving  an  equal  amount  this  year,  and  that  is  my  recollection. 

Senator  Magnuson.  I recall  that  is  correct. 

Senator  Percy.  Mr.  Chairman,  I have  two  questions.  I just  would 
like  to  know  if  contact  has  been  made  with  HEW  and  the  Office  of 
Management  and  Budget,  and  Avhy  did  they  not  include  funds  in  the 
request  that  was  sent  down  to  us. 

Mr.  Heywortii.  They  have  been  contacted,  and  they  have  given 
strong  verbal  support,  but  I think  it  goes  back  to  what  the  President’s 
budget  does  not  include  any  construction  money  at  all. 

Senator  Percy.  And  my  hist  question,  you  indicated  you  are  still 
staying  right  on  target,  so  far  as  your  estimated  costs  are  concerned, 
considering  inflationary  pressures  that  we  have  had. 

If  the  project  is  delayed,  if  you  have  to  stretch  it  out,  is  that  going 
to  mean  that  you  cannot  hold  to  your  cost  estimates  ? 

Mr.  Heyworth.  The  current  escalation  of  costs  is  one-quarter  of  a 
million  dollars  per  month.  That  is  how  bad  it  is. 

Senator  Percy.  So  we  are  not  just  talking  about  the  hundreds  of 
patients  who  are  waiting  to  be  admitted  to  the  Institute,  but  we  are  also 
talking  about  added  costs  ? 

Mr.  Heyworth.  That  is  correct. 

Senator  Magnuson.  Thank  you  both  very  much. 

LETTER  OF  DR.  VIRGINIA  APGAR,  THE  NATIONAL  FOUNDATION 

Senator  Magnuson.  Dr.  Virginia  Apgar,  Vice  President  for  Medi- 
cal Affairs  of  the  National  Foundation  has  written  concerning  sup- 
port for  the  rubella  immunization  program  in  which  the  committee  is 
deeply  interested.  I will  insert  Dr.  Apgar’s  letter  in  the  record. 

( The  letter  follows : ) 
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The  National  Foundation 

FRANKLIN  D.  ROOSEVELT.  FOUNDER 
1275  MAMARONECK  AVENUE,  WHITE  PLAINS,  NEW  YORK  10605 
9 14  428-7100 


BASIL  O’CONNOR 

PRESIDENT 

VIRGINIA  APGAR.  M.D..  M.P.H. 

VICE  PRESIDENT-MEDICAL  AFFAIRS 

July  16,  1971 


The  Honorable  Warren  G.  Magnus on 
United  States  'Senate 
Washington,  D.C.  20510 

Dear  Senator  Magnus on: 

May  I convey  to  you  and,  to  the  entire  membership  of  the  Senate 
Committee  on  Appropriations  our  views  concerning  the  question  of  federal 
support  for  the  conduct  of  rubella  (German  Measles)  immunization  programs. 

On  June  30,  1969,  shortly  after  the  licensing  of  the  rubella 
virus  vaccine,  I testified  on  this  subject  before  the  Senate  Committee  on 
Labor  and  Public  Welfare.  Some  further  observations  may  now  be  appropriate 
since  your  Committee  currently  is  considering,  among  related  matters,  that 
portion  of  the  budget  of  the  Department  of  Health,  Education,  and  Welfare 
which  provides  for  the  expenditure  of  $13.5  million  in  grants  to  the  states, 
under  section  314E  of  the  Partnership  for  Health,  for  the  purchase,  administration 
and  evaluation  of  rubella  virus  vaccine  during  the  fiscal  year  1972. 

As  you  may  know,  the  interest  of  The  National  Foundation-March  of 
Dimes  in  immunization  extends  back  to  1938,  the  year  in  which  this  organization 
was  founded  by  Franklin  D.  Roosevelt  to  lead  the  fight  against  poliomyelitis, 
a fight  which  culminated  successfully  in  the  Salk  and  Sabin  vaccines.  Since 
1958  The  National  Foundation  has  been  pursuing  programs  of  research,  education 
and  service  directed  toward  the  prevention  and  amelioration  of  birth  defects 
which  affect  some  250,000  infants  in  the  United  States  each  year.  The  licensing 
of  the  rubella  virus  vaccine  in  1969  represented  a major  advance  in  birth  defects 
prevention  since  maternal  infection  by  that  virus  early  in  pregnancy  has  been  a 
significant  cause  of  such  defects. 

The  last  epidemic  of  rubella,  in  1964,  caused  an  estimated  50,000 
abnormal  pregnancies,  consisting  of  about  30,000  fetal  deaths  and  some  20,000 
liveborn  infants  with  serious  birth  defects.  Thousands  of  the  survivors  of 
that  epidemic,  having  reached  school  age  with  cataract  or  glaucoma,  severe 
hearing  loss,  congenital  heart  disease,  psychomotor  retardation,  and  other 
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defects,  now  have  created  an  unprecedented  demand  for  special  education  and 
rehabilitative  services.  The  incidence  of  rubella  is  cyclical;  epidemics  tend 
to  strike  at  irregular  intervals  of  six  to  nine  years. 

To  prevent  a recurrence  of  this  tragedy  The  National  Foundation  for 
the  past  two  years  has  been  assisting  health  departments  throughout  the  country 
to  foster  public  and  professional  acceptance  of  the  rubella  vaccine.  That 
assistance  has  included  the  production  and  distribution  of  tens  of  millions  of 
leaflets  and  flyers  (samples  enclosed),  the  reprinting  and  circulation  of 
articles  for  physicians  and  other  health  professionals,  the  provision  of  volun- 
teer manpower  to  assist  at  public  clinics,  and  the  organization  of  meetings  and 
symposia.  The  National  Foundation  also  initiated  a program  of  cooperation  among 
other  voluntary  agencies  to  encourage  optimal  use  of  the  rubella  vaccine. 

To  a significant  degree,  these  voluntary  efforts  have  enabled  the 
rubella  vaccination  program  to  move  forward  rather  impressively.  At  present, 
approximately  55  per  cent  of  the  "target”  population  of  children  aged  one  to 
twelve  has  been  vaccinated  against  the  disease.  This  population  group  constitutes 
the  principle  vehicle  for  virus  circulation  and  for  the  infection  of  pregnant 
women.  While  this  record  of  progress  constitutes  a signal  achievement,  it 
probably  is  not  enough  to  insure  against  another  epidemic  of  rubella.  Our  hope 
is  that  continued  campaigns  by  public  health  departments  and  voluntary  agencies 
will  rapidly  achieve  a sufficiently  high  level  of  immunization  to  suppress  dis- 
semination of  the  virus  in  the  community  and  thereby  eliminate  congenital  rubella 
as  a public  health  problem. 

It  is  my  view,  however,  that  a much  more  intensive  effort  will  be 
required  to  achieve  that  goal  because  preschool  children  constitute  the  bulk  of 
the  unvaccinated,  susceptible  population.  It  is,  of  course,  much  more  difficult 
to  reach  preschool  children  than  school-age  children  in  immunization  programs 
because  the  former  are  not  "captive"  and  consequently  often  need  to  be  vaccinated 
outside  of  organized  settings.  The  National  Foundation  is  determined  to  redouble 
its  activities  to  cope  with  this  problem. 

In  view  of  the  potential  difficulties,  however,  I am  especially 
concerned  that  federal  support  for  rubella  vaccination  programs  be  maintained  at 
a level  sufficient  to  insure  swift  completion  of  those  programs  before  the  onset 
of  the  next  rubella  epidemic.  Accordingly,  I appeal  to  the  Committee  to  approve 
at  the  very  least  the  $13.5  million  requested  for  this  program.  I would  not  urge 
this  action  on  the  Committee  unless  I felt  sure  that  The  National  Foundation  and 
its  volunteers  throughout  the  nation  would  rally  to  assist  public  health  depart- 
ments in  this  most  critical  phase  of  the  rubella  vaccination  program.  Adequate 
federal  funding  will  enable  this  partnership  of  government  with  the  voluntary 
sector  to  go  forward  toward  the  elimination  of  congenital  rubella  as  a threat 
to  unborn  babies . 


Sincerely  yours, 

Virginia  Apgar,  M.D.,  M.P.H. 
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LETTER  OF  DR.  JAY  A.  NADEL,  SCHOOL  OF  MEDICINE,  UNIVERSITY  OF 

CALIFORNIA 

Senator  Magnuson.  Also,  for  the  record,  is  a letter  from  Dr.  Jay 
A.  Nadel  of  the  University  of  California  containing  pertinent  in- 
formation regarding  NIH  training  grants, 

(The  letter  follows:) 
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Apri 12,  1971 


The  Honorable  Warren  G.  Magnuson 
Chairman, 

Subcommittee  on  Appropr i ati ons  for  Labor  and 
We  I fare 

The  United  States  Senate 
Washington,  D.C. 

Dear  Mr.  Magnuson: 

I am  writing  to  you  to  appeal  to  you  to  prevent  the  deletion 
of  the  $23  million  from  the  National  Institutes  of  Health  Training 
Grants  which  is  part  of  the  1971 “72  budget,  since  I realize  that 
this  deletion  requires  the  approval  of  the  House  of  Representatives 
and  the  Senate.  The  reason  for  my  appeal  is  as  follows: 

In  I 9^9>  +he  Administration  suggested  that  stipends  for  Trainee 
supported  by  National  Institutes  of  Health  Training  Grants  be  replaced 
by  loans.  Because  of  the  serious  effect  this  might  jiave  on  the 
personnel,  Mr.  Robert  Finch  stated  in  a memorandum  to  President 
Nixon  (December  I9,  19^9),  ”1  don't  want  to  make  this  serious  a 
move  without  more  information  that  we  now  have"  and  he  recommended 
"that  we  continue  the  present  training  programs  for  the  time  being 
and  immediately  begin  a study  to  find  answers".  The  Administration 
then  requested  the  NIH  to  make  an  intensive  study  of  its  training 
programs,  their  need,  and  various  methods  of  funding  them.  This 
review  which  has  been  undertaken  by  the  Bureau  of  Social  Sciences 
Research  is  scheduled  for  completion  in  late  summer  of  1971-  In 
spite  of  these  recommendations.  President  Nixon  then  submitted  his 
1972  budget  to  Congress  and  deleted  almost  $23  million  from  the  NIH 
budgets  for  the  present  training  programs.  Thus,  the  budget  has 
deleted  funds  from  the  training  programs  at  the  same  time  a review 
is  being  undertaken  by  the  government!  The  purpose  of  this  shift 
in  funds  is  unclear,  but  some  individuals  have  suggested  that  the 
funds  will  be  shunted  back  to  the  deans  of  medical  schools  to  give 
"maximum  flexibility".  The  exact  purposes  of  the  $23  mi  I I ion  deletion 
is  not  clear,  but  no  change  should  be  allowed  until  the  review  by 
the  Bureau  of  Social  Sciences  Research  is  completed  in  the  summer 
of  1971-  Furthermore,  I believe  that  it  would  be  a tragic  mistake 
to  have  the  funds  for  training  programs  at  a local  level.  The 
National  Institutes  of  Health  peer  review  program  has  been  out- 
standing over  a 23 -year  period,  and  I am  sure  that  the  Administrators 
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of  a 100  medical  schools  working  separately  cannot  provide  the 
same  quality  of  judgments  as  the  peer  review  system. 

If  the  deans  of  our  medical  schools  need  funds  to  strengthen 
weak  programs  in  their  schools,  should  these  funds  come  from  a 
separate  appropriation  of  new  money,  or  be  taken  from  training 
programs  now  supported  by  the  NIH?  I believe  that  removing  more 
and  more  funds  from  the  peer  review  system  will  result  in  overall 
mediocrity  throughout  the  country,  with  fewer  and  fewer  centers 
of  excellence  for  the  training  of  the  faculty  and  biomedical 
research  personnel.  This  then  will  lead  to  poorer  teaching  in 
medicine,  and  wi  I I not  accomp I i sh  our  national  goals.  I do 
believe  that  some  of  our  medical  schools  need  funds  to  strengthen 
their  weak  programs,  but  I think  that  serious  consideration  should 
be  given  before  these  critical  decisions  are  made.  Furthermore, 

I do  not  believe  that  they  should  be  taken  from  good  well  received 
programs  such  as  the  training  programs  of  the  National  Institutes 
of  Health.  These  National  Institutes  of  Health  training  programs 
have  funded  the  training  of  faculty  members  of  the  medical  schools 
throughout  the  United  States,  and  are  key  to  continued  excellence 
of  our  faculties  in  medical  schools. 

For  all  of  these  reasons,  I implore  you  not  to  approve  the 
recommended  $23  million  deletion  from  the  NIH  Training  Grants 
of  the  I97l~72  budget.  If  you  disagree  with  my  opinion,  I would 
be  grateful  for  information  concerning  your  reasons. 


Radiology 
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STATEMENT  OF  DR.  LUTHER  L.  TERRY,  VICE  PRESIDENT  OF  MEDI< 
CAL  AFFAIRS  AT  THE  UNIVERSITY  OF  PENNSYLVANIA 

NATIONAL  LIBRARY  OF  MEDICINE 

Senator  Magnuson.  We  will  hear  from  Dr.  Luther  L.  Terry,  former 
Surgeon  General  of  the  Public  Health  Service.  Glad  to  see  you,  Luther. 

Dr.  Terry.  Thank  you  very  much,  Mr.  Chairman,  members  of  the 
committee. 

I am  Dr.  Luther  Terry,  vice  president  of  medical  affairs  at  the  Uni- 
versity of  Pennsylvania. 

I realize  that  the  subject  matter  w<hich  I am  discussing  with  you 
today  is  a relatively  small  item  in  terms  of  the  HEW  budget ; never- 
theless, it  is  one  that  I think  needs  considerahle  attention  in  terms  of 
our  medical  communication  and  dissemination  of  knowledge;  there- 
fore, I would  like  to  speak  to  the  appropriation  for  the  National 
Library  of  Medicine. 

I wish  to  thank  you  for  this  opportunity  to  appear  before  you  today 
in  order  to  bring  to  your  attention  the  needs  of  the  National  Library 
of  Medicine. 

You  may  recall  that  when  I was  Surgeon  General  of  the  Public 
Health  Service,  I not  only  served  as  an  ex-officio  member  of  the  Board 
of  Pogents  of  the  National  Library  of  Medicine,  but  it  was  during  my 
term  that  the  Medical  Library  Assistance  Act  was  passed  in  1965. 

After  leaving  office,  I served  a 4-year  term  on  the  advisory  com- 
mittee to  the  National  Library  of  Medicine,  which  had  the  respon- 
sibility for  reviewing  applicants  for  regional  medical  libraries  and 
for  resource  grants. 

In  addition,  I am  on  the  advisory  committee  of  the  mideastern  re- 
gional medical  library,  and  have  been  deeply  involved  in  improving 
our  biomedical  libraries  at  the  University  of  Pennsylvania. 

It  is  for  these  reasons  that  I have  a deep  and  continuing  interest  in 
our  medical  library  system,  and  it  is  in  this  regard  that  I wish  to  speak 
to  you  today. 

I have  studied  the  President’s  request  for  funds  for  fiscal  year  1972 
for  the  National  Library  of  Medicine,  and  I can  state  without  any 
reservations  whatsoever  that  this  represents  a totally  inadequate  sum. 

As  you  know,  there  has  been  no  significant  change  in  the  budget  for 
the  National  Library  of  Medicine  for  several  years,  not  even  a cost-of- 
living  increase.  If  we  compare  the  actual  1971  appropriation  with  that 
lieing  requested  for  1972,  we  find  an  increase  of  approximately  2 
})ercent. 

My  knowledge  of  the  National  Library  of  Medicine  and  its  programs 
permits  me  to  state  that  an  increase  of  between  $3  and  $4  million  is 
absolutely  necessary  if  the  National  Library  of  Medicine  is  to  play  the 
significant  role  that  it  must  in  contributing  to  the  health  of  this 
country. 

The  communication  of  up-to-date  information  to  physicians  and 
other  health  workers  is  an  essential  ingredient  in  improving  health 
care. 

These  programs  benefit  the  people  of  this  country  by  providing 
health  professionals  access  to  medical  knowledge.  Kesearch  break- 
throughs are  meaningless  to  the  average  citizen  unless  this  new  knowl- 
edge becomes  a part  of  the  health  delivery  system. 
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I would  also  like  you  to  keep  in  mind  that  if  a research  effort  is  to  be 
greatly  increased,  as  is  being  proposed  for  cancer,  more  communica- 
tion is  necessary. 

This  means  that  the  information  available  in  libraries  is  used  more, 
and  the  new  information  resulting  from  the  increased  research  effort 
also  must  be  communicated. 

Similarly,  Congress  is  encouraging  the  increased  training  of  physi- 
cians, dentists,  nurses,  and  other  health  personnel. 

This,  too,  places  an  increased  burden  upon  the  medicine  libraries. 

As  I have  already  indicated,  an  across-the-board  increase  of  $3  to  $4 
million  is  needed  by  the  National  Library  of  Medicine. 

Time  does  not  permit  me  to  discuss  each  operation  of  the  library ; 
therefore,  I shall  limit  my  remarks  to  the  extramural  programs. 

For  the  extramural  programs  of  the  National  Library  of  Medicine, 
the  President  has  requested  approximately  $6  million  for  fiscal  year 
1972.  This  is  approximately  the  same  amount  as  was  appropriated  in 
1971. 

The  actual  difference  is  a truly  insignificant  $100,000.  In  1972,  in 
my  opinion,  the  National  Library  of  Medicine  extramural  programs 
require  an  increase  of  at  least  $1  million ; and,  if  we  are  to  be  realistic, 
these  programs  really  need  an  increase  of  about  $2  million. 

I will  attempt  to  summarize  my  position  and  leave  with  you  a docu- 
ment which  goes  into  more  detail. 

The  magnitude  of  the  job  can  be  understood  by  the  incredible  fact 
that  scientists  in  all  fields  are  now  generating  knowledge  that  is  pub- 
lished in  approximately  60,000  journals  of  which  19,100  are  related 
to  medicine. 

Clearly,  no  one  can  cope  with  anywhere  near  that  mountain  of 
publications. 

We  must  attempt  to  solve  the  problem  of  delivering  the  right  in- 
formation to  the  people  who  need  it. 

Six  specific  assistance  programs  are  authorized  under  the  Medical 
Library  Assistance  Act  of  1965  and  the  3-year  Extension  Act  of  1970. 

These  are  resources,  research,  training,  publications,  regional  med- 
ical libraries,  and  special  scientific  projects. 

I would  like  to  provide  a brief  explanation  of  each  and  to  stress 
the  importance  of  the  programs  which  these  increased  funds  would 
support. 

Again,  I urge  you  to  remember  that  while  I speak  of  training  li- 
brarians or  supporting  library  resources  or  regional  libraries,  I am 
really  describing  the  support  mechanisms. 

What  I am  requesting  is  that  you  provide  adequate  support  so  that 
we  can  improve  the  current  methods  of  transferring  information,  and 
at  the  same  time  develop  new  and  better  methods. 

The  extramural  programs  attempt  to  strengthen  and  improve  the 
current  institutions  by  providing  medical  information  through  two 
separate  but  closely  related  programs : regional  medical  libraries  and 
library  resource  grants. 

In  terms  of  our  national  system,  we  concede  our  medical  library 
system  as  being  a triangle ; or  if  you  wish  to  have  a third  dimension,  at 
which  we  have  the  base  of  the  community  libraries,  where  they  are  in 
the  hospitals,  and  other  such  institutions,  medical  institutions;  and 
then  we  have  the  regional  medical  library,  of  which  there  are  10  lo- 
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catcd  throughout  the  United  States;  and  then  at  tlie  same  time  there  is 
the  National  Library  of  Medicine. 

The  National  Library  of  Medicine  is  located  in  Hethesda,  and  it 
serves  a very  impoitant  role,  l)ut  1 think  it  is  obvious  it  cannot  serve 
the  country  fi‘om  that  one  installation. 

Now,  the  two  proo*rams  of  NLM  strive  to  provide  the  cui-rent  infoi'- 
mational  needs  of  all  liealMiworkers  in  tlie  Nation. 

We  can  thiidv  of  the  Nation's  health  information  resources  as  a 
triangle — at  the  base  are  the  hospital  libraries  and  similar  librai'ies 
which  are  the  primary  resource  for  the  Ijealth worker.  (These  libraries 
are  supported  by  resoui’ce  g)-ants.) 

Above  this  base  are  the  regional  medical  libi-aries  providino-  backu}) 
support  to  individuals  and  institutions  within  the  geograpTiic  area. 

Finally,  there  is  the  National  Library  of  Medicine  which  pi*ovides 
service  to  the  entire  Nation. 

The  National  Librai-y  of  Medicine  surpasses  all  other  existing  medi- 
cal libraries  in  the  world.  It  is  without  cpiestion  the  most  complete 
source  of  information  on  medical  and  health  knowledge,  but  this 
library  is  in  the  lUashington  area. 

The  mechanism  that  actually  brings  the  resources  of  the  National 
Library  of  Medicine  to  the  entire  country  is  the  regional  network. 
This  network  includes  the  National  Library  of  Medicine  and  tihe  fol- 
lowing 10  regional  libraries:  Nev/  England  region,  Boston;  New  York 
region,  New  York;  Mideastern  region,  Philadelphia;  east-central 
region,  Detroit;  Southeastern  region,  Atlanta,  Midwest  region,  Chi- 
cago; midcontinental  region,  Omaha;  south-central  region,  Dallas; 
Pacific  Northwest  region,  Seattle;  Pacific  Southwest  region,  Los 
Angeles. 

Each  of  the  regions  is  interconnected,  and  all  are  connected  to  the 
National  Library  of  Medicine. 

Doctors  and  health  professionals  throughout  the  Nation  have  access 
to  this  national  collection  as  well  as  to  the  services  and  resources  of 
the  regional  medical  libraries  located  geographically  nearest  to  them. 

A single  request  for  a periodical  or  a book  on  interlibrary  loan  may 
cost  up  to  $8  to  process.  A more  complicated  request  for  a computer 
search  of  the  relevant  literature  may  cost  the  library  $50. 

These  modern  library  services  give  the  busy  physicians  quick  and 
easy  access  to  the  information  needed. 

May  I give  you  an  idea  of  the  extensive  use  of  the  medical  litera- 
ture analysis  and  retrieval  system  (Medlars)  demand  search  ? 

There  were  20,000  searches  provided  last  year.  One  of  our  ob- 
jectives is  the  ability  to  handle  the  expanding  number  of  requests, 
either  by  Medlars  or  by  AIM-TWX.  (A  search  of  the  abridged  index 
medicus  activated  by  teletype  terminals  connected  to  the  telephone 
network. ) 

For  this,  we  must  have  adequate  funding  for  a larger  number  of 
Medlars  orientation  programs  that  would  reach  research  scientists, 
physicians,  and  allied  health  workers  in  every  geographic  area. 

The  regional  medical  libraries  must  also  provide  orientation  semi- 
nars for  both  the  professional  and  nonprofessional  librarians  in  small 
community  hospitals  and  university  medical  schools  across  this 
country. 
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It  will  be  the  librarians  in  many  instances  who  will  provide  the 
doctor  with  accessibility  to  library  techniques  such  as  Medlars,  AIM- 
TWX,  Di  al  Access,  and  other  systems. 

In  my  o])inion,  the  $2  million  being  requested  for  this  program  in 
1972  should  be  increased  to  approximately  $2.5  million. 

As  I mentioned  earlier,  the  i-esource  grants  program  is  also  intended 
to  provide  health  science  information  to  the  health  worker. 

The  purpose  of  the  resource  grant  is  to  provide  assistance  to  all  pub- 
lic and  private  noiq^rofit  health  care  institutions,  from  the  smallest 
community  hos])ital  to  the  largest  ones. 

The  librarian  usually  has  the  responsibility  to  maintain,  collect, 
and  disseminate  this  information  no  matter  how  shall  the  library  may 
be. 

Tims,  these  resource  grants  frequently  provide  a small  core  library, 
shelves  for  books  and  periodicals,  and  personnel  to  run  the  library. 

Resource  grant  funds  are  also  used  to  stimulate  a service  program 
that  will  reach  out  to  the  more  remote  areas  of  the  country  by  providing 
training  for  persons  within  the  hospital  who  are  responsible  for  main- 
taining the  library. 

Many  times,  out  of  necessity,  this  is  the  health  records  clerk  of  the 
hospital,  whose  only  knowledge  and  training  in  librarianship  comes 
as  a result  of  such  orientation  programs  usually  sponsored  by  the  re- 
gional medical  library. 

Making  such  services  available  to  health  j^ersonnel  in  these  smaller 
hos])itals  is  a goal  that  must  be  realized.  If  funds  for  resource  grants 
are  not  available,  these  services  cannot  be  provided. 

We  must  have  an  increased  appropriation  if  this  growing  demand 
is  to  be  met.  Over  the  past  several  years,  there  have  been  hundreds  of 
grant  requests  which  were  approved  but  not  funded. 

The  National  Library  of  Medicine  and  the  regional  medical  library 
network  do  not  dare  stimulate  any  more  applications  for  these  grants 
even  though  there  are  thousands  of  small  hospitals  throughout  the 
country  that  need  library  assistance  desperately. 

Again,  instead  of  about  $2  million  for  this  program,  $2.5  or  even  $3 
million  could  be  Avell  used. 

Research  and  development  projects  are  another  activity  of  the  extra- 
mural programs. 

The  funds  are  used  for  the  development  of  new  techniques  and  sys- 
tems for  information  storage  and  retrieval.  There  are  three  parts  to 
this  reseaiyh  program. 

The  first  involves  library  services;  the  second  biomedical  communi- 
cations ; and  the  third,  the  history  of  medicine  and  life  sciences. 

This  program  has  only  $600,000  requested  for  1972.  Another  $100,- 
000,  at  least,  is  needed. 

Another  aspect  of  the  research  program  is  the  publication  program. 

Publications  supported  by  the  program  are  of  high  scientific  merit 
and  of  such  specialized  subject  matter  that  they  cannot  be  financed  by 
commercial  publishers. 

Support  is  provided  for  preparation  and  publication  of  abstracts, 
bibliographies,  handbooks,  critical  reviews,  monographs  and  transla- 
tions for  healtli  scientists,  educators,  and  practitioners. 

Examples  of  funded  projects  include  reviews  of  recent  research  on 
environmental  health  and  substances  toxic  to  man;  assistance  for  a 
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new  periodical  to  provide  needed  information  on  nutrition  education 
to  field  workers  in  areas  of  malnutrition,  the  development  of  a manual 
of  community  medicine  for  use  by  physicians  in  remote  or  relatively 
underdeveloped  regions,  and  experimental  or  innovative  publications 
to  improve  and  promote  self-instruction  by  medical  students. 

Current  trends  indicate  continued  and  increased  need  for  the  publi- 
cations supported  under  this  program. 

There  is  a particular  need  to  assist  in  the  publication  of  reviews  and 
abstracts  and  new  knowledge  of  health  and  disease,  especially  trans- 
plantation, anticancer  drugs,  mental  health,  and  biomedical  communi- 
cations. 

About  $300,000  is  requested  for  publications,  another  $150,000,  in 
my  opinion,  should  be  added. 

Finally,  the  extramural  programs  provide  for  the  training  of  li- 
brarians and  other  information  specialists.  The  training  programs  are 
essential  for  the  modern  librarian  who  must  use  computers,  high  speed 
telecommunications,  MEDLARS,  dial  access,  and  other  methods. 

Only  with  these  tools  and  expert  training  can  the  librarian  provide 
the  doctor  with  the  information  that  he  needs. 

Today  the  term  “medical  librarian”  or  “information  specialist”  as- 
sumes modern  technological  skills  well  beyond  these  persons  trained 
in  the  traditional  uses  of  a card  catalog  or  a decimal  system  for  the 
indexing  of  books. 

The  modern  library  requires  highly  sophisticated  specialists  who 
know  the  medical  terminology  as  well  as  the  science  of  information 
exchange. 

Such  specialists  facilitate  the  flow  of  knowledge  from  the  research 
scientists  to  the  physicians  and  speed  its  ultimate  use  in  the  treatment 
of  the  patient. 

To  train  such  specialists  in  adequate  numbers  requires  an  increase 
in  1972  of  at  least  $200,000. 

In  summary,  the  quality  of  health  care  is  proportional  to  knowledge 
of  the  physician  and  other  health  workers,  and  this  knowledge  must 
be  continually  updated  and  improved. 

That  is  the  function  of  the  National  Library  of  Medicine. 

The  Library,  as  I have  attempted  to  show,  needs  an  adequate  bud- 
get in  order  to  continue  the  excellent  work  for  which  it  has  justly 
become  known. 

Mr.  Chairman,  I enclose  a table  of  Minimal  Request  of  Appropria- 
tions and  Budget  Deficiencies  of  the  National  Library  of  Medicine. 

I request  it  be  placed  in  the  record  at  this  point. 

Senator  Magnuson.  Without  objection,  so  ordered. 

(The  table  follows :) 
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MINIMAL  REQUEST,  APPROPRIATIONS  AND  BUDGET  DEFICIENCIES— NATIONAL  LIBRARY  OF  MEDICINE 


Fiscal  year 
1971 
appropria- 
tion 

Fiscal  year 
1972 
President's 
budget 

Fiscal  year  1972  minimal 
requirements 

Fiscal  year  1972  optimal 
requirements 

Activity 

Amount 

Increase 

Amount 

Increase 

Extramural  programs  (medical 
library  assistance): 

Training 

Special  scientific  projects 

Research 

Library  resources 

Regional  medical  libraries 

Publications  support . 

..  $1,000,000 
5,000 

590.000 
..  2,205,000 
..  1,912,000 

280.000 

$1,000,  000 
95,  000 
600,  000 
2, 105,  000 
2,  002,  000 
290,  000 

$1,200, 000 
95,  000 
650,  000 
2,  505,  000 
2, 102,  000 
340, 000 

$200,  000 

50,  000 
400,  000 
100,  000 
50,  000 

$1,  200,  000 
95,000  . 
750,  000 
3,  000,  000 
2,  500,  000 
500, 000 

$200,  000 

150,  000 
895,  000 
498,  000 
210, 000 

Subtotal 

..  5,992,000 

6,  092,  000 

6,  892,  000 

800,  000 

8,  045,  000 

1,953,000 

Intramural  programs  (direct 
operations): 

Lister  Hill  National  Center  for 
Biomedical  Communications... 
National  Medical  Audiovisual 

Center 

Library  operations 

Toxicology  information .. 

Review  and  approval  of  grants... 
Program  direction.. 

..  1,370,000 

..  2,023,000 
..  8,016,000 
..  1,237,000 
665,000 
..  2,133,000 

1,  398,  000 

2, 127,  000 
8, 125,  000 
1,237, 000 
704,  000 
2, 298,  000 

1,  898,  000 

2. 237. 000 
8, 425,  000 

1.437.000 
704,000  . 

2.298.000  . 

500. 000 

200. 000 
300,  000 
200,  000 

1,  898,  000 

2. 327. 000 
8, 425,  000 
1,  737,  000 

704,000  . 

2.298.000  . 

500. 000 

200,  000 

300. 000 

500. 000 

Subtotal 

..  15,444,000 

15, 889,  000 

17,  089,  000 

1, 200, 000 

17, 389, 000 

1,  500, 000 

Total 

..  21,436,000 

21,981,000 

23, 981,000 

2,  000, 000 

25, 434,  000 

3, 453,  000 

REGIONAL  MEDICAL  LIBRARIES 

Mr.  Chairman,  the  table  outlines  the  appropriation  for  1971,  and  the 
President’s  budget  for  1972,  the  minimal  requirements  for  1972,  and 
then  the  optimal  requirements. 

Senator  Magnuson.  Where  are  the  regional  medical  libraries  lo- 
cated ? 

Doctor  Terry.  In  some  of  these  areas,  they  are  located  in  medical 
schools  and  other  areas,  they  are  located  in  organizations  like  the  Col- 
lege of  Physicians  in  Philadelphia,  and  they  are  doing  a great  job,  and 
they  are  the  system  into  which  the  smaller  libraries,  individual  li- 
braries feed  and  get  the  information  without  going  all  the  way  to  the 
National  Library  of  Medicine,  unless  one  has  to. 

They  are  also  interconnecting,  and  I think  one  of  the  things  that  is 
distressing  us  is  in  terms  of  the  funds  available,  and  the  programs  that 
have  been  developed,  even  with  the  very  small  increase  recommended 
in  the  President’s  budget. 

Actually  it  will  result  in  a cutback  in  the  services  of  the  regional 
medical  libraries  for  next  year  if  the  amount  recommended  by  the  ad- 
ministration is  appropriated,  and  then  I would  like  to  mention,  Mr. 
Chairman,  that  funds  are  needed  for  all  of  these  programs  outlined  in 
the  table,  it  is  extremely  valuable  to  have  all  of  these  sort  of  resources 
so  that  these  very  highly  technical  publications  are  available.  There  are 
publications  that  could  not  get  published  which  could  be  made  available 
to  our  community. 
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Senator  Magnuson.  At  one  time,  I do  not  know  whether  you  were 
down  there,  but  at  one  time  we  liad  some  })rob]em  with  getting  any 
money  at  all  for  translations. 

Is  that  in  this  program  now  ? 

Doctor  Terry.  I believe  it  is,  and  I would  like  to  point  this  out,  Mr. 
Chairman,  I have  restricted  my  comments  to  the  extramural  program. 

Admittedly,  intramural  program,  it  is  very  important,  and  we  can- 
not have  any  substantive  extramural  program  without  the  intramural 
program,  and  without  a good  intramural  program,  and  I have  certain- 
ly endorsed  the  thing  set  down,  but  since  these  matters  have  been  dis- 
cussed by  the  staff  of  the  library,  and  in  such  detail,  with  the  commit- 
tees of  the  Congress,  and  I did  not  dwell  on  that,  but  I would  certainly 
support  these  increases  as  indicated  here. 

I would  like  to  say  in  that  respect,  Mr.  Chairman,  in  arriving  at  my 
recommendations,  I have  consulted  with  the  staff,  the  National  Library 
of  Medicine,  with  our  regional  medical  libraries,  and  with  several  of 
our  friends,  involved  in  medical  library  systems  in  other  areas  of  the 
country,  and  on  the  basis  of  my  basic  general  knowledge  of  the  subject, 
and  the  information  that  I have  been  able  to  get  from  these  sources, 
I have  arrived  at  these  recommendations,  which  I take  full  responsibil- 
ity for,  but  I think  they  are  rational  and  reasonable. 

Senator  Cotton.  I sat  on  this  committee  long  years  with  Senator 
Lister  Hill,  and  if  he  were  here,  he  would  be  endorsing  your 
recommendations. 

Dr.  Terry.  I do  not  think  there  is  any  doubt  about  that. 

He  was  extremely  wise  in  terms  of  this  Avhole  area,  and  he  gave 
strong  support  in  the  area  of  medical  information  and  of  medical 
pommunication. 

In  addition  to  that,  I do  not  think  I would  make  such  a proposal 
if  Senator  Hill  were  here  without  checking  it  out  with  him  first. 

Senator  Cotton.  He  would  probably  say  it  was  not  enough. 

We  thank  you. 

Dr.  Terry.  Thank  you  very  much. 

I appreciate  the  opportunity  to  appear  before  you  today,  Mr. 
Chairman. 

Senator  Cotton.  Thank  you  very  much  for  your  appearance. 

STATEMENT  OF  DR.  EDWARD  W.  LOWMAN,  AMERICAN  CONGRESS 
OF  REHABILITATION  MEDICINE 

REHABILITATION  OF  THE  DISABLED 

Senator  Cotton.  We  will  now  hear  from  Dr.  Edward  W.  Lowman 
of  the  American  Congress  of  Rehabilitation  Medicine. 

Dr.  Lowman.  Thank  you  very  much,  Mr.  Chairman. 

First  let  me  express  my  appreciation  for  the  privilege  of  appearing 
before  your  committee  today. 

I am  Dr.  Edward  W.  Lowman,  clinical  director  of  the  Institute  of 
Rehabilitation  Medicine  and  professor  of  rehabilitation  medicine  at 
the  New  York  Lhiiversity  School  of  Medicine. 

iSIy  testimony  today  is  on  behalf  of  the  American  Congress  of  Re- 
habilitation Medicine,  of  which  I am  a past  president. 
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I am  hei-e  to  offer  the  views  of  our  organization  on  several  critically 
important  items  in  this  year’s  budget  for  the  social  and  rehabilitation 
service  of  the  Department  of  Health,  Education,  and  Welfare. 

The  American  Congress  of  Rehabilitation  Medicine  was,  for  many 
yeare,  primarily  an  organization  of  physicians  specializing  in  physical 
medicine  and  rehabilitation. 

In  the  last  few  years,  the  American  Congress  of  Rehabilitation 
Medicine  has  changed  its  structure,  its  membership  and  its  broad 
objectives,  so  that  it  now  is  a multidisciplinary  organization  whose 
members  come  from  the  many  professions  which  make  up  the  rehabil- 
itation team  in  the  care  of  disabled  patients. 

In  the  medical  rehabilitation  field,  the  scientific  body  is  the  Ameri- 
can Academy  of  Physical  Medicine  and  Rehabilitation,  composed  of 
physicians  who  are  board  certified  members  of  the  specialty  of  physical 
medicine  and  rehabilitation. 

It  has  been  the  privilege  of  the  American  Congress  of  Rehabilitation 
Medicine  to  be  a part  of  the  growth  of  rehabilitation  work  for  the 
disabled  in  this  country  for  nearly  50  years. 

We  will  observe  the  50th  anniversary  of  the  organization  in  1973, 
We  have  been  actively  involved  in  the  marked  advances  that  have 
taken  place  in  the  last  15  years. 

A major  element  in  those  advances  has  been  the  work  of  the  Con- 
gress and  of  this  subcommittee  in  particular,  which  has  given  an  excel- 
lent demonstration  of  public  and  voluntary  cooperation  by  the  Federal 
Government,  the  States^  and  the  private  programs  and  facilities  in 
rehabilitation. 

As  a result,  there  has  been  a remarkable  increase  in  the  numbers 
of  disabled  people  restored  to  activity  and  employment  in  recent  years. 

In  addition,  because  of  research  gains,  we  are  able  today  to  rehabil- 
itate large  numbers  of  severely  disabled  people  for  whom  we  could 
offer  little  or  nothing  20  years  ago. 

One  of  the  major  reasons  why  rehabilitation  programs  have  grown 
in  both  size  and  effectiveness  is  the  fact  that  the  Federal  Government, 
starting  some  15  years  ago,  very  wisely  created  by  law  the  five  essential 
elements  for  healthy  advancement  of  such  programs  in  both  the  public 
and  private  sectors. 

In  doing  this,  they  gave  to  the  Federal  rehabilitation  agency,  and 
those  who  cooperate  with  the  agency,  the  basic  tools  that  must  be 
working  together  in  unison  to  make  such  a national  effort  suceed. 

These  five  elements,  which  I Avish  to  discuss  with  you  in  terms  of  the 
appropriations  for  the  coming  year,  are : Services  to  the  disabled,  re- 
search, professional  training,  construction  of  facilities,  and  special 
effort  projects. 

SERVICES  TO  THE  DISABLED 

The  Federal -State  program  of  vocational  rehabilitation  is  one  of 
the  vital  links  in  this  country’s  effort  to  restore  disabled  people.  The 
State  agencies  secure  from  our  members  and  their  programs  and  insti- 
tutions a large  volume  of  specialized  services  for  the  disabled. 

We  have  been  disappointed  to  see  the  funds  for  the  basic  program 
held  to  token  increases  in  the  budget  for  the  coming  year. 

The  sniall  increase  for  the  coming  year  probably  will  mean  an  actual 
decrease  in  the  amount  of  services  they  can  provide.  We  hope  the  com- 
mittee will  favorably  consider  a larger  amount. 
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RESEARCH 

The  reductions  proposed  in  reliabilitation  research  are  a matter  of 
real  concern  to  us.  A substantial  amount  of  the  research  presently 
underway,  and  planned  for  the  near  future,  is  conducted  by  members 
of  the  American  Congress  of  Eehabilitation  iMedicine.  Much  of  the 
literature  providing  new  knowledge  and  new  procedures  in  restor- 
ing the  disabled  reflects  the  work  done  in  projects  supported  by  the 
research  program  of  the  Social  and  Rehabilitation  Service. 

The  reduction  of  $1,692,000  proposed  for  the  research  project  grant 
program  probably  will  mean  that  no  new  starts  will  be  made,  or  ex- 
tremely few. 

There  are  very  promising  young  research  people  being  attracted  into 
the  rehabilitation  field  these  days  and  in  many  ways  they  represent 
the  future  of  advanced  rehabilitation  work  for  the  disabled.  We  can- 
not keep  them  if  the  prospects  of  support  for  their  investigations 
are  dim. 

The  budget  for  the  special  rehabilitation  research  and  training  cen- 
ters has  been  held  to  about  the  same  reduced  level  as  before.  Normal 
increases  in  operating  costs  are  steadily  reducing  the  capabilities  of 
these  special  centers. 

Of  the  11  medical  R.  & T.  centers,  with  which  we  are  most  familiar, 
most  have  not  yet  reached  the  point  of  full  development  which  was 
envisioned  for  them  when  they  were  established. 

These  centers  represent  one  of  our  greatest  opportunities  to  achieve 
major  gains  in  new  scientific  knowledge,  and  in  working  out  new 
methods  of  using  trained  teams  of  experts  to  master  the  i:>roblems  of  the 
severely  disabled  patient. 

They  are  the  only  units  we  have  in  which  the  full  resources  of  major 
' medical  centers  are  brought  into  the  research  effort  in  exploring  new 
approaches  to  disability. 

The  teaching  program  of  these  centers  also  w’ould  be  adversely 
affected  by  such  a reduction. 

Mr.  Chairman,  the  American  Congress  of  Rehabilitation  Medicine 
urges  that  the  committee  approve  at  least  $15  million  for  these  cen- 
ters, and  that  you  give  serious  consideration  to  a planned  program  of 
increases  which  will  permit  these  research  programs  to  expand  and 
thus  give  us  a constant  flow"  of  new^  information  to  use  with  our  dis- 
abled patients. 


PROFESSIONAL  TRAINING 

It  is  difficult  to  convey  to  the  committee  the  damage  that  wull  re- 
sult if  the  proposal  to  reduce  the  funds  for  training  rehabilitation 
personnel  is  accepted  by  the  committee. 

Frankly,  the  prospect  of  a 47-percent  cut  in  these  funds,  from  the 
present  level  of  $27.7  million  to  a little  over  $13  million,  is  enough  to 
thoroughly  discourage  the  entire  rehabilitation  effort  in  this  country. 

The  membership  of  the  American  Congress  of  Rehabilitation  Medi- 
cine includes  most  of  the  professional  and  technical  people  that  are 
represented  in  this  training  program. 

We  think  w^e  are  reasonably  expert  in  terms  of  the  need  for  trained 
people  in  the  hospital  rehabilitation  departments,  the  rehabilitation 
centers,  the  special  facilities,  and  the  programs  wdiere  our  members 
work  each  day. 
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Mr.  Chairman,  we  already  are  faced  with  shortages  of  people. 

Me  need  more  of  them,  not  less,  just  to  meet  today’s  situations.  This 
training  program  has  been  the  salvation  of  the  rehabilitation  effort 
in  this  ccuntT‘y  during  the  past  10  or  15  years;  it  has  made  possible  the 
growth  of  rehabilitation  j^rograms  to  meet  the  sharply  rising  needs. 
Mlien  the  training  program  started  in  1955,  there  were  only  55  resi- 
dencies available  in  physical  medicine  and  rehabilitation. 

Last  year  there  were  561.  In  1960  we  had  only  428  board  certified 
specialists  in  physical  medicine  and  rehabilitation.  Now  there  are  more 
than  850. 

In  every  other  one  of  the  rehabilitation  professions — in  occupational 
therapy,  physical  therapy,  speech  and  hearing,  prosthetics  and  orthot- 
ics,  in  rehabilitation  nursing  and  many  others — the  same  results  have 
occurred,  and  the  major  reason  for  this  growth  has  been  the  federally 
supported  training  iDrogram. 

There  is  no  other  provision  for  assistance  in  this  training. 

For  example,  the  SRS  training  program  is  the  sole  source  of  Fed- 
eral support  to  help  train  resident  physicians  in  physical  medicine  and 
rehabilitation. 

It  is  the  only  support  available  to  provide  undergraduate  instruc- 
tion in  the  principles  of  rehabilitation  for  medical  students. 

I want  to  express,  as  strongly  as  I can.  the  importance  of  the  com- 
mittee's decision  on  funds  for  this  training  program. 

The  immediate  effect  of  such  a reduction  will  be  chaos  in  many  of 
the  schools  which  now  are  our  only  source  of  trained  manpower  for 
the  rehabilitation  professions  and  technical  staffs. 

It  will  mean  no  new  students  to  begin  their  training  this  fall — and 
if  that  happens,  there  will  never  be  a way  to  make  up  for  the  people 
lost.  It  will  seriously  jeopardize  completion  of  training  for  students 
already  in  school. 

In  a longer  view,  the  pi-oposed  reduction  raises  a basic  question  as 
to  the  Government’s  intention  in  the  coming  years. 

If  the  training  program  is  to  be  closed  out,  will  other  forms  of 
Federal  assistance  in  rehabilitation  be  closed  out  too? 

Mr.  Chairman,  I earnestly  ask  the  committee  to  restore  the  training 
funds  to  the  1971  level. 

CONSTRUCTIOX  OF  FACILITIES 

In  the  last  feiv  years  the  Federal  funds  for  construction  of 
rehabilitation  centers,  workshops  and  special  facilities  have  been 
extremely  small. 

The  program  under  Hill-Burton,  which  has  a special  category  for 
rehabilitation  facilities,  has  been  most  helpful,  yet  the  amount  of 
funds  in  any  State  has  remained  so  low  that  construction  of  any  size 
has  been  beyond  the  reach  of  that  program. 

Back  in  1965  the  Congress  authorized  a construction  jirogram  under 
the  Vocational  Rehabilitation  Act. 

Each  year  it  has  been  funded  at  only  a fraction  of  the  amounts 
authorized.  While  there  may  have  been  a need  at  one  time  to  dis- 
courage all  construction  as  an  anti-inflationary  measure,  it  seems  to 
us  that  such  a period  is  past  and  that  dozens  of  delayed  construction 
projects  that  are  urgently  needed  by  i*ehabilitation  organizations 
across  the  country  should  be  assisted  in  the  1972  appropriation. 
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SPECIAL  EFFOPvT  PROJECTS 


There  always  is  a need  for  special  ty])es  of  pi-oject  grants  wliicli 
enable  the  Federal  agency  to  move  against  special  problems  in  the 
rehabilitation  field. 

The  act  makes  provision  for  sevei'al  such  programs.  These  encourage 
both  public  and  ])rivate  agencies  to  coopei  ate  witli  the  Federal  Gov- 
ernment in  launching  coordinated  progi'ams  of  new  sei*\  ices,  or  reach- 
ing groups  of  disabled  people  that  have  had  little  oi-  no  service  in 
the  past. 

The  American  Congress  of  Rehabilitation  Medicine  hopes  that  the 
committee  will  give  its  appioval  to  funds  for  as  many  of  these  special 
effort  project  programs  as  possible. 

Comment:  It  has  been  oiii-  experience  that  the  rehabilitation  pro- 
grams of  this  country  have  rendered  one  of  the  most  valuable  services 
the  country  enjoys. 

The  concept  of  helping  those  who  are  in  the  most  difficult  circum- 
stances, who  face  complex  problems  not  encountered  by  most  people, 
who  are  disadvantaged  in  often-overwhelming  ways,  has  been  at  the 
heart  of  the  rehabilitation  philosophy  for  more  than  50  yeai*s. 

The  vast  majority  of  us  in  rehabilitation  today  are  giving  particular 
attention  to  the  problems  of  disability  among  minority  groups,  among 
the  poor,  and  among  the  disadvantaged  generally. 

Studies  have  shown  quite  clearly  that  among  the  poor,  disability 
is  far  more  prevalent  than  among  the  population  generally. 

There  is  a great  need,  therefore,  to  make  sure  we  have  the  resources 
to  do  what  obviously  must  be  done  to  restoi’e  more  disabled  disadvan- 
taged people  to  active  lives. 

The  methods,  the  personnel,  the  facilities,  the  costs  are  the  same  as 
are  required  for  dealing  with  disability  in  any  group. 

There  are  no  shortcuts  in  rehabilitating  them,  any  more  than  there 
are  among  any  of  our  people. 

They,  like  disabled  people  everywhere,  deserve  this  chance  to  become 
interested,  active  parts  of  their  communities  and  to  live  their  lives  as 
working,  self-sufficient  men  and  women. 

This,  Mr.  Chairman,  is  what  we  are  trying  to  do — and  this  is  why 
we  are  asking  you  to  approve  the  funds  needed  to  make  sure  this  work 
does  not  get  lost  in  the  shuffle  of  the  many  pressing  ]iroblems  which 
you  and  the  committee  must  consider. 

Senator  Cotton.  The  New  York  University  Center  not  only  treats 
patients,  but  it  trains  personnel  for  treating  patients? 

Dr.  Lowman.  Yes. 

Senator  Cotton.  And  it  also  acts  as  a forum  for  consideration  of 
improvements  ? 

Dr.  Lowman.  Yes,  sir;  that  is  correct.  I have  gotten  into  that  in 
my  statement.  Senator. 

Now,  Mr.  Chairman,  I would  like  to  mention  that  I have  been  in  the 
field  of  rehabilitation  medicine  since  1943,  when  I was  in  the  Navy, 
so  I have  seen  it  grow. 

Wlien  the  board  was  established  in  1947,  we  had  no  specializations 
at  that  time  and  no  training  programs  in  rehabilitation  medicine.  The 
teaching  programs,  for  example,  have  spread  to  more  than  60  medical 
schools  for  undergraduates,  and  many  of  them  for  post-graduate 
training  physicians. 
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There  were  like  55  openings  for  residents  to  go  into  training  in 
1955,  and  today  as  a result  of  these  programs  within  medical  schools, 
and  in  these  centers,  there  are  over  500  openings  for  physicians  in 
residency  training. 

The  service  programs  have  also  increased  through  the  years. 

To  get  to  specifics,  we  are  quite  disturbed  at  the  budget  that  is  cur- 
rently proposed  for  SKS,  and  this  is  what  I am  speaking  to  today, 
of  HEW,  the  amount  of  money  appropriated  for  services  for  patients, 
to  pay  for  the  rehabilitation  of  the  disabled,  so  they  can  get  back  to  a 
productive  life,  and  become  taxpayers  again,  it  is  a proposal  of  $15 
million,  and  this  will  not  even  take  care  of  present  needs,  and  in  my 
opinion,  it  will  really  represent  a decrease  in  services. 

In  New  York  State  last  year  we  ran  out  of  money  and  for  2 months 
we  had  a moratorium  on  service  to  vocational  rehabilitation  clients. 

This  year  from  May  15  to  July  1,  there  were  no  funds,  so  if  you 
broke  your  neck,  or  had  a stroke,  during  the  6 weeks,  you  had  to  sit 
around  and  wait,  until  some  more  money  became  available  July  1 in 
order  to  receive  services. 

The  spiraling  costs  of  hospital  care,  obviously  to  everyone  it  is  well 
known.  I do  not  know  where  it  ends. 

Kehabilitation  services  are  considerably  cheaper  than  general  hos- 
pital care,  and  at  the  Ihiiversity  Hospital  at  New  York  I hiiversity,  the 
average  cost  is  $188  a day,  whereas  at  the  Institute,  rehabilitation  is 
$125  a dav,  but  this  $125  represents  a 18-percent  increase  over  the  last 
year,  and  the  18-percent  increase  is  all  in  salaries,  and  79  percent  of  our 
budget  is  in  salaries,  and  when  the  organized  labor  organization  people 
go  out  on  strike  and  empty  the  hospital  out,  and  you  settle,  and  you 
settle  for  68-percent  increase,  this  ends  up  18  percent  in  your  cost,  so 
when  you  are  talking  about  an  increase  for  funds  for  services  to  the 
disabled,  it  really  is  not  shortchanging  the  disabled  in  my  opinion. 

The  other  item  which  concerns  me  deeply  is  the  research  line  item, 
research  and  demonstration. 

It  is  reduced  by  something  over  a million  dollars  from  its  present 
level,  which  is  inadequate,  and  I think  when  we  are  talking  about  re- 
search, we  should  reallv  look  at  it  with  some  sort  of  the  perspective 
that  the  field  of  rehabilitation  medicine  is  so  tremendously  broad  and 
with  the  disciplines  that  are  involved,  that  the  need  for  research  is 
very  broad,  and  when  you  talk  about  $28  million,  you  are  talking  about 
money  that  will  be  divided  up  for  research  within  something  like  10 
categories,  which  I will  not  list  here,  so  there  is  really  very  little  money 
for  research  in  medical  rehabilitation  problems. 

Ilnless  we  can  improve  the  delivery  of  medical  care  as  related  to 
rehabilitation,  we  are  not  going  to  shorten  or  improve  the  kind  of 
result  we  will  get. 

There  has  been  no  allocation  of  funds  for  new  research  since  May 
of  1970,  so  that  new  research  has  lain  aside  since  that  time. 

We  at  New  York  Ihiiversitv  are  very  fortunate  in  that  we  have 
some  research  funds  which  I will  talk  about  shortly,  but  we  also  have 
factors,  such  as  a generous  endowment  from  a gentleman  which  has 
made  it  possible  for  us  to  have  some  leeway  in  order  to  carry  on  our 
research.  As  a matter  of  fact,  it  is  in  excess  of  80  percent  of  our 
total  research  budget,  but  others  across  the  country  are  not  so  for- 
tunate. and  there  are  many  good  research  projects  in  the  field  of  medi- 
cal rehabilitation  which  cannot  be  activated  for  the  lack  for  funds. 
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I would  think  at  least  this  $28  million  figure  ought  to  he  $30  mil- 
lion, $31  million,  to  give  ushroader  leeway. 

There  are  many  things  we  know  very  little  about,  and  we  do  need 
this  research.  We  know  practically  nothing  about  cerebral  circulation. 
If  you  have  a stroke  there  must  be  some  way  that  you  can  save  some 
tissue,  at  least  a gray  zone  of  tissue,  which  is  not  completely  de- 
stroyed, but  which  has  some  propensity  for  recuperating.  We  have 
proof  techniques  only  for  measuring  circulatory  cerebral  circulation, 
SO  you  have  no  modus  operanda  for  determining  that. 

We  have  had  that  research  fund  through  a foundation  in  memory 
of  a former  patient,  who  was  a patient  at  the  Institute  with  a stroke, 
but,  again,  across  the  country,  this  is  not  true,  and  there  is  a crying 
need  for  research  in  these  areas,  and  I might  say,  that  research  lias 
paid  off  in  the  research  and  training  area. 

Our  policy  with  research  and  training  with  the  research  funds  in- 
volved in  the  research  and  training  grant  has  been  to  use  it  as  seed 
money,  to  try  to  get  a project  going,  and  see  whether  it  had  merit,  and 
then  try  to  sell  this  to  a foundation,  to  an  individual,  or  to  one  of 
the  NIH  groups,  to  then  pick  it  up  as  a full-blown  ongoing  project, 
and  then  turn  moneys  over  to  another  project,  to  get  this  seeded  and 
evaluated. 

Senator  Cotton.  What  is  the  RT  area  ? 

Dr.  Lgwman.  Research  and  training. 

Now,  an  example  of  this  has  been  the  use  of  oxygen  in  the  treatment 
of  ulcers.  This  has  proven  most  effective,  and  it  is  not  a clinical  prac- 
tice, and  the  instrumentation  being  used  in  any  hospital  across  the 
country  in  the  area  of  training,  when  we  look  at  the  iT-percent  cut  in 
training  funds,  it  is  just  really  incredible. 

This  stretches  across  the  board,  and  you  must  see  this  in  perspective. 

It  starts  with  the  medical  schools,  and  the  teaching  within  medical 
schools  has  resulted  in  this  great  growth  in  the  number  of  residencies 
available  for  training  of  physicians,  and  I wish  you  could  see  what 
was  going  on  at  the  Institute  right  now  at  New  York  University. 

We  have  one  group  of  under-privileged  children,  many  of  them 
handicapped,  but  not  necessarily  selected  because  of  their  handicap, 
high  school  children,  spending  8 weeks,  as  Dr.  Betts  said  in  his  area, 
to  expose  them  to  health  careers,  hoping  they  would  go  into  a health 
career. 

We  have  a second  group  of  college  students  who  will  go  on  in  college, 
but  hopefully  on  in  a higher  bracket  of  health  career,  such  as  a graduate 
nurse,  or  physical  therapist  or  one  of  the  established  independent  pro- 
fessional groups. 

We  have  a group  of  medical  students  spending  8 weeks  in  rehabilita- 
tion, getting  exposure,  seeing  what  can  be  done  in  rehabilitation 
medicine,  hopefully,  to  get  them  interested  in  going  into  a specialty, 
and  this  at  least  gives  them  some  background  knowledge  so  they 
will  know  how  to  handle  that  patient  when  they  are  out  in  practice. 

We  have  54  physicians  in  training,  and  I should  say  that  since  the 
establishment  of  the  research  and  training  programs,  which  NYU  was 
the  first  in  research  and  teaching  programs,  20  percent  of  the  psychia- 
trists have  specialized  in  the  field  of  rehabilitation  in  this  country  were 
trained  at  NYU. 
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Of  the  foreign  physicians  trained  in  this  country,  and  there  are 
great  numbers  of  these,  as  you  know,  they  are  staying  in  this  country 
now  because  of  the  change  of  immigration  laws  and  statutes.  50  percent 
are  trained  aJt  this  university,  and  after  a broad-training  program, 
they  stay  in  this  country  to  work,  so  that  when  you  talk  about  training, 
you  are  talking  about  a very  broad  area  of  commitment,  and  it  reaches 
to  the  physical  therapy  school,  the  occupational  therapist,  and  so  on, 
and  there  are  some  300  institutions  across  the  country  involved  in 
some  of  these  progorams,  so  that  is  why  I say  we  should  be  seeing  a $10 
million  increase  in  training  funds  which  is  what  actually  could  be. 
used  profitably. 

We  also  have  to  realize  that  this  field  is  very  young,  and  although 
having  grown,  it  is  still  too  short  of  personnel. 

There  are  only  700  physicians  in  this  country  who  have  been  certified, 
and  there  are  another  600  internists,  orthopedics,  who  are  doing  reha- 
bilitation, but  have  their  own  specialties,  so  we  have  1,300  physicians 
alone,  and  it  was  anticipated  by  the  Joint  Commission  on  Education 
that  we  would  need  3,500  podiatrists  alone  by  1972,  and  7,500  by  1975, 
and  this  realtive  shortage  applies  across  the  board  in  all  of  the  various 
elements  which  are  needed  in  this  rehabilitation  process. 

Finally,  we  were  really  strained  in  delivery  of  services,  prior  to 
medicare  and  medicaid,  but  now  that  medicare  and  medicaid  is  avail- 
able for  most  of  the  population  beyond  65,  it  is  impossible,  and  now 
everyone  is  talking  of  health  insurance  for  everyone,  and  I can  tell 
you,  we  will  not  by  any  means  be  able  to  deliver  rehabilitation  services, 
and  under  that  type  of  umbrella  coverage,  unless  trainees  are  in- 
creased, it  will  be  economical  folly  to  provide  these  people  services 
which  you  cannot  deliver,  or  which  will  be  delivered  in  such  poor 
quality,  that  your  investment  Avill  be  a very  poor  one. 

Finally,  to  support  Dr.  Betts  on  construction,  there  is  need  for 
construction.  I know^  that  the  economy  has  been  tight,  but,  again,  you 
have  to  have  the  facilities  to  deliver  services  as  well  as  the  people 
to  deliver  the  services,  and  there  is  need  for  construction  in  most  areas 
of  the  country. 

I appreciate  very  much  the  opportunity  to  talk  to  you. 

Senator  Magnuson.  I have  no  questions. 

Thank  you  very  much. 

STATEMENT  OF  DR.  ABRAHAM  B.  BERGMAN,  DIRECTOR  OF  OUT- 
PATIENT SERVICES  AT  CHILDREN’S  ORTHOPEDIC  HOSPITAL 
AND  MEDICAL  CENTER,  AND  ASSOCIATE  PROFESSOR  OF 
PEDIATRICS  AND  HEALTH  SERVICES  AT  THE  UNIVERSITY 
OF  WASHINGTON  IN  SEATTLE 

ACCIDENT  PREVENTION  AND  EMERGENCY  HEALTH  SERVICES 

Senator  Magnuson.  We  will  now  hear  from  Dr.  Abraham  B.  Berg- 
man, director  of  Outpatient  Services  at  Childrens  Orthopedic  Hos- 
pital and  Medical  Center,  and  associate  professor  of  pediatrics  and 
health  services  at  the  University  of  Washington  in  Seattle. 

Dr.  Bergman.  Thank  you  very  much,  Mr.  Chairman. 

My  name  is  Abraham  B.  Bergman.  I am  a physician  specializing  in 
the  care  of  children.  I am  director  of  Outpatient  Services  at  Children’s 
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Orthopedic  Hospital  and  Medical  Center  and  associate  professor  of 
pediatrics  and  health  services  at  the  University  of  Washington  in 
Seattle. 

I am  also  a member  of  the  Injury  Control  Advisory  Committee  of 
the  Department  of  Health,  Education,  and  Welfare,  a body  that  has 
not  met  since  September  of  1969. 

I am  appearing  before  this  subcommittee  for  the  third  year  in  a row 
to  draw  your  attention  to  a problem  that  has  been  tragically  neglected 
by  the  Department  of  Health,  Education,  and  Welfare.  Namely,  ac- 
cident prevention  and  provision  of  emergency  health  services  in  the 
United  States. 

SCOPE  OF  THE  PROBLEM 

Accidental  injuries  account  for  approximately  105,000  deaths  per 
year  in  the  United  States. 

Throughout  school,  early  work  years,  and  early  days  of  marriage, 
a person  in  the  United  States  is  more  likely  to  die  from  an  accident 
than  from  any  other  cause,  and  throughout  life  as  a whole,  accidents 
are  outranked  as  a cause  of  death  only  by  the  cardiovascular  diseases 
and  by  cancer. 

One  person  in  four  in  the  United  States  annually  suffers  an  injury 
of  sufficient  severity  to  require  medical  care  or  to  cause  at  least  1 
day  restriction  of  activity. 

An  estimated  $16  billion  per  year  is  spent  in  the  United  States  as 
a result  of  injuries  involving  medical  and  hospital  costs,  lost  days  of 
work  or  school,  and  property  damage. 

This  adds  up  to  an  average  cost  of  about  $70  for  every  man,  woman, 
and  child  in  the  country. 

The  accident  victim  is  the  largest  user  of  our  general  hospital  beds, 
tying  np  2 million  for  an  estimated  20  million  bed  days  per  year. 

About  80,000  man-years  are  spent  yearly  applying  the  scarce  skills 
of  medical  and  paramedical  personnel  to  victims  of  accidental  injury. 

It  has  been  estimated  that  by  effective  application  of  existing  knowl- 
edge, 40  percent  of  accidental  injuries  could  be  prevented,  resulting  in 
a savings  of  40,000  lives,  20  million  injuries,  and  $6%  billion  per  year. 

Application  of  cost  effectiveness  analytical  procedures  haA-e  showm 
that  injury  control  activities  result  in  higher  ratios  of  benefit  than  any 
other  health  programs  so  measured. 

Existing  knoAvledge  in  modification  of  enAuronment,  the  redesign 
of  hazardous  products  and  education,  and  code  enforcement  to  bring 
about  reasonable  changes  in  human  behavior  can  be  utilized. 

Given  the  potential  of  injury  control,  the  parcity  of  effort  along  these 
lines  is  .startling  and  disconraging. 

Injury  control  and  research  is  simply  “not  fashionable”  in  scientific 
circles.  There  are  only  a feAv  scientists  capable  of  conducting  research 
on  injuries,  nor  is  there  much  interest  in  scientific  institutions  in  pre- 
paring individuals  for  such  Avork. 

Little  or  no  teaching  on  injuries  takes  place  in  schools  of  medicine 
other  than  some  learning  on  Iioav  to  cope  Avith  their  results.  Fcav  in- 
diAuduals  Avorking  in  public  health  are  involA^d  in  injury  control.  A 
partial  explanation  for  this  dismal  picture  lies  in  the  fact  that  there 
is  no  poAverful  lay  lobby  highlighting  the  injury  problem  before  the 
American  people. 
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There  is  not  much  public  relations  appeal  in  preventing  accidents. 

Eecently  at  a large  childreirs  liospital,  the  case  of  a young  child  was 
discussed  who  had  retained  a heart  transplant  for  a month  before 
dying.  There  was  much  enthusiasm  expressed  by  the  surgeons  and 
immimologists  who  had  accomplished  this  tremendous  feat.  They  are 
all  ready  to  try  again. 

Not  surprisingly,  no  mention  was  made  of  the  heart  donor.  He  hap- 
pened to  be  a healthy  youngster  riding  in  the  back  seat  of  a car  travel- 
ing at  10  miles  per  hour  when  it  was  struck  at  an  intersection.  He  Avas 
not  in  his  seat  belt.  Both  children  should  be  alive — but  consider  the 
attention  being  devoted  to  cures  A^ersus  the  attention  given  to  pre- 
vention. 

It  is  sad! 

EMERGENCY  HEALTH  SERVICES 

Linked  to  the  problem  of  accident  prevention  is  the  medical  care 
and  transportation  provided  for  Auctims  of  accidents  or  acute  illness. 

It  is  estimated  that  35,000  heart  disease  victims  die  every  year  for 
lack  of  proper  emergency  care. 

In  my  OAvn  community,  thanks  to  the  action  of  this  committee,  dozens 
of  liA^eshave  been  saA^ed  by  specially  trained  firemen  operating  a mobile 
coronary  intensiA^e  care  unit  called  Medic  I. 

Such  programs  should  be  present  in  all  communities.  Yet,  less  than 
10  percent  of  our  hospitals  are  equipped  and  staffed  to  handle  all  med- 
ical emergencies,  and  less  than  5 percent  of  our  Nation's  ambulances 
are  manned  and  equipped  according  to  minimum  standards. 

A prominent  Seattle  City  councilAvoman  Avas  invoB^ed  in  a rela- 
tively minor  accident  Avhile  traveling  in  a neighboring  State  last  year. 
She  died  24  hours  later  because  the  emergency  facilities  in  the  area 
Avere  inadequate,  and  her  injuries  Avent  unrecognized. 

INJURY  CONTROL  IN  THE  DEPARTMENT  OF  IIEAV 

Given  the  magnitude  of  these  problems,  Avhat  has  been  the  response 
of  the  Federal  Health  establishment — one  big  yaAvn. 

There  are  a feAv  uncoordinated  injury  programs  scattered  through- 
out HEW,  none  of  them  adequately  funded. 

There  are  absolutely  no  grant  or  contract  funds  available  for  neAV 
accident  prevention  research  projects,  and  the  very  feAv  scientists  Avho 
Avere  receiving  support  for  injury  research  training  have  either  had 
their  grants  reduced  or  abolished. 

Actually,  there  aatis  a good  accident  prevention  program  put  to- 
gether in  the  Public  Health  Service  from  1961  through  1966,  but 
support  headed  doAvnhill  since  then. 

The  real  death  knell  to  the  program  came  in  1968  Avhen  the  injury 
control  program,  as  it  Avas  then  called,  Avas  split  doAvn  the  middle. 

Responsibility  for  product  injuries  Avas  given  to  the  Food  and  Drug 
Administration;  the  EiiAuronmental  Health  Service  supposedly  took 
care  of  home  and  other  types  of  injuries.  This  may  haA^e  looked  good 
on  some  bureaucrats’  organization  chart — they  like  those  charts  Avith 
boxes  back  here  in  Washington,  D.C.,  but  there  Avere  live  human  beings 
involved. 

In  other  Avords,  if  you  broke  your  hip  in  a fall  at  home,  you  aawb 
studied  by  one  agency;  if  your  toes  Avere  chopped  off  by  a poAver 
laAvnmoAver,  you  belonged  to  another  box. 
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A good  team  was  broken  up ; morale  was  shattered.  Where  are  other 
fragments  ? 

There  is  a spinal  cord  injury  program,  and  a head  injury  research 
program  in  one  institute  out  at  OTH,  and  there  is  a trauma  research 
program  in  yet  another  institute. 

Emergency  Health  Services  are  lodged  in  the  Health  Services  and 
Mental  Health  Administration,  and  the  Poison  Control  Division,  with 
absolutely  no  budget  for  research,  is  off  in  some  cubbyhole  in  the  FDA. 

In  the  fiscal  year  1972  budget  before  you,  the  administration  has 
requested  further  reductions  in  the  budget  of  the  Bureau  of  Commu- 
nity Environmental  Management,  where  the  last  vestiges  of  the  injury 
control  program  sits. 

The  effect  of  this  budget  reduction  will  be  to  eliminate  all  injury 
control  staff  based  in  regional  offices,  sacrificing  personnel  with  many 
years  of  training  and  experience. 

Mr.  Chairman,  I wish  I could  tell  you  that  this  doAvngrading  of 
accident  prevention  and  emergency  health  services  is  the  result  of  some 
calculated  decision  at  HEW. 

That  might  make  some  sense,  albeit  diabolical.  The  real  reason,  1 
regret  to  say,  is  sheer  bureaucratic  incompetent  bungling.  Despite  ap- 
propriate lip  service,  the  Department  has  made  no  tangible  commit- 
ment to  preventive  medicine  in  general,  nor  to  accident  prevention 
specificahy.  Whenever  I inquire  about  injury  control,  I am  told  either 
that  it  is  under  study,  or  that  a decision  on  reorganization  is  just  about 
to  be  made. 

I have  seen  your  letters  to  the  last  three  Secretaries  at  HEW  urging 
that  the  pieces  of  the  accident  prevention  program  be  put  together 
again. 

These  responses  to  you  could  have  been  used  as  classic  examples  in 
the  new  book  about  the  Department  of  HEW  written  by  a young  physi- 
cian, Arthur  Levin,  called  “The  Sacrificers.”  His  thesis,  to  which  I 
fully  subscribe,  is  that  the  reaction  of  the  bureaucrats  at  HEW  to  all 
critical  letters  is  to  satisfy  the  w^riter  through  obfuscation. 

In  the  report  of  this  committee  accompanying  the  appropriations 
bill  of  1970,  issued  on  February  26,  1970,  the  following  statement  is 
made : 

Accidental  injuries  rank  as  the  fourth  leading  cause  of  death  in  the  United 
States  and  the  primary  cause  of  death  between  ages  one  and  thirty-five.  Within 
the  appropriation  recommended  for  the  Environmental  Control  Administration, 
the  committee  wishes  to  stress  the  need  for  maximum  attention  to  injury  control 
activities.  Consideration  should  be  given  to  consolidating  some  of  the  programs 
throughout  the  Department  dealing  with  various  aspects  of  accidental  injury. 
Of  major  importance,  is  establishment  of  a nationwide  epidemiologic  surveillance 
network  to  obtain  reliable  information  on  the  incident  of  injuries  and  how  they 
might  be  prevented.  Special  attention  to  preventive  measures  in  the  home  is 
particularly  important  since  each  year  there  are  24,000  accidental  deaths  and 
20  million  injuries  in  and  around  the  home. 

STUDY  OF  INJURY  CONTROL  AND  EMERGENCY  HEALTH  SERVICES 

I Tvould  point  out  to  the  committee  that  this  recommendation  has 
been  studiously  ignored. 

Actually  a thorough  study  of  injury  control  and  emergency  health 
services  was  conducted  last  year  by  a special  steering  committee  to 
which  I was  a consultant. 
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The  final  report  was  issued  in  June  of  1970,  with  a copy  forwarded 
to  this  committee.  The  steering  committee  recommended  the  pulling 
together  of  Department  programs  into  an  integrated  center  for  injury 
control  and  emergency  health  services. 

When  Surgeon  General  Jesse  Steinfeld  testified  to  this  committee 
last  year  on  August  6,  1970,  he  was  closely  questioned  by  the  chairman 
of  this  report.  He  assured  the  committee  that  the  Department  was  in 
the  process  of  implementing  the  report  and  establishing  an  appro- 
priate center  for  injury  control  and  emergency  health  services.  Not 
only  was  the  plan  shelved;  the  report  itself  was  never  made  public. 

RECOMMENDATION 

Mr.  Chairman,  the  expenses  for  medical  care  in  this  country  continue 
to  soar  with  no  apparent  increase  in  the  health  level  of  our  people.  We 
cannot  concentrate  exclusively  on  curing  every  disease  on  this  planet. 
As  you  have  pointed  out  repeatedly  through  the  years,  we  simply 
must  place  greater  emphasis  on  prevention.  I submit  that  accident  pre- 
vention is  an  appropriate  place  to  start. 

I would  urge  the  committee  to  direct  the  Department  of  HEW  to 
consolidate  all  programs  concerned  with  accident  prevention  and 
emergency  health  services  into  a single  administrative  unit  attached 
to  the  Office  of  the  Assistant  Secretary  for  Health  and  Scientific 
Affairs. 

One  million  dollars  should  be  allocated  for  the  development  costs 
of  a national  center  for  injury  control  and  emergency  health  serv- 
ices. This  sum  is  a tiny  one  in  the  face  of  a monumental  problem  but 
a start  must  be  made  somewhere.  The  Department  has  not  shown 
the  leadership ; this  committee  must  act. 

I would  like  now  to  briefly  comment  on  two  other  items  in  the  ap- 
propriations bill,  funds  for  Maternal  and  Child  Health  and  for  the 
National  Health  Service  Corps. 

MATERNAL  AND  CHILD  HEALTH  SERVICES 

Mr.  Chairman,  we  frequently  state  that  children  in  the  United 
States  are  our  greatest  natural  resource,  yet  our  efforts  on  their  behalf 
prove  we  do  not  mean  what  we  say. 

Although  children  under  the  age  of  15  constitute  approximately  37 
percent  of  our  population,  they  receive  less  than  5 percent  of  the 
Federal  health  dollar. 

Several  enormously  successful  programs  are  currently  operated 
by  the  Maternal  and  Child  Health  Service  of  HEW,  but  they  are 
woefully  underfunded.  The  most  important  of  these  is  Crippled  Chil- 
dren’s Services  which  came  into  being  in  1935  with  the  Social  Security 
Act. 

This  program  operates  in  all  of  our  States,  on  a matching  basis,  and 
covers  the  cost  of  care  of  some  children  with  crippling  conditions. 

The  problem  is  than  less  than  10  percent  of  children  who  would  be 
medically  and  financially  eligible  for  care  under  the  program  can  1^ 
covered  due  to  financial  limitations. 

Also  there  is  sfreat  disparity  from  State  to  State  in  cases  covered. 
In  the  State  of  Washington,  for  example,  children  with  cancer  and 
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cystic  fibrosis  are  excluded  even  though  these  terrible  diseases  wipe  out 
the  financial  resources  of  all  but  the  most  wealthy  family. 

In  a survey  of  handicap]:)ed  children  in  Washington  State  con- 
ducted by  the  Washington  State  Society  of  Pediatrics,  it  was  found 
that  some  children  bom  with  too  much  fluid  on  the  bi*ain  are  being 
denied  an  operation  which  could  relieve  that  pressure  and  prevent 
mental  retardation  because  the  operation  is  not  covered  under  Crippled 
Children’s  Services. 

Mr.  Chairman,  I believe  there  are  more  than  80  proposals  for  na- 
tional health  insurance  now  before  Congress.  Such  distinguished  legis- 
lators as  Senator  Long  and  Congressman  Mills  believe  that  a national 
health  insurance  bill  will  emerge  in  the  next  year  or  two  and  that  it 
will  contain  at  least  protection  against  catastrophic  illness. 

I should  like  to  remind  the  members  of  this  committee  that  you 
have  Avithin  your  power  to  promptly  implement  a catastrophic  illness 
program  for  children  without  additional  authorizing  legislation  (with 
the  exception  of  authorization  limits),  through  the  mechanism  of 
funding  Crippled  Children’s  Services. 

I urge  the  committee  to  appropriate  $825  million  for  maternal  and 
child  health  activities,  an  increase  of  $90  million  over  the  President’s 
request. 

NATIONAL  HEALTH  SERVICE  CORPS 

Finally.  I would  like  to  support  the  Department’s  budget  request 
of  $10  million  for  the  National  Health  Service  Corps. 

As  the  members  of  this  subcommittee  Avell  know,  this  is  an  exciting 
and  innovative  program  directed  toward  alleviating  shortages  of  phy- 
sicians in  rural  and  urban  areas. 

The  new  law  was  sponsored  by  the  chairman  of  this  committee  and 
passed  unanimously  by  the  Senate  last  year  which  serves  as  a tribute 
to  the  continuing  vital  leadership  shown  by  Congress  in  the  health 
field.  This  program,  once  initiated,  should  serve  to  inspire  a host  of 
needed  innovations  in  American  health  policy. 

Senator  Magnuson.  Thank  you  for  your  fine  statement. 

Let  me  say  that  we  are  going  to  proceed  to  review  the  Product  Safety 
Act  starting  next  week. 

Dr.  Bergman.  That  is  very  good,  Mr.  Chairman. 

I Avould  like  to  point  out,  Mr.  Chairman,  thanks  to  the  efforts  of 
this  committee,  we  have  a good  mobile  intensive  care  unit  in  Seattle, 
where  heart  attack  victims  are  resuscitated,  and  I know  personally 
many  lives  have  been  saved  by  this  program.  There  is  no  excuse  why 
this  tvpe  of  program  should  not  be  made  available  in  every  part  of 
the  United  States. 

Senator  Cotton.  I am  someAvhat  shocked  to  read  the  second  para- 
graph of  your  statement,  Avhere  you  say: 

I am  also  a member  of  the  Injury  Control  Advisory  Committee  of  the  Depart- 
ment of  Health,  Education  and  Welfare,  a body  that  has  not  met  since  September 
of  1969. 

What  Avas  the  reason  for  that? 

Dr.  Bergman.  It  is  complete  indifference.  This  book  has  just  come 
out  called  ‘‘The  Sacrificers”,  and  it  is  about  the  Department  of  HEW. 

I am  sure  the  Department  is  not  satisfied  with  it.  It  is  Avritten  by 
a young  man  Avho  is  a pediatrician  and  Avorked  in  the  Secretary’s  office 


2695 


for  a couple  of  years.  He  talks  about  the  fine  bureaucratic  art  in  Wash- 
ington of  doin^  a job  just  enough  to  suffice  and  satisfy  critics.  I am 
aware  the  letters  that  the  chairman  has  sent  on  the  subject  of  injury 
control  and  the  report  of  this  committee  last  year. 

Senator  Magnuson.  You  can  carry  this  even  further.  We  say  write 
specific  guidelines  in  a report,  and  we  direct  that  certain  actions  be 
taken,  and  they  do  not  happen,  particularly  with  expenditures  of 
some  moneys  in  certain  places. 

I have  a copy  of  that  book,  but  I am  going  to  wait  to  read  it  until 
after  these  hearings. 

Dr.  Bergman.  I think  the  Department  is  fortunate  that  you  will  not 
read  it  before  they  come  in. 

Senator  Magnuson.  Then  perhaps  I should  read  it  fast  before  we 
mark  up  the  bill. 

N"ow,  one  example  we  have  of  cooperation,  we  have  these  mobile 
coronary  units  that  have  been  set  up,  and  we  happen  to  have  one  back 
home,  and  the  fire  department  operates  it.  The  community  put  in  so 
much,  the  doctors  have  contributed  some  of  their  time,  they  get  on  a 
list,  and  the  city  has  contributed  so  much.  I do  not  know  how  many 
lives  it  has  saved,  just  all  kinds  of  thinofs  it  has  done,  and  the  Federal 
Government  put  in  about  $3  million  for  the  whole  country,  I believe 
it  is. 

And  then  they  say,  once  you  get  going,  we  will  skip  you,  which  they 
did,  and  I had  to  almost  go  down  there  and  sit  on  the  steps  to  get  some- 
thing like  $50,000  to  keep  that  unit  going,  and  I am  supposed  to  know 
where  to  go,  but  I did  not  know  where  to  go  when  I got  down  there. 
Thev  changed  the  signs  on  the  door,  so  if  you  are  not  there  every  day. 
you  better  watch  out,  you  will  get  lost.  I am  not  criticizing  anybody 
in  particular  down  there,  but  this  is  where  we  lose  sight  of  so  many  oJf 
these  things. 

Dr.  Bergman.  I think  some  of  the  people  who  run  the  programs 
ought  to  be  faced  with  talking  to  the  widow  of  a person  who  dies 
needlessly  of  a heart  attack. 

Senator  M.\gnuson.  It  was  $50,000 — ^that  was  all  I wanted. 

Dr.  Bergman.  There  seems  to  be  a certain  bureaucratic  callousness  of 
saying,  “Oh,  well,  let’s  just  not  make  any  fuss  about  it,”  and  with  the 
great^est  long  words  I have  ever  heard. 

Senator  Magnuson.  Well,  with  regard  to  the  Maternal  and  Child 
Health  Service,  we  will  have  to  take  a good  long  look  at  this.  In  fiscal 
1971,  there  was  a total  of  $261  million  for  the  Maternal  and  Child 
Health  Service,  and  the  budget  comes  up  with  $326  million,  but  that 
increase  is  mainly  for  family  planning  services. 

Dr.  Bergman.  That  is  correct,  sir. 

Senator  Magnuson.  Well,  we  thank  you  very  much  for  your  state- 
ment and  for  waiting  so  long. 

Senator  Cotton.  Your  observations  with  regard  to  accident  preven- 
tion to  me  are  very  startling.  I think  this  committee  will  give  it  some 
attention. 

Dr.  Bergman.  I think  the  Departrnent  could  do  well  to  take  a look 
at  the  whole  area  of  preventive  medicine  and  that  is  one  place  where  we 
could  certainly  start,  sir. 

Senator  Cotton.  I gather  you  think  it  is  even  more  important  to 
bring  these  activities  together  than  to  have  them  diffused  throughout? 
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Dr.  Bergman.  Yes,  sir,  consolidation  of  programs  within  the  Depart- 
ment is  even  more  important  than  the  amount  of  money. 

Senator  Magnuson.  Thank  you  very  much. 

Dr.  Bergman.  Thank  you,  Mr.  Chairman. 

STATEMENT  AND  STUDIES  OF  DR.  H.  H.  FUDBNBERG,  UNIVERSITY 

OF  CALIFORNIA 

Senator  Magnuson.  The  Senator  from  California,  Senator  Crans- 
ton, and  several  other  witnesses  have  spoken  about  the  work  of  Dr. 
Hugh  H.  Fudenberg  of  the  University  of  California  who  has  made  a 
study  and  is  continuing  an  analysis  of  “cost-benefit”  or  “cost-effective- 
ness” impact  of  health  research  funding.  This  is  something  we  are  all 
interested  in  and  I shall  place  in  the  record  a few  excerpts  from  ma- 
terial and  information  made  available  to  the  subcommittee  by  Dr. 
Fudenberg. 

(The  information  follows :) 


2697 


INTRODUCTION 

The  Use  of  Cost-Benefit  Analysis: 

Basically,  cost-benefit  analysis  involves  the  enumeration  of 
possible  solutions  to  a problem,  their  costs,  their  effects,  and  their 
potential  benefits.  The  present  status  of  cost-benefit  analysis  in  the 
health  field  has  been  reviewed  by  Klarman  (1).  We  can  make  fairly 
informed  statements  about  the  cost  and  effectiveness  of  some  methods 
of  treating  known  illnesses,  but  we  have  very  little  information  on  the 
cost-effectiveness  of  a program  designed  to  prevent  the  s3nnptomatic 
stage  from  every  being  reached.  However,  based  on  prospective  studies 
such  as  Framingham's,  we  can  estimate  how  certain  diseases  might  be 
prevented  and  using  the  economic  concepts  described  below  we  can 
estimate  the  benefit  of  such  a reduction.  We  then  have  an  idea  of 
how  much  it  would  be  worth  the  nation  to  spend  to  prevent  diseases’ 
in  a strictly  economic  sense.  So,  although  we  do  not  yet-  have  the 
experience  to  say  exactly  what  form  our  preventive  medicine  program 
should  take,  how  it  should  be  financed,  or  how  it  should  be  initiated, 
we  can  at  least  estimate  the  incentives  for  undertaking  such  an 
effort. 

The  Economic  Value  of  Human  Life: 

Lives  saved  and  non-fatal  illnesses  prevented  are  important  for 
comparing  the  effectiveness  of  different  programs,  but  if  one  is  to 
actually  compare  benefits  with  costs,  an  economic  measure  of  benefits 
is  needed.  A methodology  for  estimating  the  economic  value  of  human  life 
has  been  developed  by  Rice  and  others  (2,  3,  4).  Earnings  are  taken  to 
be  the  appropriate  measure  of  economic  worth  to  society,  and  the  present 
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value  of  an  individual's  expected  lifetime  earnings  is  the  indirect 
economic  cost  to  society  of  his  death.  Future  earnings  are  converted 
to  present  value  by  the  use  of  an  arbitrarily  chosen  discount  rate  such 
as  4%  or  6%.  The  discount  rate  reflects  the  fact  that  a dollar  available 
for  use  now  is  worth  more  than  a dollar  available  sometime  in  the  future, 
and  the  higher  this  discount  rate  the  lower  the  present  value  of  future 
earnings. 

The  indirect  cost  of  non-fatal  illness  is  reflected  in  earnings 
lost  until  the  individual  recovers.  Both  fatal  and  non-fatal  illnesses 
also  have  direct  costs;  these  are  the  amounts  spent  for  treatment  and 
medication. 

A discussion  of  some  of  the  shortcomings  of  this  appraoch  is  in 

order.  No  allowance  is  made  for  the  value  of  intangibles  such  as  the 

quality  of  life  or  the  cost  of  physical  suffering  or  mental  anguish 
and  thus  the  method  tends  to  underestimate  the  real  cost  of  illness. 

While  this  problem  should  be  kept  in  mind,  for  our  purposes  it  is  not 

a serious  one.  Our  estimates  of  the  benefits  of  reducing  ^^iseases  will  be 
made  somewhat  conservative,  a desirable  feature  if  one  is  arguing  that 
these  benefits  still  far  exceed  the  associated  costs,  as  we  intend  to  do. 

Another  difficulty  is  whether  an  allowance  for  an  individual's  con- 
sumption should  be  deducted  from  his  total  earnings  in  order  to  determine 
his  "net  productivity".  There  is  some  difference  of  opinion  on  this  point 
among  medical  economists,  but  we  have  taken  the  view  of  Rice,  Fein  and 
Klarman  that  no  such  deduction  needs  to  be  made.  The  reasoning  here  is 
discussed  by  Fein  (5). 


2699 


Computing  the  Economic  Benefits  of  Eradication  or  Prevention  of  Diseases; 

Given  the  numbers  of  fatal  and  non-fatal  illnesses  prevan table, 
the  computation  of  benefits  is  very  straightforward.  There  will  be 
both  direct  and  indirect  savings  associated  with  each  fatal  or  non- 
fatal  occurrence  of  diseases. 

Lacking  any  better  information,  we  will  assume  that  the  direct  cost 
per  illness  for  a given  disease  is  the  same  whether  fatal  or  non-fatal. 
Rice  (2)  gives  $2,267  Billion  as  the  direct  cost  of  all  diseases  in 
1963.  A factor  of  1.43  was  used  to  correct  1963  figures  to  1970, 
estimated  from  data  on  the  cost  of  medical  care  in  the  Statistical 
Abstract  (6). 

To  compute  the  benefits  of  disease  pceventlonr  let 

D « direct  cost  per  illness,  fatal  or  non-fatal 
* indirect  cost,  non-fatal 

Si  “ indirect  cost,  fatal 

Xj_  - number  of  non-fatal  illnesses  prevented 

Yi  «=  number  of  fatal  illnesses  prevented 

B =»  total  economic  benefit  of  prevention 

(The  subscripts  refer  to  specific  age  and  sex  groups, 
e.g.,  i=l  refers  to  males  aged  30-39). 

Then, 

B = d|  (X^  + Yi)  + iVl  + i^i^i 

where  the  siunmations  are  over  all  age  and  sex  groups,  in  our  case  five. 

The  first  term  on  the  right  side  of  the  equation  is  the  total  direct 

saving,  while  the  second  and  third  terms  are  the  indirect  savings  from 

reduced  morbidity  and  mortality,  respectively. 
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1.  The  eradication  of  poliomyelitis  resulted  directly  from  research  funds 
granted  to  determine  whether  viruses  would  grow  in  monkey  kidney.  They 
did"!.'.'  Therefore,  it  became  possible  to  grow  large  quantities  of  viral 
material  so  that  the  Salk  and  Sabin  vaccines  could  be  given  to  virtually 
all  persons  at  risk. 

Insofar  as  I can  ascertain,  economic  data  on  cost-benefit  poliomyelitis 
are  available  only  for  the  type  of  poliomyelitis  known  as  paralytic  polio- 
myelitis, and  only  for  the  years  1955-1961.  During  this  seven-year  period, 
the  use  of  Salk  vaccine  prevented  approximately  154,000  cases  of  paralytic 
polio  as  based  on  the  difference  in  incidence  during  this  period  and  the 
period  during  the  three  immediate  pre- vaccination  years  1955-1961;  of 
those  affected  during  this  period,  again  based  on  data  from  the  preceding 
three  years,  12,500  would  have  died,  14,300  would  have  experienced  no 
residual  disability;  of  the  reaminder,  36,400  would  have  been  severely 
disabled,  58,100  moderately  disabled,  and  32,700  have  suffered  only 
slight  disability. 

1)  Estimates  of  the  medical  care  costs  avoided  through  prevention  of  paralytic 
cases  during  these  seven  years  are  estimated  at  $327,000,000  based  on  hospital 
costs  at  that  time  (obviously,  much  higher  since),  length  of  hospital  stay, 
cost  of  other  services  (braces  and  appliances,  special  nursing,  physical 
therapy,  etc.) 

2)  Estimates  of  loss  of  lifetime  income,  based  on  age  at  which  morbidity  and 
mortality  occurred,  and  on  sex,  the  per  capita  lifetime  income  lost  (assuming 
100%  loss  of  income  for  deaths),  50%  for  severe  disability,  257.,  for  moderate 
disability,  and  10%  slight  disability  for  males,  and  a total  cumulative 
income;  for  males  of  $226,040,  and  for  females  of  $44,850  was  $6,389,700,000 
(for  males,  approximately  $5.1  billion,  and  for  females  1.3  billion). 

Total  Savings:  $6.7  billion  (0.3  billion  from  1)  and 

6.4  billion  from  2) 

Costs:  Purchase  of  Vaccines  $129, 80C,''000 

Physicians  Vaccination 

Fees  468,600,000 

Vaccine  Administration  13,300,000 

$611,700,000 

Vaccine  Research  and 

Field  Trials  $ 41,300,000 


Estimated  Net  Gain 
Accrued 


$6,053,000,000 
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II.  Tuberculosis: 


Data  have  been  compiled  for  the  period  1954  to  1969,  since  1954  was  the 
first  economic  year  in  which  the  control  of  tuberculosis  by  chemotherapy 
and  chemoprophylaxis  has  been  recorded.  The  data  below  represent  con- 
servative figures , since  they  are  based  on  the  following  estimates, 
which  are,  indeed,  conservative: 

(a)  average  cost  of  hospitalization  in  1954  - $15.00/day 

average  cost  of  hospitalization  in  1969  - $38.00/day. 

(b)  average  loss  of  productivity  per  hospitalized  patient 

in  1954  - $2, 000/year;  in  1969  -$4, 000/year. 

(c)  Calculated  on  data  from  the  U.  S.  Veterans  Administration  and 
the  United  States  Public  Health  Service,  the  average  per  diem 
census  in  all  hospitals  in  the  United  States  for  tuberculosis 
was  100,000.  The  figures  below  are  based  on  the  assumption 
that  the  incidence  of  new  cases  of  tuberculosis  would  have 
declined  3.5%/year  without  chemotherapy  so  that  58,600  beds  would 
have  been  occupied  in  1969  (assumption) . 

(d)  cost  of  out-patient  clinic  was  107o  of  the  cost  of  care  in  hospital 
(probably,  at  least  for  the  year  1969,  a very  excessive  estimate; 
therefore,  a conservative  estimate  as  compared  to  present  savings). 

Resulting  estimates  (in  billions  of  dollars): 

Savings  in  hospitalization  costs  $4.19  billion 

Cost  of  out-patient  care  of  non-hospital ized  patients  - .42 

1.  net  savings  on  treatment  $3.77 


2.  savings  in  decreased  loss  of  productivity  L. 20 

Estimated  Economic  Benefit  $4.96  billion 

It  is  noteworthy  that  during  this  same  period  of  time  the  Congress  of  the 
United  States  allocated  $773.1  million  (less  than  one-sixth  this  amount) 
to  the  National  Institute  of  Allergy  and  Infectious  Diseases  for  support 
and  training  in  the  area  of  all  infectious  and  immunologic  diseases. 
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III.  An  immunization  effort  against  measles  was  initiated  in  the  United  States  in 
1963;  this  again,  was  made  possible  by  the  research  which  made  large- 
scale  propagation  of  viruses  possible.  (Ender,  J.  F.  and  Peebles,  T.  C.: 
Propagation  in  tissue  cultures  of  cytopathogenic  agents  from  patients  with 
measles.  Proc.  Soc.  Exp.  Biol.  Med.,  86:  277-286,  1954.)  In  1968,  the 
estimated  number  of  measle  cases  was  250,000,  about  6%  of  the  estimated 
mean  for  the  ten-year  period  (1953-1962)  preceding  immunization. 

For  every  100,000  cases  of  measles,  100  cases  of  measles  encephalitis  can 
be  expected  to  occur;  of  these,  100,  10  will  die,  and  33  will  be  mentally 
retarded,  or  have  other  central  nervous  system  damage.  Long-term 
institutionalization  is  assumed  for  this  latter  group.  In  addition,  an 
average  of  500  more  patients  with  measles  will  develop  complication  such 
as  pneumonia,  or  otitis,  or  other  illness  severe  enough  to  warrant 
hospitalization. 

Based  on  an  estimated  mean  hospital  stay  of  14.6  days  for  encephalitis 
patients,  and  8.5  days  for  other  hospital  patients;  the  estimated  number 
of  hospital  days/100,000  cases  of  measles  is  5,710  - 1,460  for  encephalitis 
patients,  and  4,250  for  other  patients.  The  following  computation  assumes 
that  half  the  number  of  patients  not  hospitalized  were  attended  by  physicians 
(half  in  physicians'  offices,  and  half  in  patients'  homes).  (Data  from  the 
National  Center  for  Health  Statistics  indicated  that  517»  of  measles  patients 
were  medically  attended  in  1964,  and  65%  in  1963).  Other  figures  are  based 
on  data  that  hospitalized  encephalitis  patients  were  charged  $190. 00/patient 
in  1966  for  physicians'  services,  and  that  hospitalization  costs  at  short- 
stay  community  hospitals  for  non-encephalitic  acute  measles  ranged  from 
$38.91  in  1963,  upward  to  $54,09  in  1967,  and  that  hospital  costs  for 
encephalitis  patients  were  $73.00  in  1966  (Schwab,  P.  M. : Public  Health 
Reports  83:  860-966,  1968). 

The  cost  of  custodial  care  is  estimated  at  $3, 000/patient  a year  for  the 
institutionalized  patient: 

Savings  based  on  above: 

Cost  of  Immunization  ((3  $3. 00/dose  of  vaccine): 


Net  Savings: 


$531,543,000 

108,300,000 

$423,243,000 
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Savings:  (in  thousands  of  dollars) : 


Direct  Medical: 

1 . Physicians'  Services  in  Offices 

encephalitis  cases  $ 173. 

other  acute  cases  37,259. 

2.  Physicians'  Services  in  Hospitals: 

encephalitis  cases  $ 1,971. 

other  acute  cases  2,755. 

3.  Hospital  Services: 

encephalitis  cases  $ 12,359. 

other  acute  cases  17,490. 

4.  Gamma  Globulin  for  Contacts:  5,558. 


5.  Lifetime  Care  for  Mentally  Retarded;  $200,833. 


$278,398. 


Indirect-Due  to  Loss  of  Productivity: 


li  Premature  Death: 

$ 49,904. 

2.  Mental  Retardation: 

$166,433. 

3.  Work  Losses: 

$ 36,808. 

$253,145. 

In  summary,  the  basic  research  which  lead  to  the  measles  vaccine  during 
the  years  1963  to  1968  averted  9.7  million  acute  cases  of  measles,  and  3,244 
cases  of  mental  retardation.  It  also  is  estimated  to  have  saved  55,000 
hospital  days,  291,000  years  of  normal  life,  more  than  1.6  million  work  days, 
32  million  school  days  AND  $423  million.  (Incidentally,  about  90%  of  the 
savings  in  each  of  these  categories  was  realized  in  the  last  three  years- 
the  period  of  intensive  national  effort  to  eradicate  measles.) 

IV.  Other  examples  might  be  cited,  though  it  is  too  early  to  garner  meaningful 

economic  data.  For  example,  funds  awarded  to  investigate  'feedback  control' 
of  antibody  synthesis  led  to  the  introduction  of  the  use  of  minute  amounts  of 
anti-Rh  antibodies  into  Rh  negative  mothers,  eliminating  their  ability  to  make 
antibody  to  the  red  cells  of  their  fetus  when  Rh  positive  (about  85%  of  the 
time),  and  will,  within  the  next  few  years,  lead  to  the  complete  eradication 
of  hemolytic  disease  of  the  newborn  with  the  economic  savings  accruing  from 
exchange  transfusions  avoided,  doctors  costs  avoided,  and  institutionalization 
due  to  severe  brain  damage  avoided,  as  well  as  to  the  abolition  of  intra- 
uterine death  due  to  this  cause  (hydrops  fetalis). 


^an  ^randsco  0)ronide 

THE  VOICE  OF  THE  WEST 

December  17th,  1970 


Dr.  H.  Hugh  Pudenberg 
University  of  Californie, 

Medical  Center 
San  Francisco, 

California 

Dear  Hugh: 

Your  "cost-effectiveness"  study  of  the 
impact  of  research  funding  offers  a fascinating  and 
valuable  new  look  at  the  results  of  research  in  the  life 
sciences.  It  should  impress  both  the  public  and  Congress. 

I*ve  done  a lengt^^  article  on  your 
analysis,  and  coupled  it  with  some  numbers  on  NIH  funding, 
plus  some  thoughts  from  the  new  National  Academy  of 
Sciences  report. 

I would  think  it  woidd  be  extremely 
useful  if  your  colleagues  in  other  parts  of  the  country 
were  to  present  similar  material  to  sympathetic  science 
reporters  in  their  own  communities.  There  are  many 
capable  and  conscientious  reporters  who  are  as  alarmed 
as  you  ere  about  what  is  happening  to  our  research  budgets; 
they  could  help  inform  the  public  and  create  support  at 
every  level.  I've  already  sent  yoiu’  material  to  Victor 
Cohn  at  the  V/ashington  Post  and  Judy  Randal  at  the 
Washington  Star. 

Thanks  for  your  own  zealous  effort; 
you've  given  us  a good  story/'^and  an  important  one. 

Yours  sincerely. 


David  Perlman 
Science  Editor 

*See  Saw  Francisco  Chronicle 
Fri. , Dec.  25,  1970 
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An  Unusual  Research  Plea 


Putting  a Price  on 
Medical  Saviors 


By  David  Perlman 
Science  Corretpeaxdent 

When  Defense  Depart- 
Qtent  planners  study  their 
weapons  budgets,  they  use 
a Sj^tem  known  since  Rob- 
jert  McNamara’s  day  as 
“cost  - effectiveness”  anal- 
Vsis. 

The  idea  is  to  get  more 
bang  for  a 
buck,  and  the 
bigger  the 
bang  the  more 
justified  the 
cost. 

Tile  same 
principle  might  be  useful  in 
analyzing  other  big  e^endi- 
res  of  government— includ- 
g scientific  research. 

Now  a San  Francisco  phy- 
lician  and  immunologist  has 
applied  the  analytic tech- 
lique  to  some  recent  life- 
javing  discoveries  in  medical 
jcience,  and  if  anyone  need- 
/*d  proof  that  fundamental  re- 
search pays  off.  Dr.  H.  Hugh 
Fudenberg  cna  provide  it. 

Dr.  Fudenberg  is  professor 
of  medicine  at  the  University 
of  California  Medical  Center 
here.  Lake  his  colleagues  all 
over  the  country  he  has 
grown  more  and  more  dis- 
tressed in  recent  years  over 
the  serious  slow-downin 
medical  research  appropria- 
tions, particularly  for  basic 
investigations  in  the  life  sci- 
ences. 

WORK 

Basic  research  is,  of 
course,  the  kind  of  laborato- 
ry work  a scientist  does  be- 
cause he  seeks  answers  to 
fundamental  questions  rather 
than  looking  for  more  practi- 
cal applications. 

The  basic  work  is  often 
more  difficult  to  justify  to  a 
tax-harried  Congressman  or 
a public  that  turns  on  only  to 
miracle  cures  or  new  drugs 
or  daring  surgical  achieve- 
ments. Yet  until  the  funda- 
mental questions  are  an- 
swered in  detail  practical, 
life-saving  developments  are 
far  harder  to  achieve;  they 
are  often  impossible. 

Dr.  Fudenberg  has  now 
tried  to  put  some  tentative 
dollar  figures  on  the  benefits 
Americans  have  reaped  from 
research  in  only  three  areas 
— polio,  tuberculosis,  and 
measles. 


ASPECT 

Disregarding  for  a moment 
the  human  aspects  of  avert- 
ing suffering  and  death  from 
these  three  diseases  alone. 
Dr.  Fudenber gestimates 
that  conquering  them  has 
saved  Americans  a minimum 
of  $11.5  bilhon  in  the  last  few 
years  — perhaps  twice  as 
much.  The  cost  of  the  basic 
research  that  led  to  the  vac- 
cines against  polio  and  mea- 
sles. and  to  the  chemicals 
uSed  against  TB,  were  only  a 
fraction  of  this  huge  amount. 

The  numbers  become  even 
more  significant  when  viewed 
against  the  background  of 
eyer-all  medical  research 
spending  by  the  Fedeal  gov- 
ernment. 

The  National  Institutes  of 
Health  (NIH),  for  example, 
has  a research  budget  of 
about  $1.2  billion  for  the  cur- 
rent fiscal  year;  considering 
inflation,  the  budget  has  not 
increased  at  all  over  the  pre- 
vious year. 

BREAKDOWN 

The  NIH  breaks  down  its 
figures  to  consider  the 
amounts  available  for  “ex- 
tramural research.”  This  is 
the  work,  supported  by  NIH 
grants,  that  scientists  per- 
form in  outside  laboratories 
—largely  in  universities.  “In- 
tramural research”  is  done 
by  NIH  staff  scientists  at  the 
various  federal  institutes  in 
Bethesda,  Md, 

According  to  Dr.  Robert  W. 
Berliner  of  NIH,  extramural 
research  funds  were  climb- 
ing rapidly  in  the  halcyon  pe- 
riod from  1960  to  1967.  They 
rose,  in  fact,  about  three- 
fold. 

After  1%7  the  dollars 
inched  up  slowly  for  one 
.year,  then  dropped.  Last 
year  the  NIH  total  for  extra- 
mural research  was  $699  mil- 
lion; the  year  before  it  was 
$728  million.  It  will  probably 
drop  again  this  year. 


VIEW 

In  the  view  of  men  like  Dr. 
Fudenberg  the  cuts  may  be 
one  of  the  worst  bargains 
America  ever  bought.  Fuden- 
berg believes  the  proof  is  in 
his  painfully  gathered  fig- 
ures, rough  and  inadequate 
though  they  may  be. 

Take  polio,  for  example. 
The  original  research  funds 
that  formed  the  basis  for  po- 
lio vaccine  were  granted  for 
a fundamental  project  de- 
signed to  find  out  whether  vi- 
ruses would  grow  in  monkey 
kidneys.  They  did,  and  the 
vaccines  followed. 

BENEFITS 

The  development  and  field 
trials  of  the  Salk  and  Sabin 
vaccines  originally  cost  a to- 
tal of  about  $41  million.  In 
the  first  seven  years  of  their 
widespread  use  the  costs  of 
vaccines  and  their  adminis- 
tration in  America  ran  to 
about  $612  million. 

Anti  what  yeere  thh'benefits 
fbr  tiutt  perifld?  Dr.  Fuden- 
bpg  «a  t44ai  a te  s them  this 

Miy: 

About  154,000  cases  of  par- 
alytic poUo  were  pcevei^, 
and  12,500  ef  tiiose  victims 
wottiti  ^ve  tiM.  Only  14,300 
wotdti  teve  escaped  serious 
disabHity. 

Based  on  the  charges  of 
hospitals  at  that  time,  the  to- 
tal cost  of  medical  care  for 
all  the  polio  victims  during 
the  period  would  have  been 
$327  million.  The  life  time 
costs  of  income  lost  — total 
income  for  those  w*o  would 
have  ^ed,  and  varying  pro- 
portion# for  tiiose  who  would 
have  suffered  disability  — 
would  come  to  $6.4  billion. 

And  that  huge  sum  is  only 
for  seven  years  of  polio  vac- 
cine. It  is  now  15  years  since 
the  vaccines  became  wide- 
spread, so  even  without  infla- 
tion the  dollar  saving  would 
be  more  than  $12  billion, 
compared  with  a vaccination 
cost  barely  ten  per  cent  of 
that. 

DRUSIS 

Dr.  Fudenberg  has  carried 
his  cost-effectivenes«  think- 
ing to  the  .economics  of  tu- 
berculosis too.  By  1954  chem- 
ical research  had  developed 
new  drugs  that  treated  TB 
quickly  and  effectivt  iy,  and 
other  drugs  tiiat  could  pre- 
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vent  the  disabling  disease  in 
those  exposed  to  active  TB 
cases. 

Before  those  drugs  arrived 
there  were  about  100,000  TB 
patients  in  American  hospi- 
tals. Improved  sanitation  and 
better  public  health  practices 
might  have  cut  the  incidence 
of  the  disease  by  40  per  cent 
even  without  drugs,  Dr.  Fu- 
denberg calculates. 

But  now  the  patients  who 
do  contract  the  disease  are 
treated  chemically  rather 
than  hospitalized,  and  the 
cost  of  clinic  treatment  is 
less  than  10  per  cent  of  hos- 
pitalization. 

RESULT 

The  result,  according  to 
Dr.  Fudenberg’s  figures,  a 
net  savings  of  $3.77  billion  in 
the  cost  of  treatment  since 
1954,  plus  another  $1.2  biUion 
saved  through  preventing  the 
loss  of  earning  power  byTB 
patients. 

(In  this  same  period.  Dr. 
Fudenberg  notes.  Congress 
allocated  $773  million  — less 
than  one- sixth  of  the  TB  sav- 
ings — to  the  National  Insti- 
tute of  Allergy  and  Infectious 
Diseases  for  research  and 

training  to  combat  all  infec- 
tious and  immunologic  dis- 
eases.) 

Research  efforts  to  find  a 
safe  and  effective  measles 
vaccine  began  in  America  in 
1963.  By  1968  the  vaccine  was 
being  used,  and  measles  cas- 
es were  down  to  250,000  — 
only  6 per  cent  of  the  annual 
average  for  the  preceding 
decade. 

In  figuring  the  cost  of  mea- 
sles, physicians  estimate  that 
for  every  100,000  cases,  100 
victims  will  develop  encepha- 
litis; ten  will  die,  33  will  be- 
come mentally  retarded,  and 
500  will  develop  other  compli- 
cations. 

COSTS 

Dr.  Fudenberg  has  project- 
ed the  costs  of  bospitaliza- 
tion,  of  custodial  care,  of 
phy- 
sicians’ services  for  acuteill- 
ness,  and  of  productivity 
losses  due  to  premature 
death  and  disability. 

The  basic  research  which 
led  to  the  measles  vaccine 
has  averted  nearly  10  million 
cases  of  the  disease  and  3244 
cases  of  mental  retardation, 
D r.  Fudenberg  estimates. 
And  after  deducting  the  costs 
of  the  vaccine,  he  calculates 
the  overall  dollar  savings  for 
Americans  at  nearly  $425 
million. 

Cost-effectiveness  studies 
of  other  major  research  pro- 
grams would  yield  similar 
huge  numbers.  Dr.  Fuden- 
berg believes,  but  they  are 
difficult  to  calculate  even  ap- 
proximately. 
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A Billion  Dollar  Argument 


for  the  Life  Sciences 


FUNDS 

For  example,  the  NIH  has 
granted  funds  to  investigate 
an  exotic  area  called  “feed- 
back control  of  antibody  s;^- 
thesis.”  The  results  promise 
to  be  spectacular: 

The  researchers  are  learn- 
ing to  use  minute  amounts  of 
an  antibody  to  combat  the  Rh 
factor  in  the  blood  of  some 
pregnant  women.  This  is  the 
protein  factor  that  can  make 
a woman  “allergic”  to  the 
blood  of  her  own  baby,  some- 
times destroying  the  fetal 
child  and  often  causing  lethal 
blood  disease  or  brain  dam- 
age in  newborns. 

Treatment  now  consists  of 
drastic  blood  transfusions, 
but  the  new  research  will 
soon  lead  to  a simple  method 
of  antibody  injection.  Lives 
and  money  will  both  be 
saved. 

Further  along  the  research 
path  — if  Congressional  cost 
accountants  do  their  home- 
work and  reverse  the  down- 
ward budget  trend  — are  im- 
munologic victories  over  fa- 
tal infections  of  the  newborn, 
and  perhaps  even  the  solu- 
tion to  exciting  quests  for 
agents  that  will  “immunize” 
against  cancer. 


STUDY 

Earlier  this  month  the  Na- 
tional Academy  of  Sciences 
released  an  important  and 
long-awaited  study  of  the  fu- 
ture of  life  science  in  Ameri- 
ca. 

“The  penalty  for  failure  to 
prosecute  a vigorous  pro- 
gram of  fundamental  re- 
search,” warned  the  Acade- 
my, “will  be  paid  by  those 
yet  unborn.” 

The  Academy  predicted 
that  with  adequate  fimding 
current  research  efforts  can 
attack  a variety  of  problems 
related  to  human  health. 
Some  high  Academy  priori- 
ties; 

• Finding  “completely 
safe,  reliable,  effective  and 
(reversible  biological  m e a- 
surei”  for  Idrth  contiroL 

• Creating  "new  degrada- 
ble insecticides  and  pesti- 
cides with  highly  specific  ac- 
tions”  and  understanding 
their  ecological  conse- 
quences. 


• Inventorying  the  piao- 
et’s  renewahla  resources  and 
developing  new  foods,  and 
new  species  of  plants  and 
HMrfiil  animals. 

While  neither  research 
money  oar  sdeasac  tyuias 
can  guarantee  cures  or  pana- 
ceas for  disease,  the  Acade- 
my report  said,  it  did  add: 

“If  we  fail  to  fawsecute 
such  research  — if  we  fail  to 
prosecute  the  promising  be- 
ginning^s  that  have  been 

made  — then  surely  there 
can  be  no  such  cures  — no 
new  modes  of  disease  pre- 
vention ...  no  new  ap- 
proaches to  the  mental  dieor- 
ders  that  inflict  so  much 
grief  and  suffering;  no  new 
means  to  cope  with  the  rav- 
ages that  ouf  technology  im- 
poses upon  the  quality  of  ur- 
ban and  rural  life  — nor  e\ 
adequate  early  recognitior 
the  manner  In  which 
changing  environment  a 
threaten  humanity.” 


63-792  O - 71  - Pt.  4-28 


2708 


STATEMENT  OF  DR.  KENNETH  0.  JOHNSON,  EXECUTIVE  SECRE- 
TARY OF  THE  AMERICAN  SPEECH  AND  HEARING  ASSOCIA- 
TION, AND  CHAIRMAN  OF  THE  COALITION  OF  INDEPENDENT 
HEALTH  PROFESSIONS 

TRAINING  OF  PROFESSIONAL  AND  TECHNICAL  REHABILITATION  PERSONNEL 

Senator  Magnuson.  We  will  now  hear  from  Dr.  Kenneth  O.  Johnson, 
executive  secretary  of  the  American  Speech  and  Hearing  Association 
and  chairman  of  the  Coalition  of  Independent  Health  Professions. 

Dr.  Johnson.  Mr.  Chairman,  members  of  the  committee,  we  thank 
you  for  the  opportunity  for  appearing  before  your  subcommittee  today. 

I am  Dr.  Kenneth  O.  Johnson,  executive  secretary  of  the  American 
Speech  and  Hearing  Association,  and  chairman  of  the  Coalition  of 
Independent  Health  Professions. 

I have  with  me  Mrs.  Kuth  Wiemer,  of  the  American  Occupational 
Therapy  Association ; Dr.  Doris  Hanson,  American  Home  Economics 
Association ; Mr.  Jack  L.  Kanney,  International  Association  of  Laryn- 
gectomies; and  Mr.  David  Park,  National  Therapeutic  Recreation 
Society. 

I am  authorized  to  testify  on  behalf  of  the  coalition,  which  is  com- 
prised of  11  national  professional  societies.  The  membership  of  these 
organizations  totals  375,000. 

I am  also  authorized  to  speak  on  behalf  of  several  other  concerned 
organizations  which  have  a combined  membership  totaling  84,000. 

I am  not  here,  however,  to  speak  solely  on  behalf  of  the  members 
of  these  organizations.  More  importantly,  I am  here  to  speak  on  be- 
half of  the  millions  of  physically,  socially,  communicatively,  vocation- 
ally, and  mentally  disabled  Americans  whom  we  serve. 

Mr.  Chairman,  when  the  administration  budget  was  sent  to  Con- 
gress earlier  this  year,  many  professional  organizations  were  deeply 
concerned  with  the  proposal  to  reduce  funds  for  training  professional 
and  technical  rehabilitation  personnel,  a program  of  the  Social  and 
Rehabilitation  Service,  Department  of  Health,  Education,  and  Wel- 
fare. 

This  proposed  reduction  is  of  such  a disastrous  nature  that  we 
simply  must  convey  to  the  committee  our  feelings  in  the  strongest  pos- 
sible terms. 

The  proposed  reduction  for  fiscal  year  1972  is  $13,050,000  less  than 
the  amount  appropriated  for  1971. 

Both  the  size  of  the  proposed  cut,  and  the  circumstances  in  which 
it  has  been  advanced,  convince  us  that  what  is  involved  here  is  not 
simply  reducing  costs  during  1972  at  the  expense  of  the  Nation’s  dis- 
abled people.  This  budget  cut  seems  to  radically  alter  the  Govern- 
ment’s role  in  helping  to  develop  and  carry  out  programs  of  re- 
habilitation. 

In  1967,  the  Social  and  Rehabilitation  Service  training  program  was 
carried  out  with  an  appropriation  of  about  $30  million. 

Since  then,  there  have  been  moderate  reductions,  more  or  less  in 
keeping  with  economy  efforts  which  affected  numerous  programs  in 
healtlr,  education,  welfare,  and  rehabilitation,  and  which  decreased 
the  amount  of  money  appropriated  to  the  1971  figure  of  $27,700,000. 
Our  organizations  were  concerned  with  those  reductions.  Each  of  them 
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meant  a reduced  ability  to  provide  the  trained  people  required  to  serve 
increasing  numbers  of  disabled  citizens. 

Now  we  face  a situation  in  which  there  is  an  apparent  intent  of 
completely  eliminating  Federal  assistance  for  most  of  the  training 
fields  involved. 

Meetings  with  agency  officials  have  given  us  the  distinct  impression 
that  this  drastic  reduction  in  the  1972  budget  is  the  beginning  of  a phas- 
ing out  of  all  such  support  for  most  of  the  professional  groups  which 
have  cooperated  with  the  Social  and  Rehabilitation  Service  for  several 
years  to  build  up  the  trained  manpower  supply  in  rahabilitation 
work. 

Mr.  Chairman,  this  training  grant  program  has  been  a vital  part  in 
the  growth  of  rehabilitation  programs  in  institutions  in  the  last  decade 
or  so.  Without  it,  the  various  professions  could  not  have  sustained 
present-day  manpower  levels. 

In  speech  pathology  and  audiolo^,  for  example,  there  were  only 
70  professional  training  programs  in  1959,  and  the  total  number  of 
accredited  personnel  in  the  field  was  only  2,273.  Today  the  number  of 
professional  training  programs  has  significantly  increased,  and  there 
are  more  than  10,200  accredited  people. 

Much  the  same  is  true  in  occupational  therapy : steady  increase  in  the 
number  of  fully  trained  people  so  that  more  than  8,300  registered 
occupational  therapists  plus  more  than  a thousand  certified  occupa- 
tional therapy  assistants  are  available  today. 

Back  in  1962,  there  were  less  than  7,000  registered  physical  thera- 
pists in  this  country.  Today  there  are  over  15,000. 

Some  15  years  ago,  only  a handful — literally  a handful — of  people 
in  this  country  were  trained  as  specialists  to  work  with  the  deaf.  Deaf- 
ness is  a far  more  complicated  disability  than  most  people  realize, 
which  is  one  reason  why  work  for  the  deaf  lagged  severely  for  so 
long.  The  rehabilitation  training  program  has  set  in  motion  an  orga- 
nized effort  to  produce  the  kind  of  specialists  needed  to  achieve  real 
success  in  overcoming  the  problems  of  deafness. 

One  such  training  program  has  included  the  preparatiion  of  instruc- 
tors of  manual  communication  for  professionals  who  work  with  the 
deaf. 

Some  of  the  most  important  results  from  the  Social  and  Rehabili- 
tation Service  training  program  have  been  in  the  smaller,  specialized 
fields  which  are  crucial  in  dealing  with  certain  kinds  of  disabilities. 

These  have  included : 

1.  A small  training  program  for  selected  schools  of  home  economics, 
to  provide  experts  who  deal  with  the  realistic  problems  of  the  dis- 
abled housewife ; 

2.  The  training  of  specialists  in  recreation  for  the  ill  and  handi- 
capped ; and 

3.  The  preparation  of  teachers  of  specialized  speech  techniques  for 
those  who  have  lost  their  voice  mechanism  as  a result  of  throat  cancer 
surgery. 

Mr.  Chairman,  with  respect  to  that  special  program,  I would  like, 
with  the  committee’s  permission,  to  ask  Mr.  jack  L.  Ranney,  execu- 
tive secretary  of  the  International  Association  of  Laryngectomees,  to 
take  a brief  moment  to  describe  that  program. 
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Mr.  Ranney.  Mr.  Chairman,  I am  Jack  L.  Ranney,  executive  secre- 
tary of  the  International  Association  of  Laryngectomees. 

The  program  which  you  are  interested  in  is  for  the  training  of  in- 
structors who  have  this  voice  so  that  they  can  in  turn  teach  thousands. 

Now,  it  is  estimated  that  there  are  6,000  new  cases  of  cancer  of  the 
larynx  that  are  discovered  each  year. 

Of  this  6,000,  there  will  be  roughly  3,100  new  surviving  laryngecto- 
mees. These  are  added  to  the  current  estimate  of  about  25,000  living 
in  the  West  or  Midwest. 

About  one-third  of  them  do  not  speak  with  a voice  that  is  under- 
standable. It  is  a field  to  work  with  right  there,  in  addition  to  the 
3,000  new  ones  each  year,  so  there  is  a demand  for  instructors,  and 
yet  there  are  many  areas  in  the  country  where  there  simply  are  no  in- 
structors, either  professional  or  laymen,  that  is  laryngectomees  like 
myself. 

The  institute,  which  conducts  a 2-week  short  course  for  training  these 
teachers,  has  an  attendance  of  about  25  trainees,  half  of  whom  will  be 
professional  speech  therapists,  and  the  other  half  will  be  laryngecto- 
mees like  myself,  and  each  of  those  in  turn  will  teach  maybe  a hundred 
on  how  to  speak  again. 

The  age  of  the  laryngectomee  is  about  55,  most  of  them  have  come 
pretty  well  up  in  business,  and  they  are  beginning  to  earn  pretty  good 
money. 

If  they  do  not  learn  to  speak,  they  become  relief  clients  or  some- 
body’s burden,  but  if  they  learn  to  speak,  they  return  to  their  jobs, 
and  then  they  continue  to  pay  taxes  instead  of  consuming  taxes,  so 
just  a few  persons  like  this  will  completely  offset  the  cost  of  this  2- 
week  institute  that  is  being  held  each  year. 

It  is  a completely  ethical  professional  institute,  and  it  has  the  sup- 
jwrt  of  the  American  Speech  & Hearing  Association,  and  of  the 
American  Cancer  Society,  and  we  think  it  is  well  worthwhile,  and  it 
would  simply  be  another  catastrophe  if  there  was  no  training  available 
for  the  3,000  new  laryngectomees. 

Dr.  Johnson.  Like  so  many  fields,  rehabilitation  today  requires  an 
increasing  supply  of  trained  personnel  coming  into  the  ranks  each 
year  to  serve  a steadily  increasing  number  of  severely  disabled  men, 
women,  and  children. 

Much  of  the  increased  need  for  rehabilitation  personnel  in  recent 
years  has  been  a response  to  actions  of  the  Congress. 

Recent  health  care  programs  estiablished  by  the  Congress,  such  as 
medicare-medicaid,  have  allowed  greater  access  to  the  health  care 
system  for  citizens  of  our  country. 

Increased  access  has  resulted  in  greater  demand  for  specialized 
services. 

The  increased  demand  for  professional  health  care  services  has  been 
so  extensive  and  has  occurred  so  rapidly  that  our  professions,  by  them- 
selves, have  been  unable  to  meet  the  need  for  trained  personnel. 

There  is  all  manner  of  evidence  that  more  of  the  same  lies  ahead  for 
us. 

The  present  proposals  for  national  health  insurance,  whatever  final 
form  they  may  take,  are  going  to  increase  the  demands  upon  rehabili- 
tation programs,  public  and  private. 

Social  Security  Amendments  of  1971,  recently  passed  by  the  U.S, 
House  of  Representatives,  provide  for  a welfare  program  which  will 


2711 


require  thai  all  handicapped  persons  applying  for  welfare  register 
with  the  State  vocational  rehabilitation  agency. 

The  agency  would  have  to  secure  specialized  diagnostic  and  evalua- 
tion  services  to  determine  if  the  person  could  be  vocationally  re- 
habilitated. 

If  so,  the  State  rehabilitation  agency  would  then  have  to  secure  the 
rehabilitation  services  needed  to  restore  function  and  prepare  the 
person  for  employment. 

Mr.  Chairman,  cosponsor  of  S.  945,  the  proposed  Uniform  Vehicle 
Insurance  Act,  you  are  to  be  commended  for  including  in  that  legisla- 
tion provisions  which  assure  victims  of  automobile  accidents  that  “all 
appropriate  and  reasonable  expenses^’  for  medical,  hospital,  and  reha- 
bilitative services  would  be  met. 

Such  provisions  guaranteeing  complete  coverage  for  rehabilitative 
care  for  accident  victims  are  of  utmost  importance,  and  we  are  most 
grateful  to  you  for  recognizing  and  supporting  this  principle. 

If  S.  945,  or  comparable  legislation  should  become  law,  the  need 
for  properly  trained  professional  personnel  to  provide  all  types  of 
rehabilitation  services  would  be  greatly  increased. 

Senator  Magnuson.  I might  say  right  there,  of  course  they  would, 
it  would  not  be  just  taking  care  of  the  person  when  he  is  hurt,  and 
getting  him  out  of  a hospital,  or  something  like  that,  that  is  a part  of 
the  payment,  but  part  of  thing  would  be  a period  of  rehabilitation 
following  this  hospitalization,  if  it  is  possible  to  do  so,  and  this  would 
increase  the  demand. 

Dr.  Johnson.  This  is  true,  and  the  demands  are  increased,  and  the 
trained  personnel  must  come  from  a nrogram  such  as  this.  The  same 
would  be  true  from  some  of  the  people  who  testified  here  earlier,  Mr. 
Schwabacher  and  Mr.  Heyworth. 

These  and  several  other  bills  now  under  consideration  by  the  Con- 
gress make  it  clear  that  the  future  demand  for  trained  rehabilitation 
personnel  will  be  greater,  not  smaller,  than  it  is  today. 

The  only  governmental  source  of  help  to  produce  qualified  profes- 
sional rehabilitation  personnel  is  the  training  program  of  the  Social 
and  Rehabilitation  Service. 

There  is  no  nro vision  anywhere  else  in  the  1972  budget  to  make  up 
for  the  more  than  $13  million  that  would  be  eliminated. 

If  this  cut  is  sustained  by  the  Congress,  the  capabilities  of  the  Na- 
tion’s urograms  and  institutions  in  rehabilitation  are  going  to  be 
dealt  a blow  from  which  they  will  not  recover  for  many  years,  if  ever. 

Furthermore,  our  training  institutions  are  in  an  impossible  situa- 
tion. In  the  absence  of  any  information  from  the  Social  and  Rehabili- 
tation Service  as  to  how  they  should  proceed,  they  cannot  advise  pres- 
ent! v enrolled  trainees  as  to  plans  for  next  year. 

The  training  institutions  cannot  advise  new  applicants  who  are 
interested  in  entering  training  in  one  of  these  nrofessions  next  Sep- 
tember. Thpv  are  not  even  sure  what  to  tell  their  own  faculties. 

In  short,  Mr.  Chairman,  after  some  15  years  of  excellent  cooperative 
work  with  the  Social  and  Rehabilitation  Service  in  a common  effort  to 
improve  and  increase  the  supply  of  trained  personnel  to  man  the 
Nation’s  rehabilitation  programs  and  facilities,  we  face,  without  expla- 
nation, the  destruction  of  one  of  the  Federal  Government’s  best  train- 
ing programs. 
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I might  add  here  that  I would  promote  another  earlier  remark  con- 
cerning the  establishment  of  programs  with  the  encouragement  of  the 
Federal  Government,  and  then  the  abandonment  of  those  programs,  it 
leaves  a rather  unfortunate  taste  in  the  mouths  of  a lot  of  people. 

Beginning  more  than  a decade  ago,  these  professions  were  encour- 
aged to  develop  strong  relationships  with  the  Vocational  Kehabilita- 
tion  Administration,  and  more  recently  SKS. 

These  relationships  have  been  established  in  a very  commendable 
joint  effort  on  behalf  of  all. 

Senator  Magnuson.  Of  course,  the  encouragement  works  both  ways, 
and  I run  into  some  of  this  in  my  home  State,  and  in  HEW,  this  goes 
down  the  line,  where  they  say  to  go  ahead  and  do  this,  the  Government 
builds  up  the  hopes  of  these  people.  But  most  of  the  people  they  are 
dealing  with  should  also  know  that  these  programs  go  from  year  to 
year,  until  we  change  them,  and  these  are  mostly  intelligent  people,  or 
at  least  some  of  them  have  knowledge  of  how  the  Government  works. 
They  go  ahead,  and  then  come  in  here  and  make  a plea,  “we  went  ahead 
and  did  all  of  this,”  when  sometimes  they  should  not  have  done  it. 

Dr.  Johnson.  I think  that  is  very  true.  I would  agree  with  you. 

Senator  Magnuson.  They  should  not  have  done  it,  or  they  should 
have  done  it  with  their  eyes  open,  that  this  may  happen  to  them. 

Dr.  Johnson.  I think  perhaps  that  is  true  as  far  as  colleges  and 
universities  are  concerned,  but  there  is  a very  practical  problem,  even 
though  you  may  go  into  it,  as  we  all  know  universities  have  done,  with 
their  eyes  wide  open,  they  knew  very  well  if  the  Government  started 
to  pull  out,  they  would  really  be  stuck,  but  they  did  it  on  a gamble. 

Senator  Magnuson.  And  sometimes  you  gamble  and  you  lose,  but 
some  of  these  programs,  this  should  not  happen  because  the  objectives 
are  there,  and  we  should  strive  to  reach  them. 

Sometimes  I almost  get  to  a point  where  I think  we  ought  to  take  a 
look  at  the  whole  bunch  and  pick  out  the  ones  we  know  we  want,  those 
that  we  know  are  going  to  work  and  adequately  fund  them  and  not 
start  with  a whole  raft  of  them  in  which  one  takes  from  the  other,  and 
then  they  all  drop.  But  as  a practical  matter,  that  does  not  happen,  and 
there  are  so  many  programs,  as  you  folks  know,  and  it  is  hard  to  keep 
track  of  them. 

I suspect  even  down  at  HEW  they  cannot  keep  track  of  them. 

In  fact,  I know  they  cannot. 

Dr.  Johnson.  You  take  the  same  thing,  the  same  situation,  where  the 
Federal  Government  is  now  moving  into  a major  national  health  insur- 
ance program.  We  know  it  is  coming.  We  are  going  to  be  expected  to 
provide  services. 

As  a matter  of  fact,  eight  times  as  many  services  are  provided,  health 
services,  are  provided  in  this  countrv  by  nonmedical  people  as  there 
are  provided  by  medical  people,  and  yet  we  are  finding  an  enormous 
withdrawal  of  the  support  at  this  particular  time. 

I urge  you,  on  behalf  of  the  millions  of  disabled  people  who  need  the 
help  of  the  professions  for  which  I speak  today,  to  restore  the  funds  for 
this  training  program  to  the  amount  appropriated  for  the  fiscal  year 
1971. 

Again,  let  me  egress  my  appreciation  for  the  opportunity  to  testify 
before  this  committee. 
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For  many  years  you  have  shown  a keen  and  perceptive  interest  in 
our  country’s  problems  of  disability  and  in  the  rehabilitation  pro- 
grams, both  public  and  private,  which  are  our  best  hope  for  mastering 
these  problems. 

I thank  you  for  what  you  have  done  and  I hope  that  we  may  have 
your  support  this  year. 

Senator  Magnuson.  Did  you  make  any  specific  dollar  suggestions 
here? 

Dr.  Johnson.  Yes. 

Senator  Magnuson.  I see.  All  right.  We  have  that  in  the  record. 

Well,  we  would  like  to  hear  from  you  all,  unless  you  have  something 
to  add,  to  put  in  the  record,  do  you  have  anything  to  add  ? 

The  hour  is  getting  late. 

Mrs.  WiEMER.  I am  Mrs.  Euth  Wiemer,  American  Occupational 
Therapy  Association,  and  I would  like  to  put  one  point  in  the  record  as 
to  your  gamble. 

I think  our  point  here  is  that  many  of  these  schools  did  know  that 
Federal  funds  might  eventually  be  withdrawn,  but  our  problem 
now  of  new  legislation,  this  is  making  the  demand  so  far  out  of  what 
it  was  originally  that  now  the  problem  is  critical,  where  it  might 
have  been  able  to  addi*ess  the  tide  before,  but  it  is  just  impossible  now\ 

Senator  Magnuson.  Well,  we  are  faced  with  an  overall  problem 
here. 

How  many  people  do  you  tliink  we  employ  in  HEW,  the  whole 
business  ? 

Over  615,000  in  the  United  States.  That  is  why  there  is  so  much 
interest  up  here  in  the  welfare  problem,  Iioav  can  we  do  to  do  a better 
job,  and  not  shirk  any  responsibilities  that  we  have.  I do  not  know 
that  I have  made  up  my  mind  on  this,  but  I have  almost  come  to  the 
conclusion  that  the  Federal  Government  has  got  to  take  over  the 
welfare  programs  of  this  Coimtry — the  States  cannot  do  it  anymore. 

You  ought  to  listen  to  the  Governors  around  the  country  crying 
about  finances,  and  it  is  true  wEat  they  say. 

The  cities  cannot  do  it  anymore.  Then  maybe  we  can  consolidate 
some  of  these  things,  and  have  some  uniform  guidelines  and  do  a 
better  job  wfitli  the  money  w^e  can  appropriate. 

I hate  to  see  people  let  down,  and  as  it  has  been  so  well  pointed 
out  by  you  people,  and  I am  sure  you  would  agree  with  me.  Senator 
Cotton,  some  of  these  programs  have  gotten  right  up  to  where  it  looks 
like  we  will  get  some  results  out  of  them,  and  many  of  them  can  be 
cut  and  closed  at  the  wrong  time. 

Mrs.  Wiemer.  And  to  change  the  health  care  delivery  system  at 
the  same  time,  this  means  a whole  added  burden  on  the  schools. 

Senator  Cotton.  I have  noticed  in  the  last  5 years  on  this  committee 
that  the  budget  makers  downtown,  and  because  they  are  strapped 
for  funds,  and  they  look  for  a place  to  shave  off  funds,  they  invariably 
do  it  on  the  training  of  personnel  for  the  future.  This  is  just  exactly 
like  the  man  that  carefully  paints  his  house  and  repairs  his  roof,  and 
he  lets  his  fire  insurance  lapse.  It  is  the  same  thing.  It  means  they  are 
putting  the  money  where  it  is  visible  today,  and  you  do  not  feel  the 
pinch  today,  but  it  means  5 years  from  now,  you  have  got  to  have  the 
people  coming  along  and  taking  the  place  of  those  passing  on.  It  is 
very  shortsighted.  So  our  job  is  to  try  to  remedy  it,  and  when  you  try 
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to  remedy  it,  you  have  got  to  try  to  cut  somewliere  else,  and  it  is  not 
easy. 

Mrs.  WiEMER.  We  all  know  there  will  be  a long  line  of  people  wait- 
ing for  services,  health  services  in  the  not  too  distant  future,  because 
of  additional  legislation  that  will  be  passed  by  Congress. 

The  amount  of  effort  and  money  that  has  gone  into  the  develop- 
ment of  the  attitudes  on  the  part  of  young  ])eople,  causing  them  to  be 
interested  in  the  rehabilitation  field,  all  of  these  fields  we  are  talk- 
ing about,  is  something  you  cannot  replace  in  a year,  or  even  5 years, 
and  it  seems  to  me  to  be  the  worst  kind  of  foolishness  to  be  talking 
about  for  $13  or  $14  million,  but  it  is  so  vital  for  the  training  of  that 
kind  of  population. 

Dr.  Hanson.  I see  the  matching  interest  of  our  association  is  far 
more  than  what  comes  as  the  incentive  money,  as  it  were. 

Senator  Magnuson.  That  is  correct. 

Dr.  Johnson.  As  an  appropriate  earlier  remark,  there  may  be  this 
misimpression  concerning  the  contribution  of  the  universities  them- 
selves in  these  programs. 

The  SRS  requires  a minimum  of  33i/s  contribution,  and  the  average 
is  approximately  60-percent  contribution  from  the  universities. 

Senator  Magnuson.  And  there  is  a lot  of  intangible  contribution 
that  you  cannot  put  a dollar  sign  on. 

The  very  fact  that  there  is  an  institution,  a climate,  that  costs  some- 
thing, too. 

We  thank  you  very  much.  We  are  sorry  to  keep  you  waiting,  but 
you  understand  our  situation. 

LETTER  OF  NATIONAL  TAY-SACHS  AND  ALLIED  DISEASES  ASSOCIATION,  INC., 
DR.  SAMUEL  V.  DUNKELL,  MEDICAL  DIRECTOR 

Senator  Magnuson.  A communication  to  Chairman  Ellender,  re- 
ferred to  this  subcommittee,  from  the  National  Tay-Sachs  and  Allied 
Diseases  Association,  Inc.,  Dr.  Samuel  V.  Dunkell,  medical  direc- 
tor, will  be  made  a part  of  the  record  at  this  time. 

( The  letter  follows : ) 
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I wish  to  take  this  opportunity  to  express  to  the  Chairman 
of  this  Committee  the  appreciation  of  the  parents,  relatives  and  friends 
of  our  organization  for  the  support  of  the  Federal  Government  in  the  area 
of  research  into  Tay-Sachs  and  related  hereditary  neurodegenerative  diseases 
of  infancy  and  childhood.  Through  this  aid,  which  has  involved  relatively 
insignificant  sums  of  money,  we  are  now  in  a position  immediately  to  pre- 
vent annually  the  birth  of  approximately  100  fatally  ill  children  with 
Tay-Sachs  disease.  This  has  been  accomplished  through  the  application  of 
results  of  recent  major  breakthroughs.  As  a result  of  these  breakthroughs 
we  now  have  the  opportunity,  ^ mentione^^owe,for  the  prevention  of  the 
birth  of  Tay-Sachs  children  as  well  as,- '^^M^near  future,  of  children 
bearing  other  related  fatal  diseases.  The'-^JSS^^feted  savings  in  mon^  in 
the  case  of  Tay-Sachs  disease  alone  is  aj^d^^teely  nine  million  dollars 
per  year.  The  techniques  used  to  control  Tay-S«is  disease  can  very  soon 
be  applied  to  control  approximately  ‘^rirty  other'  hereditary  illness  of  an 
allied  nature  and  also  eventually  to  iMutjiJ|.zed  in  the  research  and  manage- 
ment of  about  150  other  medical  diseas«^^ 

Among  the  application  of  the  ^^^»hroughs  and  advanced  techniques 
that  were  implemented  ty  research  into  Tsg^pchs  is  that  of  Hyaline  Membrane 
disease,  a disease  that  accounts  for -about  tfenty-five  thousand  infant  deaths 
per  year.  It  appears  that  these  deaths  may  now  be  prevented  ty  anniocentesis, 
one  of  the  breakthrough  techniques  that  can  be  utilized  in  research  into 
sickle-cell  anemia,  cystic  fibrosis,  cexts^  forms  of  mongolism. 


The  NCRNDS  suggests  1)^4  million  dollars  to  be  budgeted  to  NINDS. 

I believe  that  this  allocation  can  pay  off  enormously  as  I have  attempted 
to  demonstrate  above.  We  are  at  the  stage  of  medical  technology  and  research 
where  through  the  expenditure  of  relatively  limited  funds  we  can  achieve 
great  savings  in  the  cost  of  medical  care  as  well  as  eliminate  potential 
suffering  from  large  numbers  of  the  population. 


Very  truly  yours. 


SVDiLP 


Samuel  V.  Dunkell,  M.D. 

Medical  Director 

National  Tay-Sachs  & Allied  Diseases 
Assoc.  Inc. 
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LETTER  TO  SENATOR  PACKWOOD  FROM  DR.  GEORGE  SASLOW,  UNIVERSITY  OF 

OREGON 

Senator  Magnuson.  Senator  Packwood  has  referred  to  us  a letter, 
written  to  him  by  Dr.  George  Saslow  of  the  University  of  Oregon, 
requesting  that  it  be  made  a part  of  the  hearing  record. 

(The  letter  follows :) 
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University  of  Oregon  Medical  School 

i 

dIpartment  of  psychiatry 


The  Honorable  Robert  Packwood 

United  ^tates  Senate 

6327  Ne\^  Senate  Office  Bldg. 

Washington,  D.C.  20510 

Attention:  Mrs.  Carol  Crawford 

Dear  Senator  Packwood, 

I am  writing  you  in  the  hope  that  you  can  exert  a helpful  influence 
in  the  consideration  being  given  to  the  plans  of  the  Nixon  administration 
to  cut  the  NIMH  psychiatry  training  program  support  by  $6.7  million  this 
year  and  to  phase  out  the  entire  support  in  three  years’  time. 

The  effects  of  these  proposed  cuts  upon  our  Department  of  Psychiatry 
will  be  something  like  this: 

1.  The  level  of  psychiatry  resident  stipends  will  be  reduced  to  a • 
point  at  which  we  will  be  greatly  disadvantaged  in  the  competition  for 
capable  future  psychiatrists  with  other  Western  departments  which  have  any 
stipend  sources  permitting  them  to  offer  stipends  above  those  offered  to 
residents  in  medicine  and  surgery.  For  example,  here  are  the  residency 
stipends  offered  at  the  University  of  California  at  Davis  as  compared  with 
our  medical  school  residency  stipends  (now  supplemented  with  NIMH  support) : 


Resident  Davis  Oregon 

1st  year  $9612-10,344  $6600 

2nd  year  $10,344-10,860  $7200 

3rd  year  $10,860-11,400  $7800 


A considerable  nxmiber  of  departments  in  the  West  (and  the  rest  of  the  U.S.) 
have  such  sources. 

2.  This  will  be  the  case  even  if  the  Oregon  Legislature  is  able  to 
support  all  our  present  psychiatry  residencies  at  the  same  stipend  level  as 
those  in  medicine  and  surgery.  But,  because  NIMH  has  supported  a number  of 
our  psychiatry  residency  positions  from  30  to  100%,  I cannot  be  certain  even 
that  the  present  number  of  residents  can  be  continued , at  any  level , under 
present  State  financial  circumstances. 
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3.  An  Important  feature  of  NIMH  psychiatry  training  grants  is  that 
they  provide  for  faculty  to  teach  both  residents  and  medical  students.  If 
our  training  grants  stop,  this  department  will  lose  4 3/4  full-time  faculty 
and  5 S|ecretarlal  positions.  (We  have  in  our  department  17  full-time  faculty 
positions  or  the  equivalent  now).  After  such  losses,  we  could  not  possibly 
continuje  an  acceptable  quality  of  instruction  of  a progressively  increasing 
number  of  medical  students  or  of  the  number  of  residents  we  now  have  in  our 

3 year  program  (18  residents). 

4.  With  a smaller  number  of  residents  and  teachers  at  the  medical 
school,  fewer  psychiatric  patients  can  be  seen.  For  necessary  experience  with 
psychia|trlc  patients,  residents  and  students  xd.ll  (as  before  WWII)  be  forced 
back  In^o  the  large  State  psychiatric  hospitals.  (Psychiatry  will  again  be 
pushed  put  of  the  mainstream  of  medicine.)  The  Mental  Health  Division  of 
Oregon  and  this  department  of  psychiatry  both  consider  it  wise  to  move  in 
exactly  the  opposite  direction  — to  more  and  more  emphasis  upon  the 
comprehensive  biological-psychosocial  care  of  ambulatory  psychiatric  patients 
in  or  near  their  home  communities . 

5.  The  directors  of  psychiatric  residency  programs  in  the  U.S. 
expect  (as  do  I)  that  another  consequence  of  the  cuts  will  be  a reduction 

in  interest  in  the  field  of  psychiatry  on  the  part  of  medical  students,  that 
can  nullify  the  great  Improvements  in  this  field  made  since  the  passage  of 
the  Mental  Health  Act  of  1946. 

The  consequences  outlined  above  for  our  particular  department, 
medical  school  and  State  are  in  no  way  unique.  I attended  a meeting  in 
Washington,  D.C.  on  May  4,  1971,  of  the  Association  of  Directors  of 
Psychiatric  Residency  Programs  in  the  U.S.  Reports  were  made  to  the 
Directors  of  conversations  with  the  3 Congressional  Subcommittees  holding 
hearings  on  these  cuts.  Over  the  U.S.  as  a whole,  it  looks  as  if  the 
planned  phasing  out  of  NIMH  psychiatry  traitiing  program  support  will  result 
in  reductions  of  30-75%  of  psychiatry  department  faculties  and  of  60%  of 
stipend  money  for  psychiatry  residents. 

One  of  the  arguments  used  by  0MB  and  the  Nixon  Administration 
for  the  planned  cuts  is  that  since  medicine  and  surgery  training  programs  are 
not  supported  by  the  Federal  government,  then  why  should  psychiatry  be  so 
supported?  My  reply  is  that  medicine  and  surgery  are  still,  in  nearly  all 
the  U.S.  medical  schools,  carrying  on  most  of  their  training  on  Inpatient 
wards  and  deriving  up  to  95%  of  their  financial  support  from  hospitalized 
patients  in  such  wards,  (through  3rd  party  payments,  etc.)  One  could 
argue  — and  some  schools  do  — that  medicine  and  surgery  could  very  wisely 
expand  their  ambulatory  patient  activities.  Then  they  would  be  more  in  the 
same  boat  with  psychiatry.  But  at  present,  it  is  estimated  that  2/3  of  the 
patient  care  and  doctor  training  activities  in  psychiatry  are  not  on 
inpatient  wards  but  in  ambulatory  settings  — where  the  consensus  of 
psychiatry  faculties  believes  they  ought  to  be.  Psychiatiry,  therefore. 
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cannot  derive  income  from  hospitalized  patients  in  the  way  medicine  and 
surgery  can.  NIMH  has  been  the  main  source  of  funds  for  the  innovations 
and  improvements  in  the  care  of  psychiatric  patients  outside  the  large 
psychiatric  hospitals,  and  for  the  training  of  medical  students  and 
residents  to  become  competent  in  delivering  such  improved  psychiatric  care. 

The  medical  schools  (including  our  own)  are  not  able  to  replace  the  funds 
hitherto  provided  by  NIMH  for  modem  psychiatric  care  and  training  from 
charges  to  hospitalized  psychiatric  patients  — they  do  not  have  the  beds, 
cannot  afford  to  build  them,  and  do  not  see  any  point  to  moving  in  the 
direction  of  adding  a large  number  of  such  beds.  Further,  as  I under- 
stand the  Nixon  administration's  nation-wide  health  insurance  plan,  mental 
illnesses  are  not  covered  at  all  in  the  same  way  that  other  illnesses 
are,  so  whatever  the  medical  schools  did  to  expand  their  psychiatric 
inpatient  facilities,  the  financial  return  wouldn't  help  the  situation  of 
psychiatry  very  much. 

The  subcommittees  dealing  with  the  cuts  are,  so  far  as  I have 

learned : 

1.  Subcommittee  of  the  Commerce  Committee  of  the  House, 

on  Public  Health  and  Environment  — chairman  Rep.  Rogers  (of  Florida?) 

2.  Subcommittee  of  the  Labor-HEW  Committee  of  the  House  — chairman 

Rep.  Flood. 

3.  Subcommittee  «£s^e’ 'Labor-HE^  Senate  Appropriations  Committee  — 

chairman  Sen.  Kennedy. 

May  I add  that  psychiatry  is  not  alone  in  regarding  the  proposed 
cuts  in  the  HEW  budget  as  reflecting  an  unwise  set  of  social  priorities 
at  this  time?  Social  work,  nursing  and  basic  research  in  health  matters  • 
have  equally  severe  consequences  to  face  — which  means  the  people  of 
the  U.S.  will  be  facing  these  consequences  shortly. 


Hopefully  and  respectfully  yours. 


George  Saslow,  M.D. 

Professor  of  Psychiatry 
Chairman,  Department  of  Psychiatry 


GS  smo 
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STATEMENT  OF  JOHN  C.  HARMON,  JR.,  ON  BEHALF  OF  GOODWILL 
INDUSTRIES  OF  AMERICA,  INC. 

workshops:  necessary  part  of  rehabilitation  services 

Senator  Magnuson.  We  will  now  hear  from  Mr.  John  C.  Harmon, 
Jr.,  representing  Goodwill  Industries  of  America,  Inc. 

Mr.  Harmon.  Mr.  Chairman,  it  is  a please  to  be  here,  and  I will  not 
take  but  a few  minutes. 

Thank  you  for  this  opportunity  to  appear  before  your  committee 
and  express  our  views  on  certain  of  the  appropriation  requests  now 
being  considered  by  the  committee. 

I am  John  C.  Harmon,  representing  Goodwill  Industries  of  Amer- 
ica, Inc.,  and  its  146  member  Goodwill  Industries  in  communities 
throughout  this  Nation. 

As  general  counsel,  I have  had  the  opportunity  during  the  last  15 
years  to  observe  at  close  range  the  spectacular  development  of  a mu- 
tually beneficial  partnership  between  Goodwill  Industries,  the  Federal 
and  the  State  vocational  rehabilitation  agencies. 

We  in  Goodwill  Industries  wish  to  pay  tribute  to  the  hard  working 
staff  of  all  these  government  agencies.  Their  dedication  to  the  cause 
of  the  handicapped,  disabled  and  disadvantaged  is  a wonderful  ex- 
ample for  all,  both  in  and  out  of  the  government. 

On  behalf  of  the  thousands  of  persons  whose  lives  are  more  enjoy- 
able, more  useful,  and  more  complete,  we  want  to  take  this  oppor- 
tunity to  thank  you,  Mr.  Chairman,  and  the  other  members  of  your 
committee  for  the  concern  and  support  you  have  given  to  this  great 
vocational  rehabilitation  program. 

The  1965  vocational  reh^tbilitation  amendments  became  the  high 
water  mark  in  the  recognition  of  workshops  as  a vital  necessary  part 
of  rehabilitation  services.  It  is  because  of  the  provisions  of  this  act 
that  we  appear  before  you  today. 

We  recognize  it  is  a difficult  task  for  this  committee  to  consider  a 
budget  made  large  by  all  the  different  programs  administered  by  the 
Department  of  Headth,  Education  and  Welfare. 

I am  sure  every  member  of  this  committee  wants  to  do  no  less  than 
all  that  is  possible  to  meet  the  needs  of  the  often  forgotten — the  dis- 
abled throughout  the  land. 

We  know  you  are  aware  that  their  numbers  have  grown — where  they 
once  died,  they  now  live — ^because  of  the  tremendous  medical  advances, 
much  of  which  this  committee  has  supported  with  needed  appropri- 
ations. 

We  should  not  overlook  the  great  advances  in  programs  of  special 
education  for  the  handicapped  and  disabled  of  which,  again,  this  com- 
mittee has  great  knowledge. 

But  so  much  of  all  this  can  lead  to  unhappy  nonproductive  lives 
unless  vocational  rehabilitation  is  supported  in  an  expanded  way. 

Everyone  is  now  caught  up  in  the  great  discussion  of  how  to  stop 
the  fighting  in  Vietnam.  How  often  do  we  give  attention  to  the  voca- 
tional rehabilitation  needs  of  the  returning  disabled  veterans? 

To  the  time  to  cut  appropriations  for  vocational  rehabilitation 
services  ? 
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We  share  the  concern  of  this  committee  and  Congress  that  every  tax 
dollar  be  used  in  the  most  efficient  and  effective  way  for  the  greatest 

good  of  all  the  people.  . . 

We  recognize  the  need  for  better  methods  of  determining  cost  en^- 
tiveness  of  dollars  spent  on  rehabilitation  services.  This  is  one  of  the 
reasons  why  Groodwill  Industries  of  America,  Inc.,  began  a project, 
funded  with  the  Federal  support  of  SKS  research  funds  (section  4(a) 
(1) ),  to  develop  an  adequate  uniform  accounting  system  for  not  only 
Goodwill  Industries  but  other  rehabilitation  facilities. 

This  has  reached  the  point  where  we  are  experimenting  in  its  use  by 
State  rehabilitation  agencies.  We  know  now  that  the  system  can  be 
used  by  all  health  and  welfare  agencies. 

Attached  and  made  a part  of  this  statempt  are  four  cases  developed 
under  our  uniform  accounting  system  to  illustrate  the  cost  effective- 
ness of  the  rehabilitation  dollar. 

Three  of  these  cases  involve  individuals  that  receive  training  services 
funded  under  section  13  of  the  Vocational  Rehabilitation  Act. 

We  often  talk  about  overall  totals  to  justify  the  need  for  appropria- 
tions. Here  we  offer  specific  evidence  on  comparative  costs  to  the  tax- 
payer in  the  case  of  individuals  now  holding  regular  jobs,  who  have 
become  taxpayers. 

We  wish  to  here  support  increased  appropriations  under  section  13, 
not  only  for  special  training  services  projects  (not  to  be  confused  with 
other  training  needs  under  section  7 and  section  4),  but  also  for  re- 
habilitation facilities  improvement  and  the  program  of  technical  as- 
sistance to  facilities.  (Attached  is  the  copy  of  a letter  describing  the 
benefits  of  a single  workshop  improvement  grant.) 

To  provide  additional  insight  into  the  important  types  of  research 
conducted  through  funds  provided  under  the  Vocational  Rehabilita- 
tion Act,  I wish  to  briefly  refer  to  another  project  being  carried  for- 
ward now  by  Goodwill  Industries  of  America,  Inc. 

This  is  the  Volunteers  in  Rehabilitation  project  currently  being  con- 
ducted with  a research  and  demonstration  grant  from  the  Rehabilita- 
tion Services  Administration. 

This  project  is  designed  to  improve  services  to  handicapped  persons 
through  greater  involvement  of  citizen  volunteers.  Not  just  more  serv- 
ice, but  personalized  service  that  reinforces  the  social  value  and  esteem 
of  every  individual — ^the  volunteers  and  those  they  serve. 

Our  Nation  desperately  needs  this  type  of  activity,  and  it  will 
happen  if  sufficient  funding  is  allocated  for  research,  demonstration 
and  progressive  implementation. 

We  would  also  wish  to  emphasize  that  the  demand  for  trained 
professional  people  is  as  great  today  as  it  has  been  for  the  last  15 
years  and  the  outlook  is  that  the  requirement  will  continue  to  in- 
crease for  quite  a while.  Therefore,  we  support  adequate  funds  for 
this  program. 

Goodwill  Industries  emplovs  hundreds  of  these  people.  Our  locals 
hire  therapists  of  many  kinds,  rehabilitation  counselors,  speech  and 
hearing  specialists,  and  a variety  of  other  kinds  of  specialized  per- 
sonnel. Thus  we  are  very  much  affected  by  any  massive  reduction  in 
training  program  funds. 
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In  one  field  in  particular,  I wish  to  call  the  committee’s  attention 
to  the  effects  of  any  training  program  reduction.  Goodwill  Industries 
is  the  largest  single  group  of  employers  of  workshop  administrators 
in  the  country. 

Several  years  ago  it  became  evident  tliat  the  growth  in  the  work- 
shop field  in  the  United  States  would  be  seriously  hampered  if  some- 
thing could  not  be  done  to  provide  a systematic  way  of  producing 
training  administrators  for  the  many  Avorkshops  that  were  being- 
developed  to  meet  the  needs  of  the  handicapped. 

The  training  program  of  the  Rehabilitation  Services  Administra- 
tion responded  promptly  and  there  has  been,  as  a result,  an  excellent 
training  program  supported  by  the  RSA  to  prepare  workshop  ad- 
ministrators. 

We  feel  the  need  for  continuation  of  this  program  most  acutely. 

I hope,  Mr.  Chairman,  that  you  and  the  committee  will  restore 
these  training  funds  to  at  least  the  present  level  available  for  fiscal 
1971. 

If  the  training  ])rogram  suffers  a severe  reduction  of  this  sort  in 
its  funds,  the  whole  rehabilitation  effort  in  the  United  States  will  be 
seriously  affected. 

In  the  program  for  the  construction  of  rehabilitation  facilities  and 
workshops,  we  face  again  a most  discouraging  budget  picture. 

As  this  committee  is  aware,  I believe,  the  funds  for  this  work  have 
been  so  extremely  small  in  the  last  few  years  that  there  has  been  no 
really  effective  help  for  the  expansion  of  the  facilities  needed  in  this 
country.  We  believe  the  proper  place  to  support  much  needed  new 
construction  is  under  section  12. 

This  is  one  of  our  truly  unmet  needs  today.  Because  of  the  lack  of 
assistance  for  construction,  these  projects  have  been  pilino-  up  and  we 
have  large  numbers  pending  at  the  present  time  among  local  Good- 
will Industries. 

With  a budget  that  proposes  no  funds  whatever  for  construction 
and  related  costs,  I can  only  urge  the  committee  to  include  in  the  bill 
as  much  funds  for  this  vitally  needed  construction  as  you  possibly 
can. 

I assure  you  that  it  will  be  fully  and  most  effectively  used. 

Finally,  we  recognize  that  the  major  source  of  funds  for  services 
to  the  handicapped,  disabled,  and  clisadA^antaged  under  the  Vocational 
Rehabilitation  Act  is  the  section  2 — basic  support  of  the  State-Federal 
program. 

Many  of  our  local  Goodwill  Industries  this  year — fiscal  1970 — have 
been  advised  by  State  vocational  rehabilitation  agencies  that  funds 
for  the  purchase  of  evaluation,  work  adjustment  and  training  serv- 
ices from  Goodwill  ran  out  as  early  as  February. 

This  is  the  “oil”  that  keeps  the  partnership  running  to  produce 
needed  services. 

For  the  coming  fiscal  year  1972,  the  request  is  for  an  increase  in 
the  amount  of  about  $15  million.  In  some  other  programs,  this  might 
be  a substantial  increase — but  in  this  Federal-State  program,  now  op- 
eration at  a level  of  more  than  $500  million  in  Federal  funds,  this  in- 
crease amounts,  in  effect,  to  a reduction  in  the  operating  capacity  of 
the  Stnte  Rehabilitation  agencies. 

In  dozens  of  communities,  the  State  rehabilitation  agency  and  the 
Goodwill  local  work  in  close  harmonious  fashion. 
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The  State  agency  regularly  purchases,  with  the  section  2 funds,  a 
formalized  and  extensive  program  of  evaluation  for  its  handicapped 
clients,  as  Avell  as  work  orientation,  job  training,  and,  in  many  in- 
stances, assistance  with  placement. 

Thus  our  Goodwill  locals  are  very  directly  affected  by  limitations 
on  funds  for  the  Federal-State  rehabilitation  program. 

I hope,  Mr.  Chairman,  that  the  committee  will  see  fit  to  make  a 
substantial  increase  in  these  funds  under  section  2.  If  you  do,  it  will 
be  reflected  very  directly  in  services  to  handicapped  people  who  ur- 
gently need  this  help. 

We  wish  to  thank  you  again  for  this  opportunity  to  provide  you 
with  information  we  believe  will  be  helpful  in  your  difficult  task  of 
allocating  limited  tax  funds  in  a way  to  obtain  maximum  benefit. 

If  we  can  provide  further  information,  please  let  us  know. 

We  commend  you  for  your  untiring  efforts  on  behalf  of  the  handi- 
capped, disabled  and  disadvantaged. 

Mr.  Chairman,  I would  like  to  submit  for  the  record  Exhibits  Al 
through  B-3. 

Senator  Magnuson.  Without  objection,  so  ordered. 

Mr.  Harmon.  Mr.  Chairman,  I would  like  to  add  that  in  the  charts 
are  case  studies  of  specific  effect  of  dollars  spent. 

On  one  of  them,  for  example,  it  shows  how  much  was  spent  in  Gov- 
ernment money  before  the  person  came  to  rehabilitation  agencies  in 
the  State,  and  then  the  column  showed  how  much  was  spent  by  the  re- 
habilitation agency,  including  the  times  this  person  was  in  Goodwill 
Industries,  and  in  the  third  column,  it  shows  that  that  person  is  now 
employed  at  the  rate  of  their  wage,  and  the  estimated  taxes  that  the}’ 
might  be  paying. 

We  believe  this  is  the  kind  of  specifics  that  sometimes  are  lost  sight 
of,  and  we  try  to  generalize  about  the  great  need. 

Now,  in  that  case,  you  can  see  what  this  committee  has  meant  to 
rehabilitation  through  the  years  since  1962. 

(The exhibits  follow :) 


63-792  O — 71 — pt.  4 29 
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Yearly  payment  of  276.00 

TOTAL  $3.096.00 


SEX:  Male 

DISABIUTY:  Schizophrenic  Reaction:  Chronic  Undifferentiated  Type  with  Mental  Retardation  (Moderate) 

Psychoneurologlc  Impairment. 
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Yearly  savings  of  $2,820.00 

Yearly  payment  of  276,00 


DISABILITY:  Schizophrenic  Reaction,  Paranoid  Type 
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DISABIUTY:  Mental  Deficiency,  Idiopathic,  Moderate  (1962' 

Revised  in  1969:  Personality  Pattern  Disturbance:  Inadequate  Personality  superimposed  upon  a psychollnguistlc 
Impairment. 
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Yearly  Payment  of  140.40 

TOTAL  $2,960.40 


No.  71273 
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EXHIBIT  B -1 


GOODWILL  INDUSTRIES 


of  Battle  Creek,  Michigan,  Inc. 

373  West  Michigan  Avenue  49017  965-0575 


May  24,  1971 


Mr.  John  C.  Harmon,  Jr. 

General  Counsel 

Goodwill  Industries  of  America  Inc. 

Washington,  D.C.  20014 

Dear  John: 

Thank  you  for  requesting  some  comments  concerning  our  Section  13  Workshop 
Improvement  Grant. 

We  were  extremely  pleased  to  be  able  to  increase  our  services  to  community 
handicapped  people  from  65  in  1969  to  179  clients  in  1970.  Clients  referred  by 
the  Michigan  Division  of  Vocational  Rehabilitation  were  64  and  167  respectively. 

The  Workshop  Improvement  Grant  did  exactly  what  it  states  it  would  do.  It 
brought  about  increased  quality  of  services  by  making  a competent  Director  of 
Vocational  Rehabilitation  available  to  Goodwill  Industries  of  Battle  Creek, 
Michigan.  Because  of  the  programs  which  he  developed  so  well  we  were  able  to 
hire  an  additional  Work  Evaluater  to  join  our  two  Instructors  and  Secretaries 
who  have  been  with  us  prior  to  the  grant. 

The  average  length  of  work  evaluation  and  training  programs  for  each  client 
dropped  from  approximately  5 months  to  a little  more  than  2 months  mainly  through 
the  use  of  work  evaluation  job  samples  administered  by  competent  personnel.  V/here 
a work  evaluation  used  to  take  8 weeks  it  now  takes  4.  Two  weeks  in  the  '‘unit’' 
with  job  samples  and  two  weeks  in  'in-plant'  evaluation  stations.  This  time 
savings  alone  would  have  allowed  a doubling  of  potential  clients  served.  Statis- 
tically we  did  more  than  three  and  a half  times  the  number  of  clients  in  1970 
as  in  the  preceding  year. 

For  the  most  part,  this  was  the  result  of  a high  level  of  co-operation  and 
help  through  the  Calhoun  County  District  Office  of  Division  of  Vocational  Rehab- 
ilitation. Ihey  were  both  appreciative  and  encouraging  in  our  increased  quality 
of  services  and  have  shown  their  interest  by  referring  more  clients  to  us  for 
work  evaluation  and  work  adjustment  training. 


2730 


EXHIBIT  B-2 


Mr.  John  C.  Harmon,  Jr. 
Page  2 

May  24,  1971 


The  complexity  of  'disabilities'  has  not  gotten  any  simpler  with  the 
increasing  population  we  are  now  serving.  In  some  cases  the  problems  are  more 
difficult  because  of  less  experience  and  information  is  available  for  helping 
these  people.  As  you  perhaps  noted,  the  'disabled  disadvantaged''  population 
of  clients  increased  sharply.  This  has  tested  the  validity  of  our  job  samples 
to  serve  both  the  retarded  and  the  intelligent  but  'socially  deprived'"  popula- 
tion of  our  community.  It  has  caused  us  to  seek  diligently  new  ways  of  meeting 
the  challenges  of  our  very  diverse  population. 

We  have  added  another  member  to  our  staff  for  assisting  in  'in-plant 
evaluations'  and  spending  half  time  on  job  readiness  training  for  placement. 

This  gives  us  a staff  of  5 plus  1 1/2  secretaries,  not  including  any  super- 
visory or  administrative  personnel  who  are  sometimes  used  to  oversee  and  assist 
in  vocational  training  experience  in  our  plant. 

A new  service  which  has  been  an  outgrowth  of  our  ''disabled  disadvantaged 
population'  has  been  a basic  literacy  education  program  co-operatively  sponsored 
through  DVR  and  WIN.  This  program  is  sixteen  weeks  long,  half  time,  for  initial 
reading  and  writing  skills.  Most  of  the  clients  have  absolutely  no  reading 
skills  when  they  enter  this  program.  It  is  new,  but  the  experiences  so  far 
have  been  very  gratifying,  particularly  when  a hostile  young  man  who  was  interested 
in  small  engine  repair  training  could  not  advance  without  being  able  to  read  the 
instruction  manuals.  He  has  now  learned  to  read  well  enough,  even  in  a few  short 
weeks,  to  be  able  to  continue  training.  This  has  demonstrated  the  value  of  an 
immediate  reward  for  his  efforts.  'Ihe  program  uses  the  Initial  Teaching  Alphabet 
and,  so  far,  there  have  been  no  problems  in  the  clients  moving  to  the  standard 
alphabet.  There  are  currently  10  clients  in  the  program  and  over  20  waiting. 

We  have  employed  a half-time  school  teacher  for  these  responsibilities. 

Not  only  has  the  Workshop  Improvement  Grant  added  to  our  rehabilitation 
service,  but  it  has  also  helped  us  with  a Contract  Procurement  Supervisor  who 
has  done  a great  deal  to  interest  local  industries  in  providing  our  handicapped 
people  with  industrial  types  of  work  here  at  Goodwill  while  they  are  in  the 
process  of  gaining  Work  Experience.  We  are  looking  forward  to  this  being  one  of 
the  largest  single  areas  of  growth  in  providing  real  work  experiences  for  both 
transitional  and  terminal  clients.  It  is  here  that  we  see  the  vital  need  for  the 
Wagner  O' Day  Act  to  be  passed  as  soon  as  possible. 
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EXHIBIT  B-3 


Mr.  John  Hannon,  Jr. 
Page  3 

May  24,  1971 


Our  clients  need  work  evaluation  to  determine  their  skills  and  interests. 
They,  also,  need  work  adjustment  training  to  teach  specific  jobs  and  the  neces- 
sary preparation  for  that  "all  important  job  interview."  But  all  of  this  leads 
to  one  goal  and  that  is  placement  onto  jobs  in  the  community,  and  if  that  isn't 
possible,  into  sheltered  employment.  They  need  time  to  gain  "Work  Experience’’ 
while  they  are  here. 

Our  only  goal  is  to  see  as  many  handicapped  people  as  possible  achieve 
their  maximum  vocational  potential  thereby  becoming  participants  in  our  working 
society. 


Sincerely, 


DMD/er 
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SECTION  12  FUNDING 

Mr.  Harmon.  Now,  we  would  suggest  that  in  section  12,  that  some  $10 
million  be  there. 

I know  that  we  never  did  reach  that.  I think  about  $4  or  $5  million 
is  the  most  that  was  ever  appropriated,  and  that  was  back  in  1967, 
but  the  need  is  great,  and  if  you  have  ever  been  in  one  of  these  facili- 
ties, you  know  what  it  means  to  handicapped  people,  to  have  proper 
surroundings,  to  give  kind  of  a lift,  and  the  kind  of  equipment  that 
is  necessary  to  lead  to  the  full  rehabilitation  of  the  individual. 

Now,  in  section  13  we  would  suggest  that  that  offer  be  at  least  $15 
million,  because  that  includes  very  valuable  areas  of  special  training 
projects,  to  not  be  confused  with  other  training  ideas,  and  in  three 
of  these  cases  that  we  gave  you  in  the  statement,  they  were  people 
who  went  through  one  of  these  special  training  projects. 

Now,  those  projects  provide  for  training  allowance  along  with  the 
training. 

This  is  the  thing  we  feel  is  vitally  necessary,  and  at  the  present 
time,  it  really  is  not  available  under  any  other  section  in  the  law, 
and  we  have  a problem  where  we  are  able  to  pay  them  what  they 
produce,  but  this  is  not  enough  in  the  early  stages  to  meet  their  living 
costs. 

Senator  Magnuson.  Well,  training  is  very  important  to  us,  because 
there  is  always  a shortage  of  people  that  are  needed,  and  in  all  of 
the  Goodwill  units,  just  like  these  people  we  just  saw,  we  just  have 
to  encourage  the  training  of  more  people. 

Mr.  Harmon.  Certainly,  and  research  money,  we  think  it  should 
be  a sum  of  $30  million,  and  we  believe  this  because  we  have  two  re- 
search projects. 

One  of  them  is  to  develop  a uniform  accounting  system,  which  has 
gotten  to  the  point  now  where  it  is  being  tried  out  in  two  State 
agencies,  that  is  rehabilitation  agencies. 

Senator  Magnuson.  These  cases  are  in  different  places  ? 

Mr.  Harmon.  Those  four  cases  are  in  one  Goodwill.  We  can  get 
those  kind  of  figures  even  more  closely,  for  example,  in  Milwaukee, 
Goodwill,  it  is  really  unbelievable  Avhat  this  uniform  system  has 
accomplished. 

Noav,  this  is  the  health  and  welfare  standard  developed  by  the  Kocke- 
feller  study. 

The  united  way,  nationally  we  are  in  conversations  with  them  to 
adopt  a system  and  to  in  turn  put  it  into  the  local  united  fimd,  and 
so  that  we  are  Avitnessing  a combination  of  cost  effectiveness  advance- 
ments in  both  the  private  sector  and  the  public  sector,  as  a result 
of  monies  spent  in  research  doAvn  here  in  one  of  these  HEW  projects. 

Senator  Magnuson.  Well,  Ave  Avill  take  a look  at  all  this,  and  noAV 
just  tell  me  one  thing. 

GoodAvill  gets  a grant  from  the  rehabilitation  service  usually  for 
a specific  project  or  a person,  hoAv  does  it  Avork? 

Mr.  Harmon.  There  are  tAvo  types.  We  get  grants,  which  are  under 
13,  improvement  grants,  under  12,  construction  grants,  and  under 
4(a)  (2)  expansion  grants. 
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Now,  on  the  other  hand,  we  provide  services  which  the  State  agen- 
cies pay  us  for. 

Senator  Magnuson.  But  they  in  turn,  the  State  agencies  get  a match- 
ing grant  from  the  F ederal  Government  ? 

Mr.  Harmon.  That  is  right. 

Senator  Magnuson.  Is  that  person  by  person  ? 

Mr.  Harmon.  Yes,  it  is.  In  other  words,  the  counselor  refers  it, 
and  we  believe  rather  than  the  State  agency  putting  in  the  facility, 
it  is  better  for  the  voluntary  agency  to  put  it  up,  and  to  provide  the 
service  for  these  people  so  that  we  are  talking  about  delivery  of 
services. 

Senator  Magnuson.  Of  course,  with  Goodwill,  there  is  hardly  any 
estimation  of  how  much  the  private  sector  helps  out  in  this  field. 

I am  familiar  with  that.  Your  reputation  is  such  that  you  do  not 
have  too  much  trouble  considering  all  of  the  other  demands  on  you 
people,  but  I think  the  big  thing  you  have  got  to  point  out  here  in 
this  system,  here  is  case  number  one,  this  fellow  was  in  the  State 
hospital  for  11  years  at  the  cost  of  $31,000  to  the  State,  and  the  cost 
of  Goodwill  was  for  a total  of  $5,000,  and  he  is  now  employed  paying 
taxes  at  $276  a year,  and  the  institution  is  relieved. 

We  thank  you  very  much  for  your  testimony,  Mr.  Harmon. 

We  are  sorry  Ave  kept  you  so  long. 

Mr.  Harmon.  I thank  you  for  having  the  opportunity  to  testify, 
Mr.  Chairman. 

STATEMENT  OF  E.  B.  WHITTEN,  NATIONAL  REHABILITATION  AS- 
SOCIATION, WASHINGTON,  D.C. 

VOCATIONAL  REHABILITATION 

Senator  Magnuson.  Our  last  witness  for  this  afternoon  is  Mr.  E.  B. 
Whitten  of  the  National  Behabilitation  Association. 

We  are  glad  to  hear  from  you,  Mr.  Whitten. 

Mr.  Whitten.  Thank  you  very  much. 

Mr.  Chairman,  members  of  the  subcommittee,  the  National  Rehab- 
ilitation Association  is  a national  organization  of  33,000  individuals 
and  600  agencies,  all  of  whom  have  a major  concern  for  the  care  and 
rehabilitation  of  handicapped  people. 

The  membership  of  the  association  is  both  professional  and  lay. 

It  includes  large  numbers  of  administrators,  counselors,  and  phy- 
sicians, and  small  numbers  of  social  workers,  physical  therapists,  oc- 
cupational therapists,  speech  and  hearing  pathologists,  and  other  pro- 
fessionals active  in  rehabilitation. 

Its  lay  members  are  public-spirited  citizens  Avho  have  an  interest  in 
the  rehabilitation  of  handicapped  people  in  their  respective  communi- 
ties and  support  the  National  Rehabilitation  Association  as  one  meth- 
od of  achieving  their  aims  of  more  comprehensive  and  better  services 
for  handicapped  individuals. 

Members  of  the  association  work  in  the  State-Federal  rehabilitation 
programs  and  other  State  and  Federal  agencies,  and  so  forth. 

Today,  we  are  speaking  to  that  part  of  the  appropriation  bill  that 
has  to  do  with  programs  which  are  administered  by  the  Rehabilitation 
Services  Administration  of  the  Social  and  Rehabilitation  Service  of 
the  Department  of  Health,  Education,  and  Welfare. 
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JUSTIFICATION  OF  PROGRAM 

Mr.  Chairman,  we  shall  not  attempt  a lengthy  justification  of  voca- 
tional rehabilitation  as  a program  to  be  supported  by  the  Congress  of 
the  United  States. 

We  realize  that  officials  of  the  Department  of  Health,  Education, 
and  Welfare  have  already  appeared  before  you  and  have  presented 
their  own  justifications  for  the  sums  being  sought. 

I will  say,  however,  that  the  State-Federal  vocational  rehabilitation 
program  is  recognized  throughout  the  country  as  one  of  the  most  suc- 
cessful, if  not  the  most  successful,  State-Federal  program  in  the  hu- 
man service  field. 

Its  accomplishments  have  been  and  continue  to  be  significant  and 
measurable  at  both  State  and  Federal  levels. 

It  has  been  administered  efficiently,  and  its  program  have  the  general 
support  of  the  public. 

During  the  50-year  life  of  this  program,  2,800,000  physically  and 
mentally  handicapped  people  have  been  assisted  in  rehabilitating 
themselves. 

In  fiscal  1970,  a total  of  266,975  handicapped  individuals  achieved 
rehabilitation  under  this  program.  The  total  expenditure  on  rehabili- 
tation services  that  year,  including  all  personnel  and  administrative 
cost,  was  $557,706,000,  or  an  average  cost  for  each  case  rehabilitated 
at  slightly  more  than  $2,000. 

The  cost  figures  include  all  sums  expended  on  diagnosis  and  evalu- 
ation and  rehabilitation  services  for  all  individuals  served  in  the  pro- 
gram, whether  or  not  services  resulted  in  rehabilitation. 

When  one  considers  these  figures,  he  is  bound  to  recognize  that  vo- 
cational rehabilitation  is  one  of  the  Nation’s  largest  manpower  pro- 
grams, if  one  wants  to  refer  to  it  as  such. 

In  spite  of  the  fact  that  individuals  who  are  served  are  physically 
or  mentally  handicapped,  its  expenditure  per  successful  case  is  less 
than  that  of  any  other  comparable  program. 

A statement  is  being  appended  to  this  testimony,  which  will  show 
the  basis  upon  which  it  is  said  that  the  cost  effectiveness  of  this  pro- 
gram is  greater  than  any  other  program  with  similar  objectives. 

The  National  Citizens’  Advisory  Committee  on  Vocational  Kehabili- 
tation,  reporting  in  1968,  summarizes  the  situation  in  these  words : 

We  are  convinced  that  the  rehabilitation  movement  in  the  United  States  rep- 
resents one  of  the  greatest  achievements  of  our  culture. 

It  stands  as  a monument  to  the  humanitarian  instincts  of  the  American  citi- 
zen, and,  at  the  same  time,  provides  practical  ways  for  disabled  persons  to  achieve 
satisfying,  productive  lives. 

Kef  erring  specifically  to  the  State-Federal  vocational  rehabilita- 
tion program,  the  report  continued : 

We  liked  what  we  slaw  when  we  looked  at  the  public  vocational  rehabiliitation 
program.  There  can  be  no  doubt  of  the  program’s  success.  From  the  time  of  its 
inception  in  1920  . . . the  program  has  been  the  literal  salvation  of  millions  of 
disabled  Americans.  Evidence  of  its  success  is  seen  in  the  constantly  Increasing 
numbers  of  the  disabled  who  are  rehabilitated  each  year,  in  the  economic  gain 
resulting  from  the  investment  of  the  American  dollar,  and  in  the  extent  to  which 
other  government  programs  have  adopted  rehabilitation  ideas,  techniques,  and 
methods. 
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GOAL  ORIENTED 

Much  of  the  success  of  the  vocational  rehabilitation  program  is  the 
result  of  its  goal  orientation. 

The  goal  in  every  case  is  vocational  rehabilitation.  While  many  serv- 
ices are  provided  in  the  process  of  an  individual’s  rehabilitation,  there 
is  never  any  doubt  of  the  goal. 

In  addition,  success  or  failure  is  measured  solely  on  the  basis  of 
whether  or  not  the  goal  of  employability  is  achieved. 

The  comprehensive  nature  of  the  vocational  rehabilitation  legisla- 
tion, which  permits  the  agencies  to  provide  almost  any  service  that 
would  be  required  by  an  individual  in  the  course  of  his  rehabilitation, 
and  the  flexibility  of  the  agencies  in  working  with  other  public  agen- 
cies and  with  private  agencies  has  contributed  immeasurably  to  its 
effectiveness. 

Another  important  element  in  the  success  of  the  program,  has  been 
that  it  has  recognized  all-encompassing  nature  of  rehabilitation,  and 
has  developed  a balanced  program  to  make  its  services  available  and 
effective. 

It  has  been  recognized  that  there  must  b people  to  provide  the 
services,  facilities  in  which  services  are  to  be  provided,  research  to 
point  to  better  methods  and  techniques,  and  funds  to  pay  for  the  serv- 
ices provided  to  the  client. 

Accordingly,  support  has  been  sought  and  secured  for  the  basic 
State  grant  programs,  for  research  and  demonstration,  for  training  of 
personnel,  and  for  rehabilitation  facilities. 

The  budget  now  being  considered  by  this  committee  would  affect 
detrimentally  all  aspects  of  the  vocational  rehabilitation  program. 
We  shall  discuss  them  individually. 

SECTION  2,  GRANTS  TO  STATES 

Section  2 supports  the  grants  to  States  for  the  provision  of  basic 
vocational  rehabilitation  services.  The  appropriation  authority  in  the 
Vocational  Eehabilitation  Act  of  1971  is  $700  million. 

0MB  has  recommended  an  appropriation  authority  of  $530  million 
for  1972.  This  is  an  increase  of  less  than  3 percent  over  the  appro- 
priation authority  for  the  current  year. 

An  appropriation  of  $518  million  is  recommended.  This  is  also  an 
increase  of  $15  million,  or  less  than  3 percent.  It  need  not  be  empha- 
sized before  this  committee  that  a 3-percent  increase  will  actually 
result  in  a program  decrease  for  1972,  since  the  rate  of  inflation  of 
rehabilitation  costs  has  been  fully  twice  this  amount. 

One  cannot  look  at  this  in  any  other  way  than  that  the  program  will 
be  expected  to  shrink  and  to  lose  effectiveness  with  this  appropriation. 

It  is  true  that  the  budget  includes  an  additional  sum  of  $23  million 
under  section  4(a)  (2)  of  the  act  to  support  an  expanded  program  for 
the  rehabilitation  of  public  assistance  recipients. 

There  is  already  underway  a substantial  program  in  this  area. 

The  budget  does  not  indicate  how  such  an  appropriation  would  be 
allocated  among  the  States  or  what  criteria  would  be  used  to  determine 
the  kind  of  program  a State  would  be  expected  to  develop  to  secure 
these  funds. 
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In  our  judgment,  the  dependence  for  an  on-going  basic  vocational 
rehabilitation  program  is  the  section  2 appropriation,  and  this  is  the 
appropriation  with  respect  to  which  Congress  should  be  primarily 
concerned,  although  funds  earmarked  for  specific  purposes  can  be 
helpful. 

Our  recommendation,  Mr.  Chairman,  is  that  the  appropriation  au- 
thority for  1972  be  $600  million  and  that  the  appropriation  be  $575 
million,  this  latter  amount  being  necessary  in  order  to  match  State 
funds  that  will  be  available  during  that  year. 

With  an  appropriation  of  $575  million,  based  on  an  allotment  of 
$600  million,  this  program  can  make  orderly  progress  toward  attain- 
ing the  goals  which  we  believe  Congress  has  in  mind. 

Certainly,  the  additional  funds  expended  on  this  program  may  be 
expected  to  return  more  in  value  to  the  taxpayer  than  a comparable 
amount  of  money  would  in  any  other  program  with  a comparable 
objective. 

This  additional  appropriation  should  result  in  the  rehabilitation  of 
approximately  30,000  more  individuals  than  can  be  anticipated  under 
the  0MB  recommendations. 

TRAINING 

As  we  have  already  indicated,  Mr.  Chairman,  the  recruitment  and 
training  of  personnel  to  be  used  in  the  rehabilitation  process  must  go 
hand  in  hand  with  the  availability  of  funds  for  the  purchase  of  re- 
habilitation services. 

With  respect  to  such  training  funds,  the  1972  budget  Avould  result 
in  disaster.  The  current  appropriation  for  training  is  $27,700,000,  this 
being  $4  million  less  than  the  all-time  high. 

The  administration  proposal  would  reduce  this  appropriation  to 
$14,650,000,  a reduction  of  over  $13  million  or  48  percent. 

No  adequate  explanation  of  this  cut  has  been  given.  The  budget  in- 
strument itself  merely  states  that  the  money  to  be  appropriated  should 
be  used  to  support  training  in  vital  areas  in  which  there  are  no  funds 
or  limited  training  funds  available. 

Under  the  Vocational  Rehabilitation  Act,  training  is  supported  in 
the  following  areas : rehabilitation  counseling,  rehabilitation  medicine, 
speech  pathology  and  audiology,  social  work,  physical  therapy,  occu- 
pational therapy,  mental  retardation,  rehabilitation  facility  admin- 
istration, prosthetics-orthotics,  and  vocational  evaluation. 

In  addition,  small  sums  go  into  short-term  training  and  to  support 
vocational  rehabilitation  agency  training  programs. 

It  is  evident  that  with  a 48-percent  reduction  these  training  pro- 
grams would  be  wrecked. 

The  administration  has  made  no  announcement,  as  far  as  we  know, 
with  respect  to  which  programs  would  be  eliminated,  which  cut,  how 
much,  and  so  forth. 

The  administration’s  explanations  of  this  reduction  are  vague  and 
inconsistent.  In  some  instances,  the  cut  has  been  justified  on  the  basis 
that  State  rehabilitation  agencies  have  used  section  2 funds  for  train- 
ing. 

In  other  communications,  the  administration  has  referred  vaguely 
to  “new  initiatives”  on  the  part  of  the  administration  which  make 
the  cut  necessary. 
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In  our  judgment,  the  proposed  reduction  is  no  more  or  less  than  a 
meat  ax  approach  designed  to  save  budget  dollars.  We  ask,  Mr.  Chair- 
man, for  a restoration  of  the  full  amount  of  the  reduction  or  an  ap- 
propriation of  $27,700,000  for  the  year. 

RESEARCH  AND  DEMONSTRATION 

The  research  and  demonstration  program  under  the  Vocational  Ke- 
habilitation  Act  has  made  an  important  contribution  to  the  develop- 
ment of  improved  methods  and  techniques  of  delivering  vocational 
rehabilitation  services. 

Currently,  this  appropriation  is  $31,635,000.  The  President’s  budget 
would  reduce  this  by  $6,688,000,  leaving  an  appropriation  of  $24,937,- 
000. 

Again,  no  reasonable  justification  for  this  reduction  has  been  made. 
The  result  of  the  cut  would  be  that  very  few,  if  any,  new  research  and 
demonstration  programs  could  be  approved  during  the  1972  year. 

This  action  will  bring  to  a grinding  halt  this  important  program. 
It  will  mean  that  research  and  demonstration  staffs,  recognizing  no 
future  to  research  and  demonstration  in  rehabilitation, Will  seek  new 
employment. 

It  would  take  years  to  recover  from  this  blow.  Mr.  Chairman,  we 
recommend  a restoration  of  the  full  amount  of  the  reduction. 

FACILITIES 

For  several  years,  we  have  been  greatly  disturbed  by  the  attitude 
of  the  administration  with  respect  to  appropriations  for  rehabilitation 
facilities. 

The  current  appropriation  for  such  facilities  is  $4,140,000,  prac- 
tically all  of  which  has  been  earmarked  for  the  development  of  three 
or  four  rehabilitation  facilities. 

The  President’s  budget  contains  only  $550,000  for  this  program, 
this  sum  to  be  used  in  staffing  facilities  already  established  under  the 
act. 

This  program  established  under  section  12  of  the  Vocational  Ke- 
habilitation  Act  was  intended  to  support  a nationwide  program  for 
the  development  of  rehabilitation  facilities. 

There  is  a documented  need  for  at  least  $20  million  for  1972.  It  is 
time  for  Congress  to  decide  whether  or  not  this  section  of  the  law  will 
be  used  for  the  purpose  for  which  it  was  intended. 

All  States  need  rehabilitation  facilities,  not  just  a few  of  them. 

There  should  be  developed  as  soon  as  possible  at  least  75  or  100  com- 
prehensive vocational  rehabilitation  facilities  such  as  the  ones  found 
at  Institute,  W.  Va.,  Johnstown,  Pa.,  and  Fishersville,  Va.,  and  the 
one  under  construction  in  Chicago. 

We  are  recommending  an  appropriation  of  $20,000,000  for  this 
item. 

VOCATIONAL  EVALUATION  AND  WORK  ADJUSTMENT 

The  1968  Vocational  Rehabilitation  Act  amendments  included  a 
new  program  of  vocational  evaluation  and  work  adjustment  services 
for  disadvantaged  individuals,  including  the  handicapped  (sec.  15). 
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This  program  was  to  be  administered  by  the  State  vocational  re- 
habilitation agencies  to  serve  their  own  clients  and  as  a service  to  the 
clients  of  other  agencies  who  so  badly  need  this  kind  of  service. 

The  passage  of  this  legislation  was  hailed  as  one  of  the  most  signifi- 
cant actions  of  Congress  during  that  particular  year,  as  related  to 
human  services  development. 

The  previous  administration  recommended  for  1969  an  appropria- 
tion of  $10,000,000  to  start  this  program,  far  less  than  was  authorized. 

The  new  administration  deleted  this  from  the  budget  without  ex- 
planation. 

The  current  budget  still  does  not  contain  any  appropriation  for  this 
purpose.  Adequate  vocational  evaluation  and  work  adjustment  serv- 
ices are  absolutely  necessary  to  success  in  any  rehabilitation  or  man- 
power program,  assuming  work  to  be  an  objective. 

The  high  rate  of  success  on  the  part  of  the  State  vocational  rehabili- 
tation agencies  is  attributable  in  large  measure  to  the  fact  that  they 
have  recognized  this  and  insist  upon  much  more  comprehensive  evalua- 
tions of  their  clients  than  is  true  of  any  other  agency. 

This  legislation  is  written  as  a formula  grant  program.  The  ap- 
propriation authority  for  the  1972  fiscal  year  is  $100  million.  An  ap- 
propriation of  at  least  $20  or  $25  million  would  be  needed  to  make  a 
formula  grant  program  effective. 

In  our  judgment,  the  Committee  could  do  nothing  which  would  do 
SO  much  to  improve  the  quality  and  effectiveness  of  rehabilitation, 
manpower,  and  welfare  programs,  as  they  relate  to  efforts  to  help  such 
individuals  prepare  for  and  secure  employment,  than  to  properly  im- 
plement this  section  of  the  law. 

It  is  a most  puzzling  situation  that  the  administration  has  not  made 
recommendations  along  this  line  since  it  seems  to  be  absorbed  with  the 
idea  that  everyone  should  be  encouraged  to  work  and  assisted  to 
prepare  for  work. 

DEVELOPMENTAL  DISABILITIES 

In  1970,  Congress  passed  the  Developmental  Disabilities  Services 
and  Construction  Act. 

This  legislation  supersedes  the  legislation  under  which  appropria- 
tions had  been  made  to  support  programs  for  the  mentally  retarded. 

A significant  aspect  of  this  legislation  is  that  it  extends  the  scope 
of  the  program  to  cover  individuals  impaired  by  cerebral  palsy,  epi- 
lepsy, or  other  neurologically  based  diseases  originating  in  childhood. 

Under  the  previous  legislation  the  program  has  been  confined  largely 
to  construction  and  staffing  of  various  types  of  facilities. 

Under  the  new  law,  an  opportunity  is  provided  for  filling  gaps  that 
exist  in  serving  the  specified  classes  of  hndicapped  individuals. 

This  legislation  was  widely  supported,  enthusiastically  enacted  by 
Congress,  and  people  concerned  with  mental  retardation,  cerebral 
palsy,  epilepsy,  and  so  forth,  are  looking  forward  with  great  anticipa- 
tion to  its  implementation. 

The  administration  has  virtually  completely  ignored  this  new  legis- 
lation in  its  proposals  for  1972.  It  recommends  for  the  new  law  al- 
most precisely  the  amount  of  money  available  for  1971  under  the  old 
law. 
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The  new  law  specifies  that  not  more  than  half  of  an  allotment  to  a 
State  can  be  used  for  facilities.  This  means  that  the  facility  program 
will  be  practically  nil,  and  very  little  else  can  be  done  with  the  small 
amount  of  money  available. 

The  legislation  is  now  written  as  a formula  grant  program.  We 
strongly  recommend  that  $40  million  be  appropriated  for  formula 
grants.  This  sum  is  needed  to  make  grants  to  individual  States  large 
enough  that  any  substantial  impact  can  be  made  upon  the  problems  the 
legislation  is  expected  to  address  itself  to. 

COST  EFFECTIVENESS 

Mr.  Chairman,  in  the  National  Kehabilitation  Association  we  have 
always  maintained  that  the  greatest  benefits  of  rehabilitation  are  in 
what  rehabilitation  does  to  the  human  spirit. 

The  assurance  of  the  quality  of  opportunity,  the  assurance  of  ability 
to  make  one’s  own  way  dependent  upon  no  one,  the  ability  to  be  a con- 
tributing taxpaying  citizen  of  the  country,  does  something  to  the 
morale  of  an  individual  which  is  hard  to  describe. 

Second,  we  have  felt  that  the  values  of  rehabilitation  are  in  a great 
many  instances  preventive  in  nature. 

In  other  words,  a young  handicapped  individual,  by  receiving  re- 
habilitation services  early,  frequently  is  prevented  from  having  his 
disability  compounded  and  his  dependency  increased. 

It  is  gratifying,  however,  in  addition  to  these  things,  to  find  that 
rehabilitation  has  the  highest  cost-benefits  ratio  of  any  program  in 
this  general  field. 

I am  asking  that  a brief  statement  entitled  “Rehabilitation — cost- 
benefits  analysis”  be  made  a part  of  the  record  at  this  point. 

(The  analysis  follows :) 


63-792  O— 71— pt.  4- 
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REHABILITATION  - COST-BENEFITS  AInIALYSIS 

Three  cost-benefits  analyses  are  available.^  Each  of  these  studies  measures 
cost  benefits  in  terms  of  the  economic  gain  to  society  resulting  from  the  in- 
crease in  wages  earned  by  disabled  people  as  contrasted  to  the  cost  of  providing 
rehabilitation  services  to  the  handicapped  individuals. 

The  first  of  these  studies,  to  be  referred  to  as  the  RSA  study,  showed  a 
cost-benefits  ratio  of  35  to  1,  that  is,  the  wages  earned  by  the  rehabilitation 
worker  for  the  period  of  his  work  life  expectancy  was  35  times  as  great  as  the 
amount  spent  on  his  rehabilitation. 

The  second  of  the  studies,  to  be  referred  to  as  the  HEW  study,  showed  the 
cost-benefits  ratio  to  be  15  to  1. 

A third  study  to  be  referred  to  as  the  Conley  study,  showed  the  cost-benefits- 
ratio  to  be  8 to  1,  or  somewhat  less,  if  future  earnings  are  discounted  to  make 
allowance  for  the  future  value  of  current  dollars. 

The  HEW  study  (15  to  1)  differs  with  the  RSA  study  (35-1)  because  it  did  not 
attach  any  value  to  homemaking  and  other  work  at  home,  did  not  assume  the  3% 
annual  increase  in  projected  earnings  due  to  increased  worker  productivity 
calculated  in  the  RSA  study,  and  used  higher  mortality  rates  which  resulted  in 
fewer  years  of  earning  power  for  the  disabled  individual. 

The  Conley  study  was  even  more  conservative.  It  used  earnings  the  three 
months  before  beginning  rehabilitation  service  as  a wage  base  instead  of  earnings 
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the  week  before  rehabilitation  at  which  time  the  individual  was  more  likely  to  be 
unemployed,  it  added  to  the  cost  of  rehabilitation  by  estimating  the  number  of 
repeaters  in  the  program,  included  an  estimate  of  the  cost  of  services  provided 
by  other  agencies,  and  added  20%  to  the  cost  of  rehabilitation  services  to  cover 
expenditures  for  research  and  training,  which  are  not  charged  as  rehabilitation 
services  in  agency  accounting  procedures.  The  author  admits  that  he  may  have  been 
overly  conservative. 

All  three  studies  are  equally  firm  in  their  conclusions  that  society  benefits 
economically  from  expenditxires  on  vocational  rehabilitation.  Significantly,  the 
cost-benefits  ratio  for  rehabilitation  services  is  more  than  twice  as  high  as  that 
of  any  other  program  with  similar  objectives,^  when  the  same  formula  is  used  for 
calciiLations.  Also  significant  is  Conley's  conclusion  that  the  cost-benefits 
ration  is  probably  as  high  or  higher  for  the  most  severely  handica-ped,  older, 
socially  and  economically  deprived  client  as  it  is  for  the  younger,  less  severely 
disabled  client. 

All  of  the  studies  referred  to  above  deal  with  national  data.  A recent 
study  conducted  by  the  University  of  Wisconsin's  Regional  Rehabilitation  Research 
Institute  in  Wood  County,  Wisconsin  based  on  a project  aimed  to  saturate  the 
county  with  vocational  rehabilitation  services  in  a way  to  reach  all  handicapped 
persons,  showed  that  every  aspect  of  this  project  attained  a cost-benefits  ratio 
of  at  least  20  to  1. 

1 An  Exploratory  Cost-Benefits  Analysis  of  Vocational  Rehabilitation  prepared  by 
the  Division  of  Statistics  and  Studies  of  the  Vocational  Rehabilitation  Admini- 
stration, August  1967. 

Human  Investment  Programs  - Vocational  Rehabilitation,  issued  by  the  Office  of 
Assistant  Secretary  for  Planning  and  Evaluation  of  the  Department  of  Health, 
Education,  and  Welfare,  December  1967. 
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A Benefit-Cost  Analysis  of  Vocational  Rehabilitation  Program  by  Ronald  A. 
Conley  appearing  in  The  Journal  of  Human  Resources,  Spring  1967,  Volume  IV, 
No.  2. 


2 Economic  Analysis  and  Efficiency  in  Government  - Report  of  the  Subcommittee  on 
Economy  in  Government  of  the  Joint  Economic  Committee,  Congress  of  the  United 
States,  February  9,  1970,  page  40.  Using  the  most  conservative  estimates  of 
vocational  rehabilitation  cost  effectiveness,  this  report  gave  vocational 
rehabilitation  a cost-effectiveness  ratio,  more  than  twice  that  of  any  other 
program  in  the  general  manpower  and  manpower-related  field. 


1972  BUDGET  REHABILITATION  SERVICES  ADMINISTRATION  PROGRAMS  (In  Thousands) 
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16.  Rehab.  Facilities  Hill-Burton  9,100  9,100  15,000  + 5,900 

17.  Deaf-Blind  Center  570  3,100  600  - 2,500 

18.  Pres.  Comm.  Employ.  Handicapped  575  706  726  + 20 
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COST-BENEFITS  RATIO  IN  VOCATIONAL  REHABILITATION 

^ Mr.  Whitten.  It  is  notable  that  although  the  studies  of  cost  effec- 
tiveness that  have  been  made  vary  somewhat  in  the  approach  they 
take,  the  results  of  tihe  studies  reach  the  same  conclusions,  that  is  that 
the  cost-benefits  ratio  in  vocational  rehabilitation  is  at  least  twice  as 
high  as  similar  cost-benefit  ratios  in  any  other  program  the  purpose 
of  which  is  to  help  handicapped  or  disadvantaged  individuals  pre- 
pare for,  secure,  and  hold  employment. 

This  fact,  whidh  is  amply  documented  in  the  brief  statement, 
should  be  a further  justification  to  this  committee  to  see  that  rehabili- 
tation programs  continue  to  expand,  so  long  as  they  remain  at  their 
present  rate  of  effectiveness. 

^ I would  like  to  further  point  out,  Mr.  Chairman,  that  in  rehabilita- 
tion, without  any  doubt  in  our  minds,  we  say  it  is  the  best,  most  effec- 
tive and  most  economical  program  supported  by  the  Federal  Govern- 
ment to  help  handicapped  people  most  of  whom  are  the  disadvantaged 
in  this  country,  and  this  makes  them  become  supporting  individuals. 

I couM  document  that  if  we  had  time,  but  I will  not  try  to  do  it. 

I think  this  is  generally  accepted. 

This  rehabilitation  program  has  become  a big:  one.  It  is  rehabilitat- 
ing now  275,000  people  a year,  and  this  case  which  Mr.  Harmon  gave 
you  is  being  repeated  tens  of  thousands  of  times  in  every  State  in  this 
Union,  and  you  fortunatelv  in  the  State  of  Washington  have  a very 
excellent  program,  and  in  New  Hampshire,  Senator  Cotton,  you  have 
one  of  the  experiments  on  how  the  rehabilitation  agency  can  make  a 
contribution  in  the  rehabilitation  of  all  welfare  recipients,  whether  or 
not  they  are  physically  disabled. 

They  continue  to  grow  and  make  an  increasingly  effective  contribu- 
tion to  the  welfare  of  the  people  in  this  country,  and  we  will  have  to 
have  people  to  do  the  work,  we  need  research  to  lead  the  wav,  facili- 
ties in  which  the  rehabilitation  can  be  done,  such  as  Goodwill  Indus- 
tries, and  many  others,  and  we  need  money  to  pay  the  salaries  of  the 
people. 

We  have  made  some  very  specific  proposals  along  this  line. 

You  put  your  finger  in  the  last  few  moments  on  a verv,  verv  im- 
portant items,  that  is,  unless  the  State-Federal  program  of  vocational 
rehabilitiation  is  able  to  have  the  money  to  buy  the  services  that  are 
provided  by  the  facilities,  the  personnel  services  that  are  provided 
by  the  speech  and  hearing  people,  it  all  comes  to  nothing. 

In  many  places  in  this  country  it  costs  $20  per  hour  to  get  speech 
and  hearing  therapy.  Somebody  has  to  pay  the  bill.  Usually  the  handi- 
capped person  is  not  able  to  pay  it. 

Now,  we  are  asking  you  to  increase  the  apronriation  for  the  basic 
State-Federal  prosrram  from  $518  million,  which  is  in  the  President’s 
budget,  to  $575  million. 

i'his  would  require  some  raise  in  the  allotment  base,  which  I have 
documented. 

Now,  Mr.  Chairman,  our  first  priority,  and  we  have  had  a group  of 
15  or  20  organizations  working  together  on  this,  all  of  us  agree,  this  is 
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the  most  important  single  thing,  the  committee  could  do  is  to  strengthen 
the  program  of  rehabilitation  in  the  country,  and  that  is  through  this 
fund  that  is  used  to  buy  the  seryices  to  pay  the  hospital  bill,  to  pay  the 
training  bill,  and  so  forth,  for  the  handicapped  person. 

Now,  second,  as  I said,  we  haye  to  haye  facilities.  Now,  I was  yery 
much  interested  here  a while  ago  in  listening  to  the  plea  for  the  facility 
in  Chicago.  This  is  a good  facility.  It  is  worthy,  but  at  the  same  time, 
section  12  of  the  Vocational  Kehabilitation  Act  was  projected  to  fi- 
nance a nationwide  system  of  rehabilitation  facilities,  and  Northwest- 
ern Uniyersity  and  the  Chicago  area  is  by  no  means  the  only  place  in 
the  country  that  needs  such  a facility. 

SKS  has  documented  $10  million  worth  of  needs  for  such  facilities 
in  the  next  year,  but  people  haye  sort  of  gotten  to  the  point  where  for  3 
or  4 years  there  has  been  practically  nothing,  and  all  that  has  been  ap- 
propriated has  to  go  to  one,  two  or  three  facilities,  where  we  haye  got- 
ten adjusted  to  the  fact  of  no  facilities  for  the  present  time. 

With  respect  to  training,  I do  not  want  to  add  to  what  these  other 
people  haye  said. 

^Ir.  Chairman.  I think  you  and  Senator  Cotton  know  that  the  ad- 
ministration has  failed  to  justify  any  decrease  in  training  and  re- 
search funds  in  reh-abilitation. 

You  see  the  letters  like  I do.  People  write  and  ask  why. 

They  come  back  and  say  that  new  initiatiyes  of  the  administration 
cause  a rearrangement  of  priorities.  What  does  that  mean  ? I don't 
know  what  it  means.  I just  know  there  is  no  money  anywhere  else  in 
the  budget  to  replace  the  money  that  would  be  less  in  these  training  and 
research  programs. 

I know  you  haye  heard  enough  testimony  on  training  and  research 
today.  I just  want  you  to  know  that  Aye  are  A^ery  sensitiA^e  to  the  posi- 
tion taken  by  Doctor  Lowman  and  by  a number  of  other  people. 

Noaa',  Mr.  Chairman,  one  other  thing : The  deyelopment  of  the  dis- 
abilities bill  has  not  had  as  much  attention  here  today  as  I think  it 
ought  to. 

This  is  new  legislation  you  passed  last  year  to  broaden  the  mental 
retardation  legislation.  The  administration  this  year  in  its  budget, 
and  this  may  haA^e  been  passed  after  the  original  budgets  Axere  pre- 
sented, were  deA^eloped,  but  anyAyay,  it  has  no  appropriation  to  in- 
crease the  size  of  this  program,  based  on  the  new  legislation,  and  so 
Aye  are  requesting  a sharp  increase  up  to  $30  million  in  that. 

By  the  Ayay,  ^Ir.  Chairman,  in  a formula  grant  program,  the  money 
Ayill  haA’e  to  be  diAuded  between  25  jurisdictions,  to  liaA'e  less  than  25 
or  30  million  in  the  pot,  it  diAudes  it  up  into  such  little  pieces,  it  is 
almost  a shambles  of  a program  by  the  time  you  get  the  administratiA^e 
setup  and  the  adAusory  committee,  and  some  States  would  not  haA*e 
auAlhing  left  to  seiwe  the  handicapped  people,  so  it  is  almost  futile  to 
think  about  a $10  million  grant  aid  program  in  this  country,  so  we  are 
askijig  you  to  raise  those. 

We  are  glad  to  work  with  the  committee  in  any  way.  We,  through 
the  years,  haA^e  tried  to  take  a total  Auew  of  this  rehabilitation  program 
rather  than  coming  in  for  just  a specific  area. 
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We  have  tried  to  look  at  the  whole  thing,  and  to  balance  our  testi- 
mony in  such  a way  that  we  can  help  you  see  the  whole  picture.  We 
know  it  is  complicated,  and  we  appreciate  the  time  you  so  laboriously 
put  in  on  these  hearings,  and  we  thank  you  for  your  attention. 

SUBCOMMITTEE  RECESS 

Senator  Magnuson.  Thank  you  very  much. 

We  will  recess  until  10  a.m.  tomorrow  when  we  will  resume  with  our 
final  day  of  outside  witnesses  on  the  Labor-HEW  appropriation  bill. 

(Whereupon,  at  6 p.m.,  Thursday,  July  15,  the  subcommittee  was 
recessed,  to  reconvene  at  10  a.m.,  Friday,  July  16.) 


DEPARTMENTS  OF  LABOR  AND  HEALTH,  EDUCATION, 
AND  WELFARE  AND  RELATED  AGENCIES  APPROPRI- 
ATIONS FOR  FISCAL  YEAR  1972 


FRIDAY,  JULY  16,  1971 

U.S.  Senate, 

Subcommittee  of  the  Committee  on  Appropriations, 

W ashington^  D.G. 

The  subcommittee  met  at  10  a.m.,  in  room  S-128,  the  Capitol,  Sen- 
ator Norris  Cotton,  presiding. 

Present : Senators  Magnuson  and  Cotton. 

DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 

Nondepartmental  Witnesses 

STATEMENT  OF  HON.  WALTER  F.  MONDALE,  U.S.  SENATOR  FROM 
MINNESOTA 

SUBCOMMITTEE  PROCEDURE 

Senator  Cotton.  The  subcommittee  will  come  to  order. 

The  chairman.  Senator  Magnuson,  is  delayed  for  a few  minutes. 
He  will  be  here  undoubtedly  before  the  first  witness  has  completed 
his  presentation. 

We  meet  to  continue  to  receive  testimony  on  the  Health,  Education 
and  Welfare  appropriations  for  1972  by  public  witnesses.  Today 
is  the  last  scheduled  day  for  public  witnesses  and  will  complete  2 
weeks  of  such  hearings.  Thus  far,  the  subcommittee  has  heard  an 
unusually  large  number  of  witnesses. 

We  have  about  15  individuals  scheduled  for  today  which  will  make 
it  necessary  for  the  witnesses  to  keep  their  testimony  brief  and  to  the 
point  so  that  we  can  hear  all  of  you  today. 

We  are  very  glad  to  welcome  the  distinguished  Senator  from  Minne- 
sota this  morning.  I understand  he  is  going  to  introduce  a witness. 
We  are  glad  to  have  you  with  us. 

INTRODUCTION  OF  DR.  FRITZ  KOTTKE 

Senator  Mondale.  Mr.  Chairman,  it  is  a great  pleasure  for  me  to  be 
here  this  morning  to  present  an  old  friend.  Dr.  Fritz  Kottke,  from 
the  University  of  Minnesota,  as  a witness  before  your  subcommittee. 

Dr.  Kottke  is  a professor  and  head  of  the  Department  of  Physical 
Medicine  and  Rehabilitation  at  the  University  of  Minnesota  Medical 
School  in  Minneapolis.  He  also  represents  the  American  Academy  of 
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Physical  Medicine  and  Rehabilitation  and  the  Regional  Medical  Reha- 
bilitation Research  and  Training  Centers. 

I have  long  been  impressed  with  the  excellent  work  done  under  the 
program  of  rehabilitation  medicine  and  particularly  by  the  19  re- 
search and  training  centers,  one  of  which  is  headed  by  Dr.  Kottke. 
Another  one  of  these  outstanding  center  is  located  at  the  University 
of  Washington  where  Dr.  Justus  Lehmann  is  in  charge. 

HEALTH  RESEARCH  TRAINING  GRANTS  AND  FELLOWSHIPS 

I intend  to  submit  a number  of  recommendations  to  this  subcom- 
mittee next  week  concerning  various  items  in  the  HEW  appropria- 
tions request  of  the  President,  which  I deem  to  be  inadequate. 

At  this  time,  however,  I should  like  to  comment  principally  on  the 
shortsighted  cutbacks  in  a variety  of  programs  for  training  grants  and 
fellowships  in  the  health  research  field. 

The  outstanding  record  of  U.S.  medicine  has  been  achieved  only 
because  we  have  invested  heavily  in  research  and  training.  The  Con- 
gress last  year  had  to  resist  administration  proposals  for  cutbacks  in 
research  funds  and,  for  the  most  part,  this  message  has  gotten  through. 

This  year  we  must  see  to  it  that  we  do  not  mortgage  our  future 
progress  by  short-term  savings  in  fellowship  and  training  grants. 
Tliese  are  the  programs  that  produce  the  men  who  will  achieve  the 
new  breakthroughs  in  the  years  ahead. 

Dr.  Kottke  will  be  telling  the  subcommittee  more  about  the  need 
for  such  programs  in  the  field  of  rehabilitation  medicine. 

REHABILITATION 

As  this  committee  knows  well,  the  rehabilitation  program  pays  for 
itself  many  times  over.  We  can  demonstrate  that  those  restored  to 
productive  and  taxpaying  status  through  rehabilitation  have  returned 
manifold  the  costs  required  to  rehabilitate  them.  And  when  we  con- 
sider the  human  values  of  restoring  the  disabled  and  equipping  them 
to  be  self-supporting,  I cannot  understand  how  we  could  balk  at 
greatly  expanding  the  support  for  this  program. 

I can  think  of  no  more  eloquent  spokesman  for  this  extremely 
valuable  program  than  Fritz  Kottke.  I hope  the  subcommittee  will 
be  able  to  adopt  the  recommendations  which  he  is  making  this  morning. 

Senator  Cotton.  Thank  you.  Senator. 

We  welcome  you,  Dr.  Kottke.  You  come  well  recommended. 

Your  friend.  Senator  Mondale,  is  a friend  of  ours  and  that  is  a 
sincere  tribute  from  the  Republican  side. 

Senator  Mondale.  Thank  you  very  much  for  those  kind  remarks. 

Senator  Cotton.  You  may  proceed  as  you  desire.  If  you  want  to  put 
your  statement  in  the  record  in  full  and  then  summarize  it,  you  may 
If  you  want  to  read  it,  you  may.  It  is  up  to  you. 
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STATEMENT  OF  FREDERIC  J.  KOTTRE,  M.D.,  PROFESSOR  AND  HEAD, 
DEPARTMENT  OF  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION, UNIVERSITY  OF  MINNESOTA  MEDICAL  SCHOOL,  MIN- 
NEAPOLIS, MINN. 

REHABILITATION 

Dr.  Kottke.  Thank  you,  Mr.  Chairman. 

I appreciate  the  privilege  of  appearing  before  the  committee.  I ap- 
preciate the  introduction  of  Senator  Mondale.  He  has  highlighted  some 
of  the  things  I wish  to  emphasize  about  the  importance  of  rehabili- 
tation and  the  cost  effectiveness  of  rehabilitation.  He  has  pointed  out 
that  I represent  the  American  Academy  of  Physical  Medicine  and  Re- 
habilitation, which  is  a group  of  specialists  working  in  the  field  of  re- 
habilitation medicine,  and  the  12  medical  regional  rehabilitation  re- 
search and  training  centers  which  really  were  established  by  the  act  of 
Congress  under  Senator  Hill  when  he  was  chairman  of  this  subcom- 
mittee. 

I would  like  to  present  the  need  for  continuing  support  of  this  essen- 
tial research  and  training  program  and  rehabilitation  medicine. 

As  Senator  Mondale  has  pointed  out,  there  has  been  some  difficulty 
in  even  maintaining  the  level  of  its  performance  because  of  recom- 
mended cutbacks  in  funds  and  what  I am  requesting  today  is  essentially 
maintenance  of  the  level  of  appropriation  for  research  and  training 
rather  than  a $25  million  cutback  that  has  been  recommended  by  the 
Office  of  Budget  and  Management. 

Senator  Cotton.  Pardon  me.  May  I interrupt  you  for  a moment. 

Wlien  you  refer  to  the  $25  million  cutback,  you  are  referring,  first, 
to  the  reduction  of  rehabilitation  training  which  was  cut  back  from 
$27.7  million  last  year  to  $14.65  million  this  year  ? 

Dr.  Kottke.  That  is  right. 

Senator  Cotton.  What  else  are  you  referring  to  in  the  $25  million  ? 
The  community  services  from  $8.9  million  cut  back  to  $4  million? 

Dr.  Kottke.  No  ; under  research. 

Senator  Cotton.  Research  centers  ? 

Dr.  Kottke.  The  research  and  training  is  divided  into  training  at 
the  Federal  level.  Training  that  was  cut  back  from  $27  million  to 
$14.65  million,  and  research  which 

Senator  Cotton.  Cut  back  from  $34.6  million  to  $24.1  million? 

Dr.  Kottke.  That  is  right. 

Senator  Cotton.  Those  are  the  three  items  that  make  up  the  $25 
million  that  you 

Dr.  Kottke.  The  figures  as  presented  in  the  budget  get  a little  con- 
fused. 

Senator  Cotton.  They  confuse  us  and  I have  been  on  this  commit- 
tee for  12  years.  That  is  why  I was  trying  to  nail  it  down  for  our  rec- 
ord and  in  my  own  mind. 

Dr.  Kottke.  $10  million  of  the  increase  is  under  the  training  budget 
that  you  referred  to ; $15  million  relates  to  research  and  training  as 
it  is  referred  to  by  the  committee  here,  I believe. 

Senator  Cotton.  Are  you  also  including  the  cutback  in  training 
of  future  personnel  to  keep  this  work  going  ? 

Dr.  Kottke.  That  is  right. 
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Senator  Cotton.  I can  tell  you  we  on  this  subcommittee  who  live 
with  this  problem,  on  both  sides  of  the  subcommittee,  are  thoroughly 
in  sympathy  with  your  presentation.  We  feel  that  rehabilitation  is 
about  the  last  place  to  cut  back. 

You  are  certainly  talking  to  sympathetic  ears  when  you  talk  to  me 
because  I have  one  in  my  own  family  that  I am  supporting.  If  35 
years  ago  he  could  have  had  done  for  him  what  you  are  doing  for 
people  he  would  be  able  to  at  least  be  leading  a useful  and  fuller  life. 
So,  we  are  thoroughly  in  sympathy. 

I think  you  might  want  to  know  that  there  has  been  a tendency 
for  the  last  5 years  for  the  budget  to  do  the  cutting  when  they  feel 
they  must  reduce  items,  to  do  it  in  the  training  of  future  scientists, 
and  training  of  future  teachers,  and  training  of  future  social  workers, 
and  training  of  future  physical  therapists.  So,  the  effect  is  not  going  to 
be  apparent  immediately. 

That  is  just  like  a man  painting  his  house  and  repairing  the  roof 
and  letting  the  fire  insurance  lapse.  Sometime  later  it  is  going  to 
show  up. 

I don’t  want  to  try  to  do  the  testifying  for  you  but  I want  to  make 
sure  these  are  the  things  you  are  emphasizing. 

Dr.  ICoTTKE.  That  is  correct. 

If  we  could  talk  about  training  first  because  you  have  made  the 
point  very  well. 

Table  II  of  the  prepared  report,  you  will  notice  the  training  was 
cut  back  from  1969  when  the  total  training  was  $31.68  million,  back  to 
last  year  when  it  was  $27.6  million.  This  year  because  of  the  training 
program  in  social  work  that  didn’t  succeed,  the  Social  and  Kehabili- 
tation  Service  acknowledged  they  would  reduce  that  training  by  about 
$3  million  and  requested  $24.65  million. 

The  Office  of  Management  and  Budget  cut  that  by  $10  million  more. 
We  are  requesting  very  urgently,  for  the  reasons  you  have  stated  so 
eloquently,  that  this  be  restored  to  $24.65  million  in  this  training  grant 
to  support  university  training  programs  and  these  university  training 
programs  were  really  established  by  Federal  funds. 

The  needs  for  the  kinds  of  service  you  recommended  were  recognized 
by  the  Federal  Government  before  they  were  recognized  by  the  State 
governments.  The  welfare  costs  were  recognized  by  Federal  author- 
ities, Federal  institutions,  before  the  State  institutions. 

It  was  this  Federal  funding  that  made  it  possible  for  the  universities 
to  undertake  and  expand  these  programs. 

In  addition,  this  covers  traineeships  as  you  see  here  in  the  amounts 
which  were  $18  million  in  1969  down  to  $16  million  in  1971.  These 
have  been  cut  progressively  over  the  last  4 years  so  that  now  they 
represent  about  one-half  of  what  they  were  before  and  if  there  is  a 
further  $10  million  cut  this  cuts  the  traineeship  support  in  half. 

I can  speak  especially  for  the  physiatrists,  specialists  in  physical 
medicine  and  rehabilitation.  We  would  not  have  physicians  specializing 
in  this  field  where  there  is  need  if  it  were  not  for  the  traineeships,  the 
cost  of  support  in  the  3 years  of  training  that  is  necessary  is  so  high 
and  this  turns  out  to  be  a field  of  relatively  small  financial  return. 

The  assurance  of  training  support  is  one  of  the  ways  to  attract 
young  men  into  the  field  of  rehabilitation  medicine  where  we  have  the 
need. 
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So  that,  I would  like  to  emphasize  to  the  committee  that  what  we 
are  asking  for  here  is  a preservation  of  what  we  had  last  year.  You  will 
notice  it  is  slightly  less  than  we  had  last  year.  But  the  $24.65  million 
is  nothing  more  than  maintaining  what  we  have  done  in  the  past  and 
it  is  not  meeting  the  expanding  need  for  rehabilitation  services  mider 
the  proposed  health  insurance  programs  of  the  Government. 

Senator  Humphrey.  Good  morning,  Dr.  Kottke. 

Dr.  Kottke.  Especially  I am  honored  with  Senator  Humphrey 
who  was  instrumental  in  setting  up  the  regional  rehabilitation  research 
and  training  centers  about  which  I would  like  to  speak  next  because 
I think  that  these  centers  for  which  we  are  asking  a $6.58  million 
increase  this  year  have  really  changed  the  praetice  of  rehabilitation 
medicine  and  changed  the  practice  of  entire  medical  care  in  this  coun- 
try by  demonstrating  that  not  only  diagnosis  and  acute  care  is  neces- 
sary but  also  that  you  have  to  rehabilitate  people  so  that  they  can 
return  to  normal  livelihood  again  and  this  needs  to  be  made  a part  of 
the  general  practice  of  medicine. 

So  that,  for  these  special  rehabilitation  and  research  training  centers 
we  are  asking  that  a budget  of  $16.58  million  be  established. 

Senator  Cotton.  In  order  that  we  have  this  clear,  you  are  now  talk- 
ing about  special  centers  which  last  year  was  $14,918,000  and  this  year 
the  budget  recommendation  is  $12,375,000  ? 

Dr.  Kottke.  That  is  right. 

Under  that  budget,  there  is  $10,275  million  for  the  regional  rehabili- 
tation research  and  training  centers.  To  that  $10,275  million  we  are 
requesting  an  additional  $6.58  million. 

Senator  Cotton.  You  may  proceed. 

Dr.  Kottke.  The  reason  for  this  is  that  these  centers  have  not  had 
an  increase  in  budget  from  the  $10,275  million  since  1968.  Each  year 
since  then  there  has  been  about  a 10-percent  increase  in  the  cost  of  medi- 
cal care  and  the  salaries  of  people  in  hospitals  and  other  costs  so  that 
over  that  4-year  period  there  has  been  a 35-  to  40‘-percent  attrition  in 
what  can  be  done  with  the  money. 

We  have  cut  back  in  the  size  of  our  programs,  cut  back  in  our  re- 
search, cut  back  in  our  services  to  meet  this  need.  We  are  asking  for  a 
35-percent  increase  which  is  a $3.58  million  increase  to  offset  the  cost 
of  living  that  has  occurred  in  4 years  plus  another  $3  million  to  further 
expand  eight  of  the  12  centers  to  full  comprehensive  centers.  The  first 
of  these  centers  was  established  10  years  ago.  There  were  two  of  them 
then,  one  at  New  York  University,  one  at  Minnesota. 

Since  then,  there  have  been  two  other  centers  which  have  become 
essentially  fully  funded  centers  at  Baylor  University  in  Houston,  at 
the  University  of  Washington  at  Seattle,  although  the  University  of 
Washington  at  Seattle  still  is  underfunded  by  $350  million  a year. 

It  would  require  $71/2  million  to  make  these  12  centers  all  fully 
supported  centers.  We  are  asking  for  less  than  half  of  that  amount, 
about  $3  million  this  year  for  expansion  of  these  centers  which  are 
located  in  the  various  regions  throughout  the  United  States. 

Senator  Cotton.  You  would  like  to  have  these  tables  appear  in  the 
record  at  the  close  of  your  statement  ? 

Dr.  Kottke.  Yes. 

Senator  Cotton.  They  will  so  appear. 
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Knowing  your  distinguished  Senators  from  Minnesota,  Senator 
Humphrey,  under  whom  I served  on  the  subcommittee  when  I was  a 
freshman,  and  Senator  Mondale,  I am  not  surprised  to  note  that  the 
University  of  Minnesota,  of  all  these  centei*s,  got  the  biggest  slice. 

Senator  Humphrey.  Just  sheer  accident. 

Senator  Cotton.  Incidentally,  Senator  Humphrey,  would  you  like 
to  have  the  doctor  suspend  while  you  put  in  the  record  what  you  want 
to  say  at  the  opening  ? I will  be  very  glad  to  hear  you. 

Senator  Humphrey.  That  is  fine.  He  is  doing  so  well  on  his  own  I 
don’t  want  to  becloud  the  issue. 

I thought  you  were  over  in  the  other  building,  for  some  reason  or 
other,  and  that  is  why  I am  late. 

Senator  Cotton.  We  were,  but  Senator  Magnuson  moved  us  over 
here.  He  will  be  here  shortly. 

Go  ahead.  Doctor.  Forgive  the  interruption. 

Dr.  Kottke.  You  are  quite  right.  Three  centers  received  $3.1  mil- 
lion a year.  These  are  New  York  University,  University  of  Minnesota, 
and  Baylor. 

The  University  of  Washington  Kesearch  and  Training  Center  re- 
ceives only  $950,000  a year.  It  is  underfunded  in  terms  of  the  plan 
we  developed.  Others  are  underfunded  considerably 

Senator  Cotton.  Are  you  talking  about  Washington  State? 

Dr.  Kottke.  University  of  Washington  at  Seattle. 

Senator  Cotton.  It  is  underfunded  ? 

Dr.  Kottke.  It  is  underfunded. 

Senator  Humphrey.  I wish  you  would  repeat  that  when  Senator 
Magnuson  is  here. 

Senator  Cotton.  Let  the  record  show — no ; we  won’t. 

Go  ahead.  Doctor. 

Dr.  Kottke.  I would  like  to  point  out  that  initially  there  was  an 
attempt  nationally  with  the  help  of  Senator  Humphrey  to  establish 
a National  Institute  for  Kehabilitation  Medicine  along  with  the  othei* 
National  Institutes  of  Health.  We  ran  into  the  problem  that  we  still 
run  into,  that  people  understand  rehabilitation  more  in  a health 
orientation  than  in  an  aggressive  medical  research  organization  be- 
cause it  is  concerned  with  reducing  disability,  it  is  concerned  with 
getting  people  off  the  welfare  rolls.  It  is  concerned  with  restoring  the 
functions. 

Consequently,  unfortunately,  the  National  Institutes  of  Health  were 
not  much  interested  in  us  then,  and  they  are  not  much  interested  in  us 
now.  We  are  not  on  the  forefront  of  basic  research.  We  are  in  applied 
research  and  rehabilitation  to  take  the  medical  knowledge  that  is 
known  and  apply  it  to  people  to  get  them  back  to  self-sufficiency. 

So,  as  a secondary  type  of  program,  but  I think  it  has  turned  out 
to  be  an  outstanding  first  leadership  program,  we  established  com- 
parable centers,  comparable  small  centers,  to  what  you  might  have  in 
the  National  Institutes  of  Health;  first,  in  the  few  medical  schools, 
NYU,  and  the  University  of  Minnesota.  This  has  developed  into  four 
schools,  and  we  are  now  trying  to  get  resources  to  develop  into  eight 
more.  If  we  can  get  the  support,  we  can  expand  the  other  eight  centers, 
the  smallest  of  which  is  just  a pilot  center  at  Northwestern  University 
in  Chicago,  which  last  year  had  only  $220,000.  That  is  KT-20  on 
table  I. 
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You  will  note  that  in  the  training  programs  of  these  12,  I have 
data  on  only  11  of  the  12  centers  over  the  past  10  years — ^they  have 
not  all  been  in  existence  10  years — 120,000  people  have  received  train- 
ing. Of  these,  12,000  have  received  graduate  training  or  degree  train- 
ing, and  80,000  have  received  various  kinds  of  postgraduate  training  or 
continuation  of  training,  making  more  than  120,000  people  trained  in 
the  course  of  the  activities  of  these  programs. 

As  these  people  are  trained,  patients  also  get  medical  care,  and  at 
the  same  time  research  is  carried  out  on  the  problems  of  applied  reha- 
bilitation that  we  see  in  rehabilitation  medicine. 

If  I could  point  out  the  significance  of  this,  and  again  for  a reason 
that  may  not  be  particularly  obvious,  I pick  the  University  of  Wash- 
ington to  show  how  its  rehabilitation  center 

Senator  Cotton.  It  is  too  bad  the  chairman  didn’t  get  here  earlier 
this  morning. 

Dr.  Kottke.  But  the  rehabilitation  center  at  the  University  of 
Washington  is  the  only  comprehensive  rehabilitation  facility  west  of 
Minneapolis  and  north  of  Denver  or  San  Francisco.  That  includes 
Alaska.  That  is  almost  a quarter  of  the  area  of  the  United  States  that 
has  one  rehabilitation  center  underfunded. 

Patients  from  that  whole  area  have  to  go  to  Dr.  Lehmann’s  depart- 
ment at  the  University  of  Washington  in  order  to  get  comprehensive 
rehabilitation  for  individuals. 

Probably  more  significant,  students  from  that  whole  area  have  to 
go  to  the  University  of  Washington  to  get  the  kind  of  training  that 
you  were  talking  about.  Senator  Cotton,  in  rehabilitation. 

Consider,  for  example,  in  that  whole  area  this  is  the  only  program 
providing  training  for  physical  therapists.  It  is  the  only  program  pro- 
viding master  of  science  degrees  for  occupational  therapists,  one  of 
two  graduate  programs  in  rehab  counseling,  the  only  Ph.  D.  program 
in  rehabilitation  nursing,  the  only  program  providing  training  for 
engineers  and  clinical  psychologists  in  rehabilitation. 

The  kinds  of  research  that  we  have  done  have  already  had  an  impact 
on  the  practice  of  medicine.  This  is  documented  in  the  record  more 
fully,  but  I would  like  to  point  out  that  I think  maybe,  as  is  one  of  the 
things  that  you  have  not  realized,  that  the  health  maintenance  or- 
ganization which  now  the  administration  is  pushing  as  the  prototype 
organization  of  the  future,  came  out  of  rehabilitation  in  Minneapolis 
from  the  work  of  Paul  Ellwood. 

Dr.  Ellwood  got  interested  in  how  you  provide  medical  care  to 
patients,  rehabilitation  care  to  patients.  It  became  obvious  that  you 
could  not  have  comprehensive  rehabilitation  without  considering  pre- 
ventive medicine,  total  maintenance,  restoration  of  the  patient,  and 
then  continuing  him  at  a standard  high  level  of  medical  care. 

In  order  to  do  this,  what  you  need  is  a well  organized,  prepaid,  con- 
tractual organization  for  total  medical  care ; and  he  developed  this  then 
from  a concept  of  how-do- we-pay  for  rehabilitation,  to  the  program 
which  has  now  been  adopted  or  is  being  adopted  by  the  administration 
to  try  to  provide  for  the  kinds  of  comprehensive  health  maintenance 
which  all  of  us  recognize  today  is  the  need  at  the  present  time  and  the 
direction  in  which  we  ought  to  be  going  for  the  future. 

So  that,  I would  like  to  point  out  to  the  committee  that  the  de- 
velopment of  these  regional  rehabilitation  research  and  training  cen- 
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ters  has  already  had  a major  impact  in  changing  the  practice  of  all 
medicine,  not  only  rehabilitation,  that  has  been  the  bellweather  in  the 
development  of  rehabilitation  training  and  research  in  medicine  and 
for  this  reason  needs  this  further  support  and  expansion. 

The  next  item  I would  like  to  refer  to  is  the  research  and  demonstra- 
tion programs  of  SRS.  These  are  essentially  the  only  support  for  re- 
habilitation research  in  the  Federal  Government. 

As  I indicated  before,  the  National  Institutes  of  Health  do  not  re- 
search in  the  same  perspective  we  do,  and  consequently  they  do  not 
fund  for  the  kind  of  applied  research  that  we  need  in  rehabilitation. 
Only  two-tenths  of  1 percent  of  the  budget  of  SRS  is  devoted  to  re- 
habilitation research  projects.  That  is  far  too  small  an  amount  for  de- 
velopment and  expansion  of  a program  as  involved  as  SRS,  which 
runs  to  $12.8  billion  in  the  proposed  budget  for  next  year,  I believe. 

You  will  also  note  that  the  amount  of  research  that  is  supported  by 
the  National  Institutes  of  Health,  is  far  greater  than  the  research  sup- 
port for  rehabilitation. 

We  have  three  kinds  of  need  in  our  research  demonstration  program. 
We  need  to  develop  the  special  spinal  cord  injury  centers  to  take  care 
of  patients  who  are  paraplegics.  We  are  asking  for  $3.5  million  to 
start  such  a program.  The  cost  of  the  spinal  cord  injury  in  medical 
care  to  the  patients  amounts  to  about  $65,000  for  the  patient.  This 
does  not  cover  his  maintenance  cost.  It  is  estimated  by  the  private 
insurance  companies  that  the  cost,  the  true  cost,  of  a spinal  cord  in- 
jury is  about  $350,000  per  patient.  If  you  consider  that  we  have  60,- 
000  to  100,000  spinal-oord-injury  patients  in  the  United  States,  you  can 
see  what  this  amounts  to.  The  annual  cost  just  of  health  care  of 
spinal  cord  injury  is  $2.4  billion. 

At  the  present  time,  we  do  not  have  capabilities  for  'adequate  com- 
prehensive care  of  spinal  cord  injuries  from  the  time  of  injury  to 
the  acute  care  to  try  to  prevent  further  damage  to  the  spinal  cord, 
the  necessary  surgery,  acute  maintenance,  rehabilitation,  the  followup 
at  home;  and,  as  a result  of  this,  we  neither  restore  our  spinal  injured 
P'atients  as  well  as  we  should,  nor  do  we  maintain  them  as  well  as  we 
should,  and  the  cost  of  that  maintenance  is  higher  than  it  ought 
to  be. 

These  centers,  again  located  in  medical  schools,  would  provide  a 
training  device,  a research  device,  a way  of  upgrading  and  maintaining 
the  care  of  these  patients.  The  sum  of  $3.5  million  is  requested  for 
the  establishment  of  rehabilitation  engineering  centers. 

Several  years  ago,  I think  again  under  my  good  friend.  Senator 
Humphrey,  it  was  recognized  that  bioengineering  was  one  of  the 
things  needed  to  be  developed  in  medicine.  The  Congress  did  establish 
some  funds  for  this.  We  need  especially  in  rehabilitation  where  we  are 
dependent  on  mechanical  devices  to  substitute  for  losses,  we  need  to 
have  rehabilitation  engineering  centers  that  are  developmental  and 
training  centers  to  work  in  this  phase.  For  that  we  are  asking  $3.5 
million. 
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We  are  requesting  an  additional  $2  million  for  support  of  research 
and  demonstration  projects.  This  is  the  regular  research  projects  pro- 
gram which  has  not  had  an  increase  for  several  years. 

That,  Mr.  Chairmian,  covers  the  requests  that  we  are  making. 

In  closing,  I would  like  to  point  out  that  the  current  investment 
for  both  training  and  research  in  rehabilitation  or  in  SES  is  less 
than  one-half  percent  of  the  SES  budget.  This  is  inadequate  in  any 
progressive  organization  for  development  and  expansion  and  produc- 
tion of  new  methodology,  and  yet  it  is  the  recommendation  this  year 
by  0MB  that  they  cut  that  by  another  third. 

We  are  recommending  a restoration  of  $25.58  million  to  be  dis- 
tributed, $6.58  million  added  to  the  support  of  the  regional  rehabilita- 
tion research  and  training  centers,  $9  million  to  support  the  research 
and  demonstration  program,  of  which  $3.5  million  would  be  used  to 
develop  special  spinal  cord  injury  centers.  And  $3.5  million  would  be  to 
establish  rehabilitation  engineering  centers,  and  $2  million  to  support 
additional  research  projects. 

Finally,  in  training,  $10  million  be  added  to  the  budgeted  amount  of 
$14.65  million  to  restore  it  to  $24.65  million. 

Thank  you. 

PREPARED  STATEMENT 

Senator  Cotton.  Your  full  statement  will  be  made  a part  of  the 
record  at  this  point. 

(The  statement  follows :) 


6S-792  O — 71— pt.  4- 
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Representing  the  American  Academy  of  Physical  Medicine  and 
Rehabilitation  and  the  Regional  Medical  Rehabilitation  Research 
and  Training  Centers  established  under  the  Social  and  Rehabili- 
tation Service. 


July  16,  1971 


Mr.  Chairman  and  members  of  the  Committee: 

Thank  you  for  the  privilege  of  appearing  before  your  Committee 
today  to  present  the  need  for  support  of  research  and  training  in 
the  field  of  Rehabilitation  Medicine. 

I am  Dr.  Frederic  J.  Kottke,  Professor  and  Head  of  the 
Department  of  Physical  Medicine  and  Rehabilitation  of  the  University 
of  Minnesota  Medical  School  in  Minneapolis.  I am  appearing  here 
today  on  behalf  of  the  American  Academy  of  Physical  Medicine  and 
Rehabilitation,  vmich  is  the  organization  of  physicians  who  specialize 
in  Rehabilitation  Medicine,  and  also  on  behalf  of  the  Regional 
Medical  Rehabilitation  Research  and  Training  Centers  which  have 
been  established  under  the  Social  and  Rehabilitation  Service. 
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I should  like  to  present  the  need  for  continued  support  of 
the  essential  research  and  training  programs  in  rehabilitation  medicine 
conducted  under  the  Social  and  Rehabilitation  Service,  and  indicate 
several  areas  in  which  there  is  urgent  need  for  increased  support  as 
follows  : 

The  special  Rehabilitation  Research  and  Training  Centers 
established  under  S.R.S.  by  Congress  have  had  a budget  of 
$10,275  million  with  no  increase  to  meet  increasing  costs 
since  1968.  An  additional  35%  is  requested  in  order  to  off- 
set the  inflationary  attrition  which  has  occurred  in  these 
programs  during  that  interval,  plus  an  additional  $3  million 
to  allow  further  development  of  these  Centers , some  of  which 
are  underfunded  or  only  pilot  centers  at  the  present  time. 

The  total  support  requested  for  the  Regional  Rehabilitation 
Research  and  Training  Centers  is  $16,855  million. 

To  the  proposed  $24,125  million  budget  for  Research  and 
Demonstrations  it  is  requested  that  $3.5  million  be  added  to 
establish  special  Regional  Spinal  Cord  Injury  Centers,  $3.5 
million  to  establish  rehabilitation  engineering  centers  , and 
$2  million  for  support  of  rehabilitation  research  projects, 
for  a total  of  $33,125  million. 

For  training  grants  and  traineeships  it  is  recommended 
that  the  level  of  support  be  maintained  at  not  less  than 
$24.65  million  which  was  the  amount  requested  by  the  Social 
and  Rehabilitation  Service  for  1972. 
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Now,  if  I may,  I should  like  to  present  to  the  Committee  the 
reasons  for  these  requests. 

You  are  well  aware  that  physical  disability  in  many  cases  leads 
to  loss  of  employment  and  poverty,  affecting  not  only  the  disabled 
person  but  also  his  family.  There  is  a close  correlation  between 
chronic  disease  or  physical  disability,  impoverishment  of  the  families, 
lack  of  education,  crime,  and  delinquency.  This  problem  of  the 
socially,  culturally  and  medically  disadvantaged  is  one  of  the 
critical  domestic  problems  which  we  face  today.  The  cost  of  physical 
disability,  therefore,  is  many  times  higher  than  the  cost  of  acute 
medical  and  rehabilitative  care.  Vie  must  attack  these  problems  on 
multiple  fronts  if  we  are  to  succeed  in  restoring  these  persons  and 
their  families  to  self-sufficiency  and  productivity  in  their  communi- 
ties . 

The  high  costs  of  illness  and  physical  disability  have 
resulted  in  health  care  and  health  insurance  becoming  one  of  the 
major  concerns  of  the  Congress  this  year.  All  of  the  proposed 
health  insurance  bills,  including  the  Administration’s  proposal 
for  health  care,  contain  provisions  for  catastrophic  illness. 

Medical  catastrophes  are  generally  chronic  physical  or  mental 
illnesses  which  eventually  leave  the  patient  and  his  family  desti- 
tute and  dependent  on  society.  Financial  support  without  rehabili- 
tation services  still  leaves  that  family  dependent. 
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You  may  be  less  aware  of  the  fact  that  among  physicians 
the  only  organized  group  of  medical  specialists  who  concentrate 
on  the  treatment  of  the  physically  disabled  and  the  chronically 
ill  are  the  specialists  in  rehabilitation  medicine.  Of  the 
334,000  physicians  in  the  United  States  only  1,479  or  0.44% 
are  specializing  in  rehabilitation  medicine.  When  you  compare 
that  proportion  of  physicians  trained  to  render  rehabilitation 
services  to  the  10%  of  our  total  population  who  have  physical 
disabilities  and  chronic  diseases  requiring  the  services  of 
rehabilitation  medicine,  you  see  that  we  have  roughly  5%  of  the 
physiatric  services  which  are  needed,  and  it  becomes  readily 
apparent  that  persons  with  physical  disabilities  have  considerably 
less  availability  of  health  care  than  do  other  persons  in  the 
United  States.  Since  chronic  disease  leads  to  the  catastrophic 
problems  of  poverty  and  its  attendant  social  disadvantages , there 
is  an  imperative  need,  not  only  for  support,  but  for  expansion  of 
research  and  training  in  rehabilitation  medicine  if  we  are  to 
develop  the  capacity  to  cope  with  these  current  problems . 

I respectfully  request  this  Committee  also  to  consider  the 
fact  that  Rehabilitation  Medicine  has  developed  almost  entirely 
as  a federally-initiated  and  federally-supported  program  over 
the  past  20  years.  Rehabilitation  Medicine  is  a relatively 
new  specialty  which  developed  to  meet  the  needs  of  those  persons 
who  were  disadvantaged  due  to  severe  physical  handicaps. 
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The  physiatrist,  who  is  the  specialist  in  rehabilitation  medicine, 
achieved  recognition  as  a medical  specialist  only  in  1948.  At 
that  time  there  were  less  than  400  physicians  specializing  in 
Physical  Medicine  and  Rehabilitation.  When  Miss  Mary  Switzer  became 
the  Director  of  the  Office  of  Vocational  Rehabilitation  20  years 
ago,  she  also  became  the  advocate  and  inspiration  for  the  development 
of  comprehensive  medical  rehabilitation  services.  Under  her  energetic 
and  enlightened  guidance  this  program  expanded  and  grew.  The  re- 
search and  training  programs  vjere  developed  which  provided  training 
grants  in  the  various  rehabilitation  professions,  traineeships  to 
persons  entering  these  professions,  and  research  and  demonstration 
grants  to  study  and  develop  the  various  aspects  of  rehabilitation. 

Ten  years  ago  Congress  initiated  the  Regional  Rehabilitation  Research 
and  Training  Centers  which  provide  comprehensive  , integrated  research 
and  training  programs  at  selected  medical  schools  throughout  the 
United  States,  Virtually  all  of  the  support  for  both  the  professional 
training  programs  and  for  research  in  rehabilitation  has  come  from 
this  Federal  agency--the  Office  of  Vocational  Rehabilitation,  the 
Vocational  Rehabilitation  Administration,  and  the  Social  and  Rehabili- 
tation Service  as  they  progressively  developed  under  the  guidance 
of  Miss  Switzer.  There  has  been  no  other  significant  source  of 
Federal  funds.  The  states  have  played  only  a minor  role  in  supporting 
the  development  of  these  programs,  probably  not  more  than  25  to  30 
per  cent  of  the  costs  of  training  and  none  of  the  costs  of  research. 

It  is  obvious  therefore  that  unless  time  and  planning  allow  for  an 
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alternative  source  of  funding,  reduction  of  the  support  for  re- 
search and  training  in  rehabilitation  medicine  under  the  Socia], 
and  Rehabilitation  Service  will  result  in  a profound  reduction 
of  these  programs.  Failure  to  meet  the  increased  costs  due  to 
inflation  is  resulting  in  constriction  of  these  programs  at  the 
universities  j.n  the  face  of  a rapidly  increasing  need  for  services. 
Reduction  of  the  previously  budgeted  support  of  research  and  train- 
ing will  lead  to  collapse  of  these  university-based  programs  from 
which  new  personnel  and  new  methods  for  rehabilitation  must  come. 

The  Research  and  Training  Centers . For  the  special  Regional 
Rehabilitation  Research  and  Training  Centers  the  amount  of  $16,855 
million  is  requested  for  1972.  These  Centers  have  played  the  key 
role  in  establishing  that  rehabilitation  medicine  is  an  integral 
part  of  comprehensive  medical  care.  Through  these  Centers,  which 
are  located  in  medical  schools , it  has  been  demonstrated  that  com- 
prehensive medical  care  does  not  exist  unless  there  is  rehabilita- 
tion medicine  to  restore  the  capacity  of  the  patient  to  live  normally 
again.  The  integration  of  diagnostic  services,  acute  medical  and 
surgical  care  and  rehabilitation  medicine  has  had  a profound  effect 
in  reducing  chronic  illness  and  the  prolonged  convalescence  or 
disability  which  all  too  frequently  follows  acute  illness.  It  has 
changed  our  attitudes  toward  management  of  health  services.  Even 
the  concept  of  Health  Maintenance  Organizations  is  an  outgrowth 
of  the  Rehabilitation  Research  and  Training  Centers. 
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The  first  two  Regional  Medical  Rehabilitation  Research  and 
Training  Centers  were  established  at  New  York  University  and  the 
University  of  Minnesota  in  1961.  The  next  year  two  more  were 
established  at  Baylor  University  Medical  School,  Houston,  and 
the  University  of  Washington  in  Seattle.  The  first  three  Centers 
are  currently  funded  at  $1,300,000  per  year  but  the  University 
of  Washington  only  receives  $950,000  per  year.  In  subsequent 
years  eight  more  Regional  Medical  Research  and  Training  Centers 
have  been  established,  located  at  Emory  University  in  Atlanta, 

Tufts  University  in  Boston,  Temple  University  in  Philadelphia, 

George  Washington  University  in  the  District  of  Columbia,  University 
of  Colorado  in  Denver,  University  of  Southern  California  in  Los 
Angeles  , University  of  Alabama  in  Birmingham  and  Northwestern 
University  in  Chicago. 

The  Research  and  Training  Centers  are  contributing  to  the 
development  of  rehabilitation  medicine  through  applied  research  on 
problems  encountered  in  the  clinical  rehabilitation  programs. 

Numerous  research  questions  arise  out  of  rehabilitation  of  patients, 
varying  from  development  of  methods  for  treating  patients,  methods 
for  measuring  patients'  functions  and  methods  for  providing  rehabili- 
tation services,  to  studies  of  the  effectiveness  of  rehabilitation 
services,  studies  of  costs  of  rehabilitation,  or  research  on 
methods  of  storing  and  retrieval  of  information.  In  the  10  year 
period  from  the  time  the  first  RT  Center  was  initiated  a total  of  1150 
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research  studies  have  been  undertaken.  Approximately  40-50  per 
cent  of  the  RT  budgets  have  been  devoted  to  research  which  represents ^ 
at  the  current  level  of  support,  only  approximately  $5  million  per 
year.  In  1970  in  the  12  medical  RT  Centers  and  the  7 special  RT 
Centers  there  were  647  active  research  projects  so  it  may  be  seen 
that  the  average  cost  is  under  $10,000  and  the  efficiency  of  these 
programs  is  high.  The  great  advantage  of  the  program  grants  for 
research  and  training  in  the  RT  Centers  is  the  flexibility  which 
maximizes  staff  utilization,  decreases  lead  time  in  initiating 
studies,  provides  flexibility  in  the  utilization  of  other  sources 
of  support,  and  provides  for  the  maintenance  of  competent  personnel 
interacting  together  in  institutions  which  allow  interdisciplinary 
studies  to  be  undertaken. 

In  addition  to  their  research,  these  Centers  have  provided 
professional  rehabilitation  training  to  more  than  120,000  persons 
as  shown  in  Table  I.  Long  term  training  or  training  leading  to 
professional  degrees  at  11  of  these  centers  has  added  more  than 
12,000  graduates  to  the  medical  rehabilitation  professions. 

These  RT  Centers  have  exerted  a major  influence  on  the 
development  of  the  concept,  and  nov;  the  practice,  of  comprehensive 
continuing  medical  care  for  patients  with  chronic  diseases  and 
disabilities.  One  example  of  how  this  research  has  influenced 
medical  care  might  be  cited.  In  this  case  the  research  studies 
were  carried  out  at  Minnesota  under  the  direction  of  Dr.  Paul  Ellwood 
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at  the  Kenny  Rehabilitation  Institute.  The  study  of  the  effective 
system  to  pi-ovide  rehabilitation  led  to  the  concept  of  Health  Mainte- 
nance Organizations  as  a means  of  pi'oviding  compr'ehcnsive  and  continu- 
ing health  care  and  maintenance  on  a planned  contractual  basis  in 
order  to  decrease  the  costs  of  illness,  dependency,  and  tJie  attendant 
social  disadvantages.  It  was  through  studies  of  a system  to  provide 
rehabilitation  services  to  the  severely  handicapped  that  Dr.  Ellv;ood 
developed  the  model  of  the  Health  Maintenance  Organization. 

As  another  example  of  the  impact  of  the  Rehabilitation  Research 
and  Training  Center  programs  on  the  local  system  of  health  care  I 
should  like  to  use  as  an  illustration  the  RT  Center  at  the  University 
of  Washington  in  Seattle  under  the  direction  of  Dr.  Justus  Lehmann. 
This  center  provides  the  only  comprehensive  rehabilitation  service 
west  of  Minneapolis  and  north  of  Denver  and  San  Francisco.  Patients 
living  in  the  Northwest  who  have  severe  physical  disabilities  are 
dependent  on  this  Center  for  their  care.  More  important,  students 
from  this  very  large  area  must  go  to  the  RT  Center  at  the  University 
of  Washington  for  training  in  the  rehabilitation  professions.  This 
is  the  only  program  in  the  Northwest  for  training  for  medical  stu- 
dents in  rehabilitation  as  well  as  physicians  specializing  in 
Rehabilitation  Medicine.  It  is  the  only  program  providing  training 
for  physical  therapists,  the  only  program  offering  the  Master  of 
Science  degree  for  occupational  therapists,  one  of  two  graduate 
programs  in  rehabilitation  counseling,  the  only  Ph.D.  program  in 
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rehabilitation  nursing,  and  the  only  program  providing  training 
for  engineers  and  for  clinical  psychologists  in  rehabilitation. 

In  addition  to  the  training  and  the  service  associated  with  that 
training  the  V/ashington  RT  Center  has  conducted  significant, 
clinically-applicable  research  in  a number  of  areas  of  rehabilita- 
tion, including  management  of  patients  vjith  incapacitating  pain, 
development  of  more  effective  braces  and  prosthetics,  the  applica- 
tion of  microwave  diathermy  and  ultrasound  foi’’  the  treatment  of 
patients,  and  improved  methods  for  achieving  rehabilitation. 

The  budget  for  the  special  Research  and  Training  Centers  has 
been  $10,275  million,  v/ithout  an  increase  since  1968,  although 
inflation  has  increased  medical  costs  and  wages  nearly  10  per  cent 
each  year.  For  1972  the  Office  of  Management  and  Budget  again  has 
recommended  only  $10,275  million  which  represents  an  attrition  in 
activities  due  to  inflation  since  1968  of  35  to  40  per  cent.  It  is , * 

therefore,  requested  that  an  additional  35%  be  added  to  the  budget 
to  offset  the  effects  of  inflation,  and  that  an  additional  $3  million 
be  added  to  allow  further  development  of  these  highly  productive 
Research  and  Traini.ng  Centers.  Eight  of  the  12  medical  RT  Centers 
are  underfunded,  one  only  at  the  level  of  a pilot  project  at  $100,000 
and  5 at  about  one-third  of  the  support  needed  to  establish  comprehensive 
educational  and  research  programs  in  rehabilitation  medicine.  This 
proposal  would  increase  the  budget  for  the  Rehabilitation  Research 
and  Training  Centers  to  $16,855  million  for  1972. 
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Research  and  Demonstrations.  The  Research  and  Demons trat5,on 
grant  program  of  S.R.S.  is  essentially  the  only  source  for  support 
of  rehabilitation  research  projects  within  the  Federal  government. 

These  grants  are  made  to  support  research  directly  applicable  to 
the  problems  of  rehabilitation.  In  general,  this  program  has  been 
directed  to  those  research  studies  which  have  clear,  direct  and 
immediate  application  to  the  problems  faced  in  rehabilitation. 

This  control  has  been  necessary  because  the  amount  of  money  avail- 
able for  research  projects  has  been  small.  Only  0.2  per  cent  of 
the  budget  of  S.R.S.  is  devoted  to  rehabilitation  research  projects. 

In  comparison  with  the  research  budgets  of  the  National  Institutes 
of  Health,  also,  this  is  a very  small  program.  However,  the  objectives 
and  perspectives  of  N.I.H.  are  so  different  from  those  of  rehabili- 
tation medicine  that  research  in  rehabilitation  has  been  unable  to 
attract  support  from  N.I.H.  As  a consequence  highly  significant 
problems  which  are  costly  to  the  rehabilitation  process  cannot  be 
studied  because  this  kind  of  applied  research  does  not  attract  the 
interest  and  support  of  N.I.H. 

We  are  requesting  that  $9  million  in  additional  support  be 
added  to  the  Research  and  Demonstration  grant  program  in  1972. 

$3.5  million  is  requested  to  establish  special  Regional  Spinal  Cord 
Injury  Centers  equipped  and  staffed  to  provide  the  necessary  health 
care  to  the  patient  who  has  suffered  a spinal  cord  injury,  from  the 
time  of  the  accident  through  his  acute  care  and  rehabilitation  and 
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including  follow-up  after  discharge  from  the  hospitdxl.  The  cost 
of  medical  care  for  spinal  cord  injuries  is  enormous > estimated 
at  $65,000  per  patient.  Inadequate  care  results  in  increased  morbidi 
and  increased  medical  costs.  Inadequate  rehabilitation  results  in 
further  economic  losses  to  the  patient  and  to  society.  It  is  esti- 
mated that  there  are  60,000-100,000  spinal  cord  injured  persons 
with  an  annual  cost  of  health  care  of  $2.4  billion. 

$3.5  million  is  requested  to  establish  rehabilitation  engineer- 
ing centers  in  which  the  abilities  and  knovjledge  of  engineers  can 
be  combined  with  the  expertise  of  the  rehabilitation  professions 
to  provide  nev7  equipment,  special  adaptations  and  environmental 
changes  which  will  make  handicapped  patients  more  independent. 

In  many  instances  such  as  prosthetic  and  orthotic  development-, 
cardiac  pacemakers,  muscle  stimulators,  infrared  and  microv7ave 
detectors,  protective  devices  and  other  specialized  equipment, 
this  combination  of  talents  has  been  productive.  However,  there 
has  been  no  program  established  which  provides  continuing  support 
for  rehabilitation  engineering  activities.  With  these  funds  a 
number  of  applied  research  programs  in  rehabilitation  engineering 
could  be  established  in  selected  locations. 

An  additional  $2  million  is  requested  for  general  support  of 
Research  and  Demonstration  projects.  There  are  always  more  research 
project  applications  recommended  for  approval  than  can  be  funded. 
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The  inability  to  conduct  this  applied  research  on  the  current  prob- 
lems of  rehabilitation  is  costly  to  the  rehabilitation  effort  be- 
cause it  keeps  the  program  less  effective  than  it  might  be.  The 
inability  to  study  the  various  aspects  of  the  rehabilitation  process 
because  of  lack  of  funds  deters  physicians  and  other  health  person- 
nel in  universities  from  developing  an  interest  and  competence  in 
rehabilitation.  Inevitably  such  persons  gravitate  tov.’ard  areas  of 
support.  Rehabilitation  medicine  is  needed  by  the  10  per  cent  of 
the  population  with  physical  disabilities  and  chronic  disabling 
diseases.  In  order  to  develop  the  capacity  to  provide  those 
services  vie  need  the  academic  faculty  to  increase  training.  V/e 
need  research  to  provide  answers  to  problems.  V7e  need  an  adequate 
supply  of  professionally  trained  personnel  to  provide  those  rehabili- 
tation services. 

Training . It  is  recommended  that  the  Training  program  in 
rehabilitation  be  supported  at  $24.65  million  in  1972.  Training  in 
rehabilitation  medicine  consists  of  teaching  grants  awarded  to 
universities  and  medical  schools  to  establish  and  maintain  train- 
ing programs  in  the  various  rehabilitation  professions,  and  graduate 
traineeship  grants  to  physicians  , counselors  and  otehr  rehabilitation 
personnel  to  take  specialty  training  in  rehabilitation,  as  well 
as  a certain  amount  for  undergraduate  traineeships  in  shortage  areas 
such  as  physical  therapy  and  occupational  therapy . This  grant  sup- 
port is  shown  in  Table  II. 
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In  spite  of  the  fact  that  there  is  an  extreme  shortage  of 
personnel  in  rehabilitation  coupled  v;ith  a growing  recognition  of 
need  for  services  in  rehabilitation  medicine,  and  in  spite  of  the  fact 
that  all  of  the  proposed  Federal  health  insurance  programs  contain 
provisions  for  catastrophic  illnesses,  most  of  which  will  require 
more  rehabilitation  services,  the  program  for  training  grants  in  re- 
habilitation medicine  has  been  qut  virtually  in  half  by  the  Office 
of  Management  and  Budget  for  1972.  Table  II  illustrates  that  each 
year  since  1969  the  teacliing  grants  which  support  institutional 
costs  of  teaching  have  decreased  so  that  in  the  proposed  1972 
budget  teaching  grants  are  one-third  to  one-fourth  of  the  amount 
supported  in  1969,  In  the  same  manner  the  traineeship  support  has 
been  decreased.  I wish  to  emphasize  as  strongly  as  possible  that 
if  traineeship  stipends  are  no  longer  provided  in  rehabilitation 
medicine  physicians  will  enter  other  specialities  than  rehabilita- 
tion medicine.  The  cost  of  3 years  of  postgraduate  medical  educa- 
tion is  so  high  that  training  stipends  are  essential.  Almost  all 
of  the  physician  stipends  for  training  in  rehabilitation  medicine  | 

come  from  S.R.S.  Again  I should  like  to  use  the  University  of 
Washington  as  an  example  of  the  impact  of  the  Federal  program.  At 
the  University  of  Washington  15  of  the  18  physicians  receiving 
graduate  training  in  rehabilitation  medicine  are  on  traineeships 
from  S.R.S.  and  only  3 traineeships  are  provided  by  the  state. 

Within  H.E.W.  the  training  budget  of  S.R.S.  was  set  at  $24.65  million 
for  1972.  However,  the  Office  of  Management  and  Budget  reduced  the 
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training  budget  to  $14.65  million.  It  is  requested  that  this  item 
be  restored  to  $24.65  million,  which  wil],  still  be  less  than  the  ^ 

support  in  1969  but  it  will  prevent  the  complete  collapse  of  these 
training  programs.  It  is  obvious  that  if  universities  are  forced 
to  discontinue  these  programs  because  of  loss  of  support  the  re- 
establishment of  them  in  the  next  few  years  v;ill  be  at  considerably 
greater  cost.  During  the  interim  the  increasing  demand  for  rehabili- 
tation services  produced  by  nev;  Federal  legislation  for  health 
insurance  will  aggravate  the  problem  of  inflation  in  rehabilitation. 

Although  rehabilitation  medicine  has  become  a medical  specialty, 
only  1,200  out  of  the  310,000  physicians  in  active  practice  in  the 
United  States  are  specializing  in  rehabilitation  medicine.  These 
physicians  act  as  primary  physicians  to  those  patients  with  chronic 
diseases  and  disabilities.  As  a matter  of  fact  they  may  be  the 
only  physicians  prepared  to  deal  with  catastrophic  disabilities 
such  as  spinal  cord  injuries,  strokes,  amputations,  arthritis, 
multiple  sclerosis,  and  children  with  congenital  defects  or  other 
severely  disabling  diseases.  In  addition,  physiatrists  act  as 
consultants  to  other  physicians  regarding  the  problems  of  disability 
which  they  handle.  Most  of  the  physiatrists  trained  in  the  United 
States  since  1950  have  been  supported  by  traineeships  and  trained 
in  programs  which  have  received  training  grants  from  the  Vocational 
Rehabilitation  Administration  or  the  Social  and  Rehabilitation  Service 
The  training  programs  for  physiatrists  up  to  the  present  time  have 
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been  entirely  dependent  upon  this  agency.  The  support  of  departments 
of  rehabilitation  medicine  to  set  up  these  training  programs  and  also 
the  support  of  traineeships  v?hich  make  it  possible  for  a physician 
to  specialize  in  rehabilitation  medicine  are  provided  through  S.R.S, 
Not  only  the  expansion  but  also  the  continuation  of  rehabilitation 
services  is  dependent  upon  the  maintenance  of  these  training  programs . 
V/hen  this  training  program  for  physiatrists  started  in  1955  there  were 
only  55  residencies  available  in  physical  medicine  and  rehabilitation 
in  the  United  States.  Last  year  there  were  561.  In  1960  we  had  only 
428  Board  certified  specialists  in  physical  medicine  and  rehabilita- 
tion; now  there  are  more  than  850.  Although  the  relative  increase 
in  the  number  of  physiatrists  looks  promising,  v/e  still  have  only 
5 per  cent  of  the  physiatrists  needed  in  the  United  States  at  the 
present  time. 

In  all  of  the  other  rehabilitation  professions--occupational 
therapy,  physical  therapy,  speech  therapy,  audiology,  rehabilita- 
tion nursing,  and  others--the  same  development  has  occurred  because 
of  the  Federally-supported  training  programs . Although  rehabili- 
tation medicine  depends  upon  this  trained,  cooperating  rehabili- 
tation team,  the  critical  shortage  is  among  the  trained  physicians, 
the  physiatrists.  In  the  absence  of  physiatrists,  rehabilitation 
medicine  can  neither  be  maintained  nor  further  developed.  Since 
there  is  no  support  of  physiatric  training  in  any  other  agency 
of  government,  continuation  of  effective  rehabilitation  services 
to  decrease  dependency  is  contingent  upon  the  maintenance  of  this 
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training  program  under  S.R.S.,  Diver-sion  of  these  monies  to  ''nev; 
initiatives",  as  has  been  proposed,  vjould  result  in  tlic  dissolution 
of  these  training  programs  and  v/ith  it  the  collaj)se  of  tlie  programs 
for  reliabi litation  services. 

The  current  investment  of  less  than  0.5%  of  S.R.S  monies  in 
research  and  training  stands  in  sharp  contrast  to  the  recommenda- 
tion of  the  task  force  on  Medicaid  of  PI.E.V/.  which  recommended  that 
5%  of  tlie  annual  Medicaid  funds  be  utilized  to  organize  services 
and  develop  nev;  soux^ces  of  manpower.  The  organization  of  services 

and  development  of  nev7  sources  of  manpov;er  are  precisely  what  are 

« 

being  done  by  the  Regional  Rehabilitation  Research  and  Training 
Centers  and  by  the  training  programs  for  the  rehabilitation  pro- 
fessions. If  S.R.S.  is  to  be  more  than  an  agency  to  maintain  the 
disabled  in  a state  of  dependency  it  must  train  the  professional 
rehabilitation  per'sonnel  to  carry  out  these  tasks  and  conduct  the 
research  studies  v/hich  will  lead  to  the  development  and  application 
of  more  effective  rehabilitation  programs. 
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In  smirnai^y,  v;e  ar'e  requesting  that  an  additional  0.2  per  cent 
of  the  budget  of  the  Social  and  Rehabilitation  Service  bo  added  to 
the  Research  and  Training  budget  proposed  by  the  Office  of  Management 
and  Budget.  This  increase  v7ould  be  just  about  equal  to  the  reduction 
in  Research  and  Training  which  was  proposed  by  the  Office  of  Manage- 
ment and  Budget  for  1972.  This  proposed  restoration  of  budgetary 
support  totals  $25.5  8 million  distributed  as  follovjs : 

For  the  Regional  Reliabi li tation  Research  and  Training 
Centers  an  additional  $6.58  million. 

For  the  Research  and  Demonstrations  program  an 
additional  $9  million,  of  which  $3.5  million  would  be  used 
to  develop  special  spinal  cord  injury  centers,  $3.5  million  V70uld 
establish  rehabilitation  engineering  centers , and  $2  million 
would  be  used  to  support  additional  research  projects. 

For  training  grants  and  traineeships  in  rehabilitation 
$10  million  to  be  added  to  the  budgeted  amount  of  $14.65 
million  to  restore  it  to  $24.65. 


2774 


Table  I 

NUMBER  or  PROFESSIONALS  TI^INED  IN  SiiORT  AND  LONG-TERM  COURSES 
IN  SPECIAL  MEDICAL  Ri:SEARCfi  AND  TRAINING  CENTERS 


Rehabilitation  Per'sonnci  Trained 


RT  Center 

Years 

Long-Term 

Short-Term 

Total 

RT-1 

Nei'7  York  Univ. 

g 

1,281 

15,300 

16,551 

RT-2 

Univ.  of  Minn. 

9 

2,24  7 

22,794 

2 5 ,041 

RT-3 

Univ.  of  V/as]‘iingto!i 

8 

3,888 

12,726 

16,611 

RT-4 

Baylor  Un5v. 

8 

16,924 

RT-6 

Emory  Univ. 

6 

3,028 

5 ,482 

8,510 

RT-7 

Tufts  Univ. 

1 

884 

26  7 

1,151 

RT-8 

Temple  Univ. 

5 

10,235 

RT-9 

George  Wasliington  U 

. 6 

340 

3 ,310 

3,650 

RT-10 

Univ.  of  Colorado 

5 

413 

9,295 

9,703 

RT-19 

Univ.  of  Alabama 

4 

22 

9,863 

9 ,885 

RT-20 

Northwestern  Univ. 

1 

683 

1,657 

2,340 

11  Centers 

62  years 

12  ,753 

80,694 

120,606 

Long-term  training- -training  of  more  than  G months  or 
leading  to  a degree 

Short-term  training--short  courses,  refresher  courses 

and  units  of  training  of  less  than 
6 months 

^Breakdown  betVv’een  Long-term  and  Short-term  courses  unavailable 


TRAINING  GRANTS  IN  SOCIAL  AND  REHABILITATION  SERVICE 
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Dollar  support  in  millioni 
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TOTAL  INCREASE  REQUEST 

Senator  Cotton.  Now,  have  you  in  your  statement  laid  out  each  one 
of  your  requested  increases  ? 

Dr.  Kottke.  That  is  right. 

Senator  Cotton.  Do  you  have  the  total  of  your  requested  increase? 

Dr.  KourKE.  The  total  comes  to  $25.58  million. 

Senator  Cotton.  Of  all  these  increases  ? 

Dr.  Kottke.  Of  all  the  increases  I am  recommending,  the  total  is 
$25.58  million. 

Senator  Cotton.  Now  that  the  chairman  is  here,  I don’t  care  to  speak 
for  the  subcommittee,  but  I think  that  this  subcommittee  is  keenly 
aware,  and  we  have  already  had  very  fine  evidence  in  this  rehabilita- 
tion field  of  this  situation,  the  whole  subcommittee,  both  sides  of  the 
subcommittee. 

We  also  realize  that  if  you  get  just  what  you  got  last  year  it  is  a 
decrease  because  despite  the  fact  that  our  administration  is  reducing 
inflation  it  has  not  reduced  it  enough  so  that  you  can  buy  this  year 
what  you  could  buy  last  year.  I think  that  you  will  find  that  you  will 
not  have  only  the  same  sympathetic  consideration  of  the  committee 
but  you  will  have  some  concrete  recommendations  if  the  full  com- 
mittee goes  along  with  this  subcommittee. 

I hope  I am  not  assuming  too  much,  Mr.  Chairman,  when  I make  this 
statement  because  this  has  been  an  excellent  statement. 

Senator  Magnuson.  I am  sorry  I missed  your  statement.  I do  apolo- 
gize. I had  to  go  to  the  dentist  which  probably  points  up  a major 
problem  addressed  in  this  whole  bill.  If  you  don’t  go  when  you  get  an 
appointment,  you  miss  your  turn  for  2 months. 

Senator  Humphrey.  You  are  so  right. 

Senator  Cotton.  I have  just  had  my  ear  drum  pierced  to  try  to  get 
some  infection  out  of  it.  Between  us,  we  have  had  our  troubles  this 
morning. 

We  have  heard  so  many  witnesses  that  it  has  caused  each  of  us  to 
have  an  ear  infection  since  these  hearings  started.  But  it  has  all  been 
for  a good  cause. 

I have  no  other  questions  to  ask. 

LETTER  FROM  DR.  JUSTUS  F.  LEHMANN,  UNIVERSITY  OF  WASHINGTON 

Senator  Magnuson.  I have  no  questions,  but  I am  familiar  with  the 
matter  you  testified  to.  I have  a very  comprehensive  letter  from  Dr. 
Lehmann  which  I will  put  in  the  record  at  this  point.  I can  assure  you 
that  we  will  take  a good  close  look  at  this. 

( The  letter  follows : ) 

University  of  Washington, 
Seattle,  Wash.,  July  9,  1971. 

Hon.  Warren  G.  Magnuson, 

U.S.  Senate, 

Old  Senate  OMce  Building,  Washington,  D.C. 

Dear  Senator  Magnuson  : Knowing  from  the  years  past  the  great  interest  you 
have  taken  in  the  welfare  of  the  handicapped  of  this  nation  I would  like  to  take 
the  liberty  of  pointing  out  that  a crisis  in  delivering  the  services  for  the  handi- 
capped is  in  the  making. 

I am  sure  you  are  well  aware  that  physical  disability  in  many  cases  leads  to 
loss  of  employment  and  poverty  affecting  not  only  the  disabled  person  himself. 
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but  also  his  family.  At  the  same  time  I am  sure  you  are  also  acquainted  with  the 
fact  that  poverty  itself,  because  of  the  lack  of  medical  care,  may  lead  to  disability. 
Services  developed  for  the  physically  handicapped  serve  in  many  instances  as  a 
prototype  model  for  the  solution  of  problems  of  the  culturally  and  socially  dis- 
advantaged of  this  nation.  As  a matter  of  fact,  a physical  handicap  automatically 
puts  the  patient  in  a minority  group.  Thus,  it  is  not  surprising  that  some  of  the 
solutions  developed  for  the  physically  handicapped  have  a broader  application. 

Both  professional  manpower  and  services  for  the  handicapped  have  been  lim- 
ited primarily  due  to  shortage  of  personnel.  The  major  breakthroughs  in  improve- 
ment of  the  delivery  of  health  care  as  well  as  the  advances  made  through  research 
have  been  made  possible  only  through  the  programs  of  the  Office  of  Vocational 
Rehabilitation,  the  Vocational  Rehabilitation  Administration,  the  Rehabilitation 
Services  Administration  and  the  Social  and  Rehabilitaton  Servce  developed  under 
the  guidance  of  Miss  Mary  Switzer. 

Regional  Research  and  Training  Centers  and  a system  of  Research,  Demon- 
stration and  Training  grants  as  well  as  traineeships  for  professional  students  as 
provided  through  the  Social  and  Rehabilitation  Service  are  greatly  needed.  The 
situation  at  the  present  time  has  become  very  serious  since  major  budgetary  cuts 
are  contemplated  for  the  Research  and  Demonstration  grants,  for  the  training 
grants  and  the  traineeships.  Also,  holding  the  appropriation  for  Research  and 
Training  Centers  at  the  present  level  has  been  considered.  I have  taken  the  liberty 
of  enclosing  testimony  on  this  topic  given  by  Dr.  Frederic  Kottke,  Professor  and 
Chairman  of  the  Department  of  Physical  Medicine  and  Rehabilitation  at  the 
University  of  Minnesota,  Dr.  William  Spencer,  Director  and  Professor  and  Chair- 
man of  the  Department  of  Rehabilitation  at  the  Baylor  University  College  of 
Medicine,  and  Dr.  Edward  W.  Lowman,  Clinical  Director  of  the  Institute  of 
Rehabilitation  Medicine  at  the  Xew  York  University,  before  the  Honorable  Daniel 
J.  Flood’s  committee.  Since  the  developing  field  of  medical  and  comprehensive 
rehabilitation  is  still  largely  dependent  on  Federal  support  I feel  that  such  a cut 
would  have  a catastrophic  impact  on  the  services  to  the  handicapped  and  indi- 
rectly on  the  services  to  the  socially  and  culturally  disadvantaged.  It  would  with- 
draw the  support  for  training  the  required  health  manpower  and  curtail  services 
presently  available.  It  would  not  allow  for  a gradual  even  though  desirable  take- 
over from  local  and  state  resources  at  a time  when  these  resources  are  themselves 
highly  limited.  Thus,  many  handicapped  patients  and  many  disadvantaged  would 
be  worse  off  than  they  have  been  for  a long  time.  This  would  occur  at  a time  when 
research  has  shown  us  how  to  deal  more  adequately  with  many  problems  such  as 
the  spinal  cord  injured,  the  stroke  patients,  the  amputees,  the  arthritis  victims, 
the  multiple  sclerosis  victims,  the  children  suffering  from  dystrophies,  congenital 
defects  and  other  disabling  diseases. 

I therefore  would  like  to  propose  a 35  per  cent  increase  to  match  the  cost  of 
living  plus  an  additional  three  million  for  expansion,  for  a total  of  $16,855  million 
for  the  Research  and  Training  Centers.  Also,  the  level  of  support  should  be 
maintained  for  the  Research  and  Demonstration  grants  as  well  as  the  stipend-S 
for  rehabilitation  medicine  residents  (physicians  specializing  in  the  field  of  re- 
habilitation medicine)  and  at  least  some  stipends  for  other  students  if  they 
belong  to  the  socally  and  culturally  disadvantaged  and  need  the  support  to  allow 
them  to  enter  health  careers.  Some  of  the  training  grants  for  medical  students 
and  undergraduate  medical  students  are  sponsored  through  the  Social  and  Re- 
habilitation Service  and  the  Rehabilitation  Services  Administration,  others  are 
sponsored  through  the  Al'lied  Health  Sciences  grant. 

In  justification  of  this  request  I would  like  to  illustrate  the  impact  of  these 
programs  on  the  state  of  Washington  and  the  Pacific  Northwest.  The  Regional 
Research  and  Training  Center  at  the  University  of  Washington  provides  the 
major  and,  in  many  cases  sole  source  of  professional  manpower  to  deliver  serv- 
ices to  the  handicapped  in  the  many  hospitals,  communities  and  agencies.  This 
is  the  only  program  for  training  in  rehabilitation  to  the  medical  students  as  well 
as  the  physicians  si>ecializing  in  rehabilitation  medicine.  It  is  the  only  program 
provding  training  for  physical  therapists,  the  only  Masters  program  for  occupa- 
tional therapy,  the  second  program  in  occupational  therapy  at  the  Bachelor  of 
Science  level  and  in  rehabilitation  counseling  at  the  Master  of  Science  level, 
the  only  post-masters  program  in  rehabilitation  nursing,  the  only  program  provid- 
ing training  for  engineers,  and  for  clinical  psychologists.  Thus,  funds  are  desper- 
ately needed  to  maintain  and  increase  the  training  capability  of  the  Research 
and  Training  Center  to  provide  the  manpower  for  the  Pacific  Northwest.  The 
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University  of  Washington  has  already  establi^ed  a huiMing  program  which 
will  be  completed  in  1972  and  will  accommodate  an  increase  in  the  student  body. 
However,  funds  are  badly  needed  for  faculty.  Thus,  this  Research  and  Training 
Center  program  is  a major  source  of  manpower  for  the  states  of  Washington, 
Alaska,  Idaho,  Montana  and  Oregon. 

At  the  same  time  the  Research  and  Training  Center  delivers  a unique  and 
comprehensive  service  to  the  most  severely  handicapped  such  as  spinal  cord 
injury  victims,  stroke  patients,  amputees  and  others.  The  comprehensiveness  of 
this  program  is  unique.  In  conjunction  with  the  Children’s  Orthopedic  Hospital 
a special  rehabilitation  program  for  children  has  been  recently  established. 
About  fifty  per  cent  of  these  6,097  patients  annually  treated  are  on  the  welfare 
rolls.  In  many  cases  the  patient  care  funds  available  to  the  Research  and  Train- 
ing Center  make  care  of  these  unfortunate  socially  and  culturally  disadvantaged 
patients  possible  for  services  which  would  otherwise  be  unavailable  to  them  in 
the  entire  region. 

Major  breakthroughs  in  many  areas  have  been  achieved  through  the  research 
done  at  this  Center.  Examples  are  management  of  chronic  pain  problems,  man- 
agement of  brace  and  prosthetic  problems  and  management  using  new  sources 
of  energy  for  the  physical  therapy  modalities.  Also,  the  hazards  of  non-ionizing 
radiation  such  as  microwaves,  to  which  our  population  is  greatly  exposed,  is 
being  thoroughly  investigated.  Benefits  from  this  research  will  not  only  be  avail- 
able to  the  handicapped  through  therapy  programs  but  also  to  the  manufacturers 
of  such  equipment  as  microwave  ovens  where  safety  standards  and  safety  devices 
can  be  improved.  Thus,  if  appropriations  to  the  Research  and  Training  Center 
would  not  increase,  the  major  source  of  manpower  for  health  care  and  advance- 
ment of  treatment  procedures  in  the  Pacific  Northwest  would  be  seriously  cur- 
tailed with  a resulting  shortage  in  various  areas,  when  actually  more  services 
should  be  made  accessible  to  the  handicapped  and  the  disadvantaged. 

Similarly,  training  grants  which  help  curricula  at  this  University  as  well 
as  at  other  institutions  to  maintain  an  adequate  level  of  faculty  may  be  seriously 
jeopardized  both  through  curtailment  of  Social  and  Rehabilitation  Service  ap- 
propriations and  AUied  Health  Sciences  grants.  This  may  have  a greater  im- 
pact on  other  regions  of  the  country  where  there  are  no  Research  and  Training 
Centers  developed  to  the  point  they  are  here  in  this  State.  Most  important  per- 
haps as  I pointed  out  to  you  in  a previous  letter,  the  curtailment  of  and  phasing 
out  of  traineeships  to  students  may  be  more  traumatic  in  some  areas  than  in 
others.  I jiersonally  would  feel  that  a limited  stipend  should  be  available  to  the 
disadvantaged  students  to  allow  those  capable  students  to  pursue  health  careers. 
This,  however,  may  be  considerably  less  than  presently  appropriated.  Yet,  in 
selective  areas  such  as  in  the  area  of  stipends  to  trainees  (undergraduate  medi- 
cal students,  residents)  who  specialize  in  rehabilitation  medicine,  a reduction 
of  the  grant  support  would  be  a devastating  blow  to  the  supply  of  medical  man- 
power to  the  handicapped.  This  is  due  to  the  fact  that  at  this  stage  of  develop- 
ment almost  the  sole  source  of  support  for  such  trainees  comes  from  the  Federal 
government.  Local  resources  have  not  been  developed  because  of  the  availability 
of  these  funds  from  Federal  sources.  Our  own  training  program  may  be  an  il- 
lustrative example.  We  have  approximately  eighteen  residents.  Out  of  these 
positions  only  three  are  budgeted  by  the  state  through  the  University  of  Wash- 
ington. That  means  that  if  Federal  funding  were  to  be  phased  out  this  source 
of  manpower  would  virtually  dry  up.  I think  the  present  level  of  Federal  sup- 
port must  be  maintained  for  at  least  a period  of  five  years  in  order  to  allow 
an  adjustment  and  transfer  to  local  support.  As  you  well  know  such  local  sup- 
port is  very  scarce  at  this  time,  particularly  in  our  own  state  and  I am  sure 
also  in  other  states.  In  addition  this  would  have  a very  serious  impact  in- 
directly on  the  education  of  medical  students.  The  maintenance  of  such  training 
programs  largely  depends  on  the  presence  of  residents.  I hope  that  these  ex- 
amples may  illustrate  our  national  problem.  In  our  state  where  we  have  the 
problem  of  unemployment  and  increasing  welfare  rolls,  unique  health  care  serv- 
ices would  be  withdrawn  unless  funding  of  the  Research  and  'Training  program 
is  increased  commensurate  with  the  increase  in  the  task.  Our  program  has 
increased  its  student  body  by  88  x>er  cent  during  the  past  five  years.  The  services 
for  the  handicapped  have  come  a long  way  under  previous  administrationsi,  how- 
ever, it  must  be  recognized  that  these  services  still  depend,  perhaps  on  a larger 
than  desirable  degree,  on  Federal  support.  Local  support  in  this  economic  situ- 
ation cannot  be  forthcoming  rapidly. 
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I certainly  would  not  have  written  this  letter  if  I were  not  firmly  convinced 
that  the  fate  of  the  handicapped  in  our  nation  is  at  stake.  I am  very  much 
concerned  that  this  minority  group  very  well  may  be  forgotten.  That  I am  not 
standing  alone  is  shown  by  the  testimonies  which  I have  enclosed  and  also  by 
a recent  KIRO  editorial  which  dealt  sipeoifioally  with  the  plight  of  the  handi- 
capped. I am  sure  that  you  are  most  interested  in  the  handicapped  and  there- 
fore I thought  it  appropriate  to  bring  this  problem  to  your  attention. 

Sincerely  yours, 

Justus  F.  Lehmann, 

M.D.,  Professor  and  Chairman. 

Senator  Cotton.  We  thank  you  for  your  statement. 

There  are  good  things  said  about  both  centers.  I am  well  satisfied. 
Tufts  University  in  New  England,  along  with  the  one  in  the  University 
of  Washington,  should  be  carefully  taken  care  of. 

Dr.  Kottke.  I agree  with  you  thoroughly. 

STATEMENT  OF  HON.  HUBERT  H.  HUMPHREY,  U.S.  SENATOR  FROM 
MINNESOTA 

REHABILITATION  SERVICES 

Senator  Humphrey.  Mr.  Chairman,  I was  unable  to  be  here  at  the 
opening  because  I went  to  the  new  Senate  Office  Building  first. 

I just  want  to  add  one  word,  if  it  is  permissible. 

Senator  Magnuson.  Yes ; go  right  ahead. 

Senator  Humphrey.  The  rehabilitation  services  that  Dr.  Kottke  and 
his  associates  provide  at  the  University  of  Minnesota  have  truly  gained 
national  and  international  acclaim.  I have  known  Dr.  Kottke  for  a 
long,  long  time.  He  and  his  associate,  Dr.  Kubichek,  work  together  in 
a partnership  of  medicine  and  engineering,  physiology  and  rehabil- 
itation. Their  work  has  been  nothing  short  of  a series  of  remarkable 
achievements. 

I hope  that  this  subcommittee  will  take  very  seriously  the  recom- 
mendations of  Dr.  Kottke  who  is  considered  to  be  a very  responsible 
and  highly  regarded  and  respected  man  in  this  field.  I think  we  can 
save  a lot  of  lives. 

Some  of  you  may  remember  in  our  part  of  the  world  we  had  the 
Kenny  Institute.  These  have  all  been  tied  in  with  all  of  our  great 
medical  programs  in  the  midwest. 

What  Dr.  Kottke  is  asking  for  is  that  we  take  the  experience  which 
we  have  had  in  our  part  of  the  country  and  apply  it  to  more  univer- 
sities in  a number  of  regional  centers.  The  savings  ultimately  to  the 
public  will  be  phenomenal.  The  people  who  have  been  rescued  from 
total  disability  or  partial  disability  are  really  some  of  the  miracle  cures 
of  our  time.  I hope  that  the  recommendations  that  he  has  made  will 
be  accepted  or  at  least  accepted  in  large  measure.  I must  say  in  all 
candor  that  the  cutbacks  in  this  field  just  don’t  make  any  sense. 
Honestly,  they  don’t  make  sense. 

First  of  all,  you  lose  good  people.  You  fail  to  keep  up  with  the 
growth  in  population.  I think  I am  correct,  there  has  not  been  any 
increase  since  1968.  You  just  can’t  survive  on  that  kind  of  program. 
You  can’t  keep  the  team  of  professionals  that  you  need  together. 

That  is  about  all  I wanted  to  add. 

I have  been  in  communication  with  Dr.  Kottke  ever  since  I re- 
turned and  while  I was  away  Dr.  Kottke  was  overworking  Senator 
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Mondale  and  before  Senator  Mondale  he  was  working  me  over.  He 
is  a very  pereistent  fellow.  So,  I suggest  that  you  yield  early  because  he 
will  win  in  due  time. 

Thank  you,  Senator  Magnuson. 

Senator  Magnuson.  Thank  you. 

Thank  you  all.  We  appreciate  your  testimony. 

Senator  Cotton.  Thank  you,  Mr.  Chairman. 

STATEMENT  OF  JACK  E.  ORR,  DEAN  AND  PROFESSOR,  COLLEGE  OF 
PHARMACY,  UNIVERSITY  OF  WASHINGTON 

ACCOMPANIED  BY: 

DR.  R.  0.  BACHMANN,  DEAN  AND  PROFESSOR  OF  PHARMACEU- 
TICAL CHEMISTRY,  SCHOOL  OF  PHARMACY,  WEST  VIRGINIA 
UNIVERSITY 

DR.  CHARLES  W.  BLIVEN,  EXECUTIVE  SECRETARY  OF  THE 
AMERICAN  ASSOCIATION  OF  COLLEGES  OF  PHARMACY 

WILLIAM  J.  SKINNER,  ASSISTANT  EXECUTIVE  SECRETARY  OF 
THE  AMERICAN  ASSOCIATION  OF  COLLEGES  OF  PHARMACY 

Senator  Magnuson.  I have  next  on  the  list  Charles  Bliven  of  the 
American  Association  of  Colleges  of  Pharmacy. 

Is  that  the  University  of  Maryland  ? 

INTRODUCTION  OF  ASSOCIATES 

Dr.  Bliven.  I am  Charles  Bliven. 

Our  speaker  this  morning  will  be  Dr.  Jack  E.  Orr  of  the  Uni- 
versity of  Washington. 

Senator  Magnuson.  Well,  I heard  he  was  going  to  be  here. 

You  don’t  have  anybody  from  New  Hampshire  ? 

Dr.  Bliven.  We  don’t  have  any  school  in  New  Hampshire. 

Senator  Magnuson.  You  go  ahead. 

Dr.  Orr.  Thank  you,  Mr.  Chairman. 

My  name  is  Jack  E.  Orr.  I have  been  dean  and  professor  at  the 
College  of  Pharmacy,  University  of  Washington,  since  1956. 

For  the  past  3 years,  I have  served  as  chairman  of  the  executive 
committee  of  the  American  Association  of  the  Colleges  of  Pharmacy. 

I have  with  me  Dr.  Bliven  who  just  introduced  himself  as  the  execu- 
tive secretary  of  the  American  Association  of  Colleges  of  Pharmacy 
for  the  last  10  years,  prior  to  which  he  was  dean  of  the  school  of 
pharmacy. 

Next  to  me  is  Dr.  K.  O.  Bachmann,  dean  and  professor  at  the  West 
Virginia  School  of  Pharmacy.  Prior  to  that  time,  he  was  with  the 
University  of  Arkansas  for  a number  of  years. 

Dr.  Skinner  at  the  end  is  our  assistant  executive  secretary.  He  is  a 
pharmacist  and  attorney. 

Senator  Magnuson.  That  is  an  unusual  combination. 

Dr.  Orr.  I would  like  to  present  the  prepared  statement  that  we 
have  for  the  record.  I am  going  to  read  a few  paragraphs  and  high- 
light the  rest. 

PREPARED  STATEMENT 

Senator  Magnuson.  We  will  put  the  rest  in  the  record  in  full. 

(The  statement  follows :) 
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My  name  is  Jack  E.  Orr.  I have  been  dean  and  professor  at  the  College 
of  Pharmacy,  University  of  Washington  since  1956.  I am  also  the  Washington  State 
Chemist.  For  the  past  three  years,  I have  served  as  chairman  of  the  Executive 
Committee  of  the  American  Association  of  Colleges  of  Pharmacy. 

' Accompanying  me  are: 

* Dr.  R.  0.  Bachmann,  dean  and  professor  of  pharmaceutical 
chemistry.  School  of  Pharmacy,  West  Virginia  University, 
since  1961.  Prior  to  this,  he  served  on  the  faculty  of 
the  University  of  Arkansas.  Dr.  Bachmann  is  a past 
president  of  the  AACP. 

* Dr.  Charles  W.  Bliven,  executive  secretary  of  the  American 

. Association  of  Colleges  of  Pharmacy  for  the  last  ten  years. 

Prior  to  this,  he  was  a dean  of  a school  of  pharmacy  for 
14  years.  He  is  currently  vice-chairman  of  Federation  of 
Associations  of  Schools  of  Health  Professions. 

* Mr.  William  J.  Skinner,  assistant  executive  secretary  of 
the  American  Association  of  Colleges  of  Pharmacy.  He  is 


a pharmacist  and  an  attorney. 

This  statement  will  express  the  needs  of  the  74  schools  of  pharmacy 
for  the  various  programs  being  developed  in  amendments  to  the  Health  Professions 
Educational  Assistance  Act.  In  addition,  the  statement  will  comment  briefly  on  the 
programs  of  the  National  Institutes  of  Health  and  the  Health  Services  and  Mental 


Health  Administration. 
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The  member  schools  of  the  AACP  are  all  nationally  accredltled.  Seventy- 
three  of  our  schools  are  located  in  A4  states  and  the  District  of  Columbia,  the  re- 
maining school  is  located  in  Puerto  Rico.  Approximately  2,000  full-time  and  part- 
time  teachers  are  engaged  in  the  instruction  of  approximately  19,000  undergraduate 
and  2,100  graduate  students. 

Since  1960  the  curriculum  leading  to  the  professional  degree  in 
pharmacy  has  required  a minimum  of  five  academic  years.  Two  schools  offer  only  a 
six-year  curriculum  leading  to  the  professional  degree,  doctor  of  pharmacy,  and  nine 
others  offer  this  program  on  an  optional  basis,  in  addition  to  the  five-year  cur- 
riculum. In  the  five-year  program,  at  least  three  years  of  work  in  the  professional 
subjects  are  required  in  addition  to  the  two-year  basic  science  program.  In  the 
six-year  curriculum,  four  years  are  mandatory  beyond  the  two  years  of  basic  sciences. 

In  our  testimony  before  the  Senate  Subcommittee  on  Health,  Dr.  Arthur 
E.  Schwartlng  and  Dr.  Joseph  L.  Kanig  outlined  the  new  role  of  the  pharmacist  in 
health  care  delivery.  We  believe  that  it  is  Important  that  you  know  how  the  Federal 
dollars  have  assisted  and  will  assist  pharmacy  schools.  Therefore,  if  time  permits. 
Dean  Bachmamand  I will  elaborate  on  the  new  role  of  the  pharmacist.  For  details 
we  refer  you  to  the  testimony  before  the  Subcommittee  on  Health  which  we  have 
attached  to  this  statement. 

The  authorizing  legislation  to  extend  the  Health  Professions  Education- 
al Assistance  Act,  as  you  know,  passed  the  House  of  Representatives  on  July  1st. 

The  Senate  Committee  on  Labor  and  Public  Welfare  reported  out  a final  bill,  S.  934, 
on  July  12.  Both  the  House  and  Senate  bills  would  continue  construction  grants, 
scholarships  and  loans,  institutional  grants,  and  special  projects.  A new  provision 
in  both  bills  would  allow  construction  loan  guarantees  and  payment  of  Interest  sub- 
sidies. The  House  bill  would  limit  scholarships  to  full-time  students  from  low- 
income  backgrounds  after  June  30,  1973,  while  the  Senate  would  provide  scholarship 
monies  to  schools  based  on  the  total  full-time  enrollment,  plus  an  additional  amount 
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for  students  from  economically  or  educationally  disadvantaged  families.  The  loan 
repayment  and  forgiveness  provisions  are  slightly  different.  The  Senate  bill  also 
authorizes  health  profession  students  to  obtain  loans  under  the  Higher  Education 
Act,  presumably  utilizing  appropriations  In  the  Education  Appropriation  Bill,  signed 
recently  by  President  Nixon. 

The  bills  differ  significantly  In  the  area  of  Institutional  grants. 

We  will  discuss  this  more  fully  In  a moment.  At  this  time  we  point  out  that  both 
bills  will  require  an  Increase  In  enrollment  to  obtain  the  maximum  Institutional 
grant.  The  Senate  bill  would  give  the  maximum  grant  only  when  the  first-year  en- 
rollment exceeds  first-year  enrollment  for  the  preceding  school  year  by  not  less 
than  5 per  cent,  or  by  not  less  than  5 students,  whichever  Is  greater;  or  the 
second  preceding  school  year  by  not  less  than  10  per  cent,  or  by  not  less  than  10 
students,  vrhlchever  Is  greater;  or  the  third  preceding  school  year  by  not  less  than 
15  per  cent,  or  by  not  less  than  15  students,  whichever.  Is  greater.  A condition 
precedent  to  receipt  of  the  House  capitation  grant  Is  an  Increase  In  first-year 
students  of  5 per  cent,  or  10  students,  whichever  Is  greater.  In  the  fall  of  1971 
over  the  first-year  enrollment  of  the  fall  of  1970. 

In  the  House  bill,  special  project  grants  and  contracts  may  be  made 
to  all  seven  of  the  health  profession  schools  for  current  and  new  purposes.  This 
bill  would  limit  one  half  of  the  amount  appropriated  for  special  projects  for  the 
purpose  of  assisting  schools  who  are  In  serious  financial  straits.  The  special 
project  provisions  of  the  Senate  bill  would  authorize  monies  for  current  and  new 
purposes.  A ner^  section  In  the  Senate  bill  authorizes  grants  to  assist  schools  to 
meet  accreditation  requirements . 

New  provisions  in  the  House  bill,  which  do  not  appear  In  the  Senate 
bill,  authorize  $2  million  for  FY  1972  for  grants  for  training,  traineeships,  and 
fellowships  for  health  professions  teaching  personnel.  In  addition,  the  House  bill 
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authorizes  $25  million  for  FY  1972  for  grants  for  training,  traineeships,  and 
fellowships  in  family  medicine.  Start-up  assistance  for  schools  of  medicine, 
osteopathy,  and  dentistry  are  authorized  in  the  House  bill  at  $10  million,  and  it 
provides  for  health  manpower  education  initiative  awards  with  authorizations  up  to 
$45  million  for  FY  1972. 

New  provisions  in  the  Senate  bill,  which  do  not  appear  in  the  House 
bill,  would  authorize  grants  for  the  support  of  graduate  training  programs  for 
physicians  and  dentists  up  to  $15  million  for  FY  1972.  Also  grants  to  schools  of 
medicine  and  osteopathy  and  to  hospitals  are  authorized  at  $25  million  for 
education,  training,  traineeships,  and  fellowships  in  family  medicine.  Computer 
technology  is  encouraged  by  a $25  million  authorization.  The  Senate  bill  also 
authorizes  $5  million  for  FY  1972  for  recruitment  of  health  profession  students 
and  sums  as  necessary  for  conducting  a cost  study  of  education  of  health  profession 
students  by  the  National  Academy  of  Sciences.  In  addition,  a special  scholarship 
program  is  included  to  promote  medical  care  for  persons  in  physician-shortage 
areas  and  for  migratory  agriculatural  workers  or  members  of  their  families. 

$2.5  million  are  authorized  for  FY  1972  for  these  scholarships.  The  Senate  bill 
also  establishes  a National  Health  Manpower  Shortage  Clearinghouse  and  authorizes 
sums  as  necessary  to  operate  and  maintain  the  clearinghouse. 

AUTHORIZATIONS  FOR  PHARMACY 

To  summarize  the  authorizations  affecting  pharmacy,  we  have 
prepared  Table  A which  lists  each  of  the  programs  of  the  Senate  and  House  bills. 
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TABLE  A 


AUTHORIZATIONS  FOR  FY  1972 

S.  934 

H.R.  8629 

Project  Grants  for  Training,  -0- 

Traineeships  and  Fellowships (all  professions) 

$ 10,000,000 

Grants  for  Training,  Traineeships 
and  Fellowships  in  Family  Medicine 

-0- 

25,000,000 

Construction  Grants  (all  professions) 
[Pharmacy  requests  25%  for  pharmacy, 
optometry,  podiatry  and  veterinary 
medicine] 

$200,000,000 

225,000,000 
(portion  of  10% 
for  pharmacy)  in- 
dicated by  report 

Construction  Loans  (all  professions) 

Amounts  necessary 

Amounts  necessary 

Amount  for  interest  subsidy 
limited  to 

8,000,000 

8,000,000 

Student  Loans  HPEA 
[Pharmacy  requests  $6.2  million 
for  FY  1972] 

60,000,000 

40,000,000 

Student  Loans  HEA 

Included  in  HEA 
appropriations 

No  authorization 

Student  Scholarships  (all  professions) 
[Pharmacy  requests  $4.8  million  for 
FY  1972] 

Amounts  per  formula 

Amounts  per 
formula 

Institutional  Grants  (all  professions) 
[S.  934  authorizes  $20,500,000  for 
pharmacy] 

426,000,000 

245,000,000 

Special  Project  Grants  (all  professions) 

150,000,000 

118,000,000 

Financial  Assistance  Grants 
(all  professions) 

50,000,000 

59,000,000 
(one  half  of 
special  projec 

Health  Manpower  Initiative  Awards 
(all  professions) 

-0- 

45,000,000 

Start-up  Assistance  (medicine,  osteopathy 
and  dentistry) 

-0- 

10,000,000 

Postgraduate  Training  (physicians  and 
dentists) 

-0- 

-0- 

Family  Medicine  Grants 
(medicine,  osteopathy,  and  hospitals) 

25,000,000 

-0- 

Computer  Technology  Grants 
(all  professions) 

25,000,000 

-0- 

Full  Utilization  or  Recruitment 
(all  professions) 

5,000,000 

-0- 

Physician  Shortage  Scholarships 

2,500,000 

-0- 
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Construction  Grants.  Since  1963  only  nineteen  pharmacy  schools  have 
received  $19.4  million  in  Federal  construction  funds.  This  allowed  an  increase  in 
first-year  places  of  556.  Between  now  and  FY  1974,  24  pharmacy  schools  plan  con- 
struction with  the  total  anticipated  Federal  share  of  $46.4  million  in  21  of  those 
schools.  This  would  allow  an  increase  of  570  first-year  places.  In  addition,  15 
schools  have  reported  plans  for  construction  beyond  the  FY  1974  with  a Federal  share 
(calculated  at  50  per  cent  of  the  total  cost)  of  $23.9  million. 

We  believe  a strong  case  can  be  made  for  the  allocation  of  a part  of 
the  construction  funds  to  scnools  of  pharmacy,  optometry,  podiatry,  and  veterinary 
medicine.  These  four  health  professions  comprise  approximately  33  per  cent  of  the 
health  professions  students  and  38  per  cent  of  the  schools  affected  by  S.  934; 
pharmacy  schools  alone  account  for  approximately  25  per  cent  of  the  schools  affected. 
Therefore,  we  believe  that  25  per  cent  of  the  construction  funds  should  be  designated 
for  pharmacy,  optometry,  podiatry  and  veterinary  medicine. 

In  past  years,  these  four  professions  have  received  approximately  5 per 
cent  of  the  construction  funds.  Pharmacy  alone  has  four  schools  approved  for  con- 
struction, but  cannot  build  because  of  a lack  of  funds.  This  amounts  to  $8.5  million 
for  the  Federal  share.  Because  of  the  need  for  replacement  and  rehabilitation  of 
existing  structures,  and  expansion  of  some  schools  to  meet  area  needs  and  enrollment 
increases,  we  believe  this  request  is  fully  justified. 

Construction  Loans.  In  general  most  of  our  schools  do  not  believe  that 
guaranteed  Federal  loans  for  construction  are  appropriate.  Educational  institutions 
are  usually  not  income-producing  ventures.  However,  there  have  been  occasions  when 
certain  schools  could  not  obtain  Federal  funding  in  time  to  meet  matching  commitments 
of  private  donors  or  state  governments.  In  these  cases,  it  would  be  wise  to  have  the 


construction  loan  guarantee  and  Interest  subsidy  available. 
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Student  Loans.  In  the  FY  1971  an  estimated  12  per  cent  of  the  students 
in  pharmacy  were  assisted  by  Federal  loans.  The  schools  estimate  that  an  average  of 
33  per  cent  of  their  students  will  need  loan  assistance  in  FY  1972.  This  percentage 
will  increase  slightly  each  year  and  in  FY  1976,  the  schools  estimate  that  39  per 
cent  of  the  students  will  require  loans.  In  those  schools  where  the  student  body 
consists  primarily  of  minority  students,  from  50  to  70  per  cent  of  the  students  will 
require  loans,  according  to  our  latest  information.  Thus,  as  the  number  of  dis- 
advantaged students  of  pharmacy  schools  increases,  the  greater  the  need  for  loan 
funds  as  well  as  for  scholarship  funds. 

The  current  economic  conditions  in  the  United  States  are  responsbile  for 
fewer  parents  having  the  resources  to  send  their  children  to  college.  This  lack  of 
college  money,  coupled  with  a continuing  demand  for  increasing  health  services  and 
a continuing  interest  in  pharmacy  as  a profession,  will  make  it  more  difficult  for 
the  schools  to  allocate  the  available  loan  funds. 

In  FY  1971,  60  schools  of  pharmacy  (82  per  cent)  utilized  the 

funds.  The  amount  of  loans  range  from  less  than  $500  to  the  maximum  of  $2,500  per 
student.  While  the  loan  ceiling  in  S.  934  is  now  $3,500  per  student,  we  feel  that 
an  average  amount  of  $1,000  per  student  will  be  adequate  to  take  care  of  the  needs 
in  our  schools.  Therefore,  if,  as  indicated  by  our  schools,  33  per  cent  of  our 
students  (6,152)  need  loan  funds,  pharmacy  schools  will  need  approximately  $6.2 
million  for  this  purpose. 

Scholarships.  In  FY  1969,  23  per  cent  of  pharmacy  students  were  assist- 
ed with  scholarship  grants.  In  FY  1970,  22  per  cent.  We  estimate  that  28  per  cent 
of  the  pharmacy  students  will  need  scholarship  aid  in  FY  1972.  In  the  case  of  four 
pharmacy  schools  with  primarily  minority  student  bodies,  the  corresponding  figure  is 
41  per  cent.  The  schools  estimate  that  they  will  require  $4.8  million  in  FY  1972. 
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Institutional  Support  Grants.  The  Senate  bill,  S.  934,  provides  insti- 
tutional grants  for  pharmacy  schools  calculated  by  adding  a $59,000  base  grant  to 
the  product  obtained  by  multiplying  the  number  of  full-time  students  by  $600. 

This  bill  authorizes  $20.5  million  for  this  purpose  in  FY  1972. 

The  73  schools  of  pharmacy  will  have  an  estimated  18,643  students  in 
FY  1972.  This  will  require  the  entire  $20.5  million.  The  authorization  bill  does 
provide  enough  money  to  cover  base  grants  and  the  $600  per  student,  plus  the  $300 
for  first-year  enrollment  bonus  students.  The  $300  bonus  is  given  when  the  school 
exceeds  its  first-year  enrollment  by  the  required  number  of  students,  e.g.,  by  not 
less  than  5 per  cent,  or  by  not  less  than  5 students,  whichever  is  greater,  over 
the  first  preceding  school  year.  However,  there  is  no  money  to  allow  for  increased 
enrollments . 

It  is  extremely  important  that  the  appropriations  match  the  level  of 
authorizations  for  pharmacy  in  FY  1972.  lilhen  pharmacy  schools  first  became  eligible 
for  institutional  grants  in  FY  1970,  the  enrollment  jumped  approximately  800 
students  (15  plus  per  cent) . This  was  done  at  a time  when  the  law  required  only  a 
21/2  per  cent  or  5 student  increase,  whichever  was  greater,  per  school.  Because 
S.  934  continues  the  enrollment  increase  requirement  in  pharmacy  schools  who  are 
already  carrying  a heavy  burden  because  of  their  earlier  desire  to  increase  the 
supply  of  pharmacists,  and  because  several  state  governments  are  reducing  appro- 
priations to  university  budgets,  we  believe  the  schools  are  depending  heavily  on 
Federal  support. 

In  FY  1971,  each  school  of  pharmacy  received  on  the  average  an  institu- 
tional grant  of  $525  per  student.  If  amounts  of  money  for  physical  plant  renova- 
tion are  subtracted,  the  amount  of  the  institutional  grant  used  for  teaching  pur- 
poses was  approximately  $460  per  student.  At  the  same  time,  inflation  and  the  in- 
creased cost  of  clinical  pharmacy  programs  has  raised  the  cost  of  educating  a 
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pharmacist.  If  federal,  state,  and  private  funding  of  pharmacy  education  is  not  in- 
creased to  the  fullest  extent,  we  will  have  to  be  content  with  educating  pharmacists 
who  are  less  competent  than  the  schools  are  capable  of  producing.  In  the  past, 
pharmacy  education  has  generally  been  limited  to  the  cognative  and  manipulative 
elements  through  classroom  and  laboratory  teaching.  During  the  last  few  years, 
however,  pharmacy  education  has  added  affective  training  which  allows  the  use  of 
cognative  and  manipulative  skills  on  patients.  This  is  known  as  the  clinical  pro- 
gram. Nationally  the  average  cost  of  educating  pharmacy  students  is  approximately 
$3,000.  We  find  those  schools  with  advanced  clinical  components  have  costs  estima- 
ted at  $4,000  to  $6,000  per  student  per  year.  With  these  increased  costs  in  mind, 
we  asked  the  Senate  and  House  Committees  to  authorize  $2,000  per  pharmacy  student. 
Both  the  Senate  and  House  have  given  us  less  than  half  our  request.  The  Senate, 
however,  has  made  the  clinical  component  mandatory,  thereby  assuring  an  increase  in 
the  cost  of  educating  pharmacists.  Therefore,  we  request  that  the  entire  authoriza- 
tion of  $20.5  million  be  recommended  by  this  committee. 

Special  Projects.  Pharmacy  schools  became  eligible  for  special  project 
grants  in  FY  1970.  Two  grants  were  approved  that  year  for  a total  of  $267,000 
(0.6  per  cent  of  all  special  projects  funds).  In  FY  1971,  only  one  project  was 
approved  for  $109,177. 

In  past  years,  medical  and  dental  schools  have  received  nearly  all  of 
these  funds  for  continuing  grants  and  for  financial  straits,  leaving  few  dollars 
for  innovation  in  pharmacy  and  the  other  health  professions.  Because  S.  934  es- 
tablishes a separate  section  for  schools  in  financial  distress  situations  and 
authorizes  $150  million  for  FY  1972  for  special  projects,  we  are  much  encouraged. 
Many  pharmacy  schools  have  developed  a number  of  innovative  programs  which  can  now 
be  funded.  Some  pharmacy  schools  have  been  very  active  in  developing  educational 
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programs  for  preventing  drug  abuse  through  the  education  of  pharmacists,  teachers, 
and  other  community  workers.  We  expect  this  trend  to  grow  as  more  funds  are- 
available.  Therefore,  we  urge  the  subcommittee  to  recommend  full  appropriations 
for  special  projects. 

Financial  Assistance  Grants.  This  new  section  in  S.  934  authorizes 
$50  million  for  FY  1972.  It  is  extremely  fortunate  that  the  Senate  has  separated 
this  item  rrom  the  special  project  section.  Seven  schools  of  pharmacy  did  not  re- 
ceive institutional  grants  in  FY  1971  because  they  did  not  make  the  enrollment  in- 
creases required  by  the  law.  Because  of  the  lack  of  federal  funds  and  increased 
tightening  of  state  budgets,  these  seven  schools  and  others  may  be  in  dire  finan- 
cial need  in  FY  1972.  We  urge  the  appropriation  of  the  entire  $50  million  for  this 
purpose. 

Computer  Technology.  Several  pharmacy  schools  are  actively  involved  in 
computer  technology  work  on  university  campuses.  We  believe  that  this  is  an  area 
which  should  be  fully  explored  for  health  applications,  particularly  for  prevention 
and  control,  and  we  encourage  the  appropriation  of  the  entire  $25  million  authori- 
zed for  FY  1972  for  this  purpose. 

Full  Utilization  of  Educational  Talent.  This  is  a recruitment  section 
aimed  at  the  financially  or  educationally  disadvantaged.  The  AACP  has  been  invol- 
ved in  a recruitment  program  for  the  last  year  on  a national  basis.  We  expect  to 
continue  this  program  and  would  look  forward  to  the  opportunity  of  funding  portions 
of  our  program,  particularly  for  the  financially  and  educationally  disadvantaged 
students,  from  funds  provided  by  this  part  of  the  law.  In  addition,  individual 
schools  need  special  assistance  for  identifying  and  recruiting  financially  or  edu- 
cationally disadvantaged  students.  Therefore,  we  encourage  the  appropriation  of 
the  entire  $5  million  authorized  for  FY  1972. 
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NIH  /vI'lD  HSMKA  PROGRM!S 

The  Administration  budget  for  FY  1972  recommends  $1 ,409 s609 ,000  for 
the  National  Institutes  of  Health  and  $1,594,482,000  for  Health  Services  and  Mental 
Health  Administration  (exclusive  of  certain  manpower  programs) . Both  of  these 
budgets  represent  modest  increases.  Certain  programs  have  been  reduced,  however, 
and  we  are  very  interested  in  seeing  some  of  these  restored  and  maintained.  Other 
programs  should  receive  additional  funds.  To  this  end  the  AACP  has  joined  with 
the  Coalition  for  Health  Funding  and  we  support  its  recommendations  to  add  to  the 
Administration  budget  $215,500,000  for  NIH  and  $417,000,000  for  HSiWA. 

Pharmacy  schools  receive  grants  from  several  NIH  programs.  Including 
the  General  Research  Support  (GRS)  Program  of  the  NIH  Division  of  Research 
Resources  and  from  the  Institute  of  General  Medical  Sciences.  These  grants 
support  research  in  pharmaceutical  chemistry,  pharmacology,  and  other  areas  as 
vjell  as  fellowships  for  young  scientists. 

Appropriations  for  GRS  grants  have  been  kept  level  by  Congress  for  the 
past  three  years,  xjhile  the  funds  actually  available  have  dropped  steadily.  Me 
recommend  that  the  Senate  increase  the  appropriations  for  the  Division  of  Research 
Resources  to  a total  of  $76,069,000. 

Reduced  appropriations  for  the  Institute  of  General  Medical  Sciences 
are  recommended  by  the  Administration  budget.  Me  recommend  that  the  cuts  be 
restored  and  additional  amounts  added  for  a total  of  $190,400,000  in  FY  1972. 

Pharmacy  schools  have  received  library  resource  grants  of  at  least 
$365,000  from  the  National  Library  of  Medicine  programs.  Additional  money  may 
have  been  received  through  general  medical  library  grants.  Many  pharmacy  schools 
require  additional  printed  resources  for  expanded  classes  and  changing  curriculum. 
Me  urge  a total  appropriation  in  FY  1972  of  $24,481,000  for  these  purposes. 


2792 


Several  pharmacy  deans  and  educators  are  actively  involved  in 
Comprehensive  Health  Planning  (CHP)  Projects,  such  as  the  Partnership  for  Health 
Program.  They  serve  on  committees,  commissions,  councils,  and  task  forces  on 
state  and  local  levels.  Pharmacy  schools  are  vitally  concerned  that  good  planning 
take  place  to  assure  the  best  utilization  of  health  manpower  and  health  facilities 
resources.  They  believe  this  planning  will  require  several  years  of  work  before 
health  system  maintenance  planning  becomes  a top  priority. 

In  terms  of  planning,  the  projects  sponsored  by  Health  Services 
Research  and  Development  grants  are  serving  as  valuable  models  to  the  CHP  Councils 
and  others  to  make  health  care  truly  comprehensive.  Therefore,  we  strongly  urge 
that  the  total  appropriation  for  these  programs  be  $72,070,000  for  FY  1972. 

In  conclusion,  we  thank  Chairman  Magnuson  and  the  subcommittee  for 
this  opportunity  to  testify  on  behalf  of  pharmacy  education.  The  American 
Association  of  Colleges  of  Pharmacy  is  grateful  for  the  support  given  to  pharmacy 
education  in  the  past  years.  We  urge  the  subcommittee  to  provide  full  appropria- 
tions . 
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My  name  is  Arthur  E.  Schwarting.  I am  dean  of  the  University  of  Con- 
necticut School  of  Phamacy.  I have  served  in  this  capacity  for  two  years,  and 
previous  to  this  I served  16  years  as  a member  of  the  faculty  of  the  University 
of  Connecticut  School  of  Pharmacy.  I am  currently  the  President  of  the  American 
Association  of  Colleges  of  Pharmacy. 

Accompanying  me  are: 

° Dr.  Joseph  L.  Kanig,  dean,  Columbia  University  College  of 
Pharmaceutical  Sciences  in  the  City  of  New  York,  since  1965. 

He  has  served  on  the  faculty  there  since  1949. 

° Dr.  Charles  W.  Bliven,  executive  secretary  of  the  American 
Association  of  Colleges  of  Pharmacy  for  the  last  ten  years. 

Prior  to  this  he  served  as  dean  of  a school  of  pharmacy 
for  fourteen  years.  He  is  currently  vice-chairman  of  the 
Federation  of  Associations  of  Schools  of  the  Health 
Professions . 

° Mr.  William  J.  Skinner,  assistant  executive  secretary  of 
the  American  Association  of  Colleges  of  Pharmacy.  He  is  a 
pharmacist  and  an  attorney,  and  for  five  years  served  as 
the  Manager  of  Consumer  Protection  for  Smith  Kline  & French 


Laboratories. 
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Subsequent  to  my  testimony.  Dean  Kanlg  will  offer  a brief  statement 
on  the  current  and  future  role  of  the  pharmacist  in  the  delivery  of  health 
services.  You  will  hear  about  the  Increased  and  rapidly  expanding  capability 
of  pharmacists  to  serve  the  health  needs  of  the  American  public. 

We  are  pleased  to  have  this  opportunity  to  testify  on  the  Health  Man- 
power Training  Act  amendments  and  related  bills.  It  is  our  purpose  to  support 
S.  934,  endorsed  by  the  Federation  of  Associations  of  Schools  of  the  Health 
Professions,  the  membership  of  which  is  comprised  of  eleven  associations. 

The  Association  opposes  S.  1183  for  two  reasons.  The  bill  falls  to 
Include  schools  of  pharmacy,  veterinary  medicine,  optometry,  and  podiatry  in 
the  Capitation  Grants  section,  and,  secondly,  it  falls  to  continue  the  scholar- 
ship program  to  entering  students  except  to  medical  and  dental  students  from 
"low-income  or  disadvantaged  families."  Also,  this  bill  fails  to  provide 
entitlement  to  scholarships  to  students  in  schools  of  pharmacy,  veterinary 
medicine,  optometry,  and  podiatry.  Our  opposition  to  S.  1183  was  determined 
after  careful  analysis  of  the  bill  and  by  the  unanimous  decision  of  the 
delegates  attending  the  annual  meeting  of  the  Association  in  March,  1971.  A 
resolution  expressing  the  Association's  position  on  the  various  proposals  to 
amend  the  Health  Professions  Educational  Assistance  Act  is  attached.  (See 
Attachment  I.) 

We  appear  before  you  in  behalf  of  the  membership  of  the  American 
Association  of  Colleges  of  Pharmacy,  which  consists  of  74  schools  and  colleges 
of  pharmacy.  All  are  nationally  accredited.  Seventy- three  of  our  member  schools 
are  located  in  44  states  and  the  District  of  Columbia;  the  remaining  school  is  in 
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Puerto  Rico,  More  than  2,000  full-time  and  part-time  teachers  are  engaged  in  the 
instruction  of  approximately  19,000  undergraduate  and  2,100  graduate  students. 

In  FY  1963  schools  of  pharmacy  became  eligible  for  construction  grants, 
in  FY  1965  for  scholarships  and  loans,  and  not  until  FY  1970  did  they  become 
eligible  for  institutional  and  special  project  grants. 

The  curriculum  leading  to  the  professional  degree  in  pharmacy  requires  a 
minimum  of  five  academic  years.  Two  schools  offer  only  a six -year  curriculum 
leading  to  the  advanced  professional  degree,  doctor  of  pharmacy,  and  nine  others 
offer  the  longer  program  on  an  optional  basis,  in  addition  to  the  minimum  program. 
In  the  five-year  program,  at  least  three  years  of  work  in  the  professional 
subjects  are  required  in  addition  to  the  two-year  basic  science  program.  In  the 
six-year  curriculum,  four  years  are  mandatory  beyond  the  two  years  of  basic 
sciences. 


THE  NEW  ROLE  OF  THE  PHARMACIST  IN  HEALTH  CARE  DELIVERY 


We  hasten  to  point  out  that  since  this  legislation  was  last  extended, 
pharmacy  has  changed  rapidly  in  response  to  the  health  care  needs  of  the  American 
public.  This  change  continues  to  receive  support  and  encouragement  from  the 
medical  profession  and  representatives  of  the  Federal  government. 

Dr.  Kenneth  M.  Endicott,  director.  Bureau  of  Health  Manpower  Education, 
in  1970  told  the  House  Appropriations  Subcommittee  on  Departments  of  Labor  and 
Health,  Education,  and  Welfare  of  the  Committee  on  Appropriations; 

The  quality  of  health  care  is  being  enhanced  by  the  continuing 
development  of  optometry  and  podiatry.  Both  of  these  professions 
have  demonstrated  their  capacity  to  fill  an  expanding  role  on  the 
health  team  as  they  provide  a significant  volume  of  specialized 
services  in  addition  to  complementing  the  diagnostic  function  of 
the  physician. 

Another  important  change  is  increasing  reliance  on  the 
pharmacist  as  a member  of  the  health  team  in  clinical  settings. 
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Trained  as  a drug  information  specialist,  the  pharmacist  is 
consulted  on  such  factors  as  therapeutic  incompatibilities, 
adverse  side  effects,  and  effectiveness  of  drugs  in  therapy 
for  individual  patients. 

This  important  change  in  reliance  on  the  pharmacist  as  a member  of  the 
health  team  was  also  emphasized  in  March  1971  before  the  Association  by  Margaret  M. 
McCarron,  M.D. , associate  professor  of  medicine  and  pharmacy.  University  of 
Southern  California.  In  describing  the  new  educational  program  in  clinical 
pharmacy,  she  said  it  is  a "...new  direction  in  pharmaceutical  education.  The  aim 
...  is  to  educate  'patient-oriented*  drug  specialists  to  assume  meaningful  roles 
in  the  delivery  of  health  care." 

The  following  are  some  excerpts  from  her  address  concerning  the  program 
and  the  possible  roles  of  the  pharmacist  in  the  health  care  system; 

There  is  a need  for  the  pharmacist  to  be  the  first  con- 
tact in  the  health  care  delivery  system,  simply  because 
many  patients  come  to  him  first.  Under  the  present  circum- 
stances, a well-trained  pharmacist  could  handle  many  problems 
in  the  community  pharmacy  rather  than  referring  patients  to 
crowded  emergency  rooms  or  to  overburdened  physicians. 

(Reducing  the  error  rate  in  drug  administration  in 
hospitals.)  The  pharmacist  could  improve  the  quality  of 
patient  care  and  contribute  significantly  to  the  health 
manpower  pool  by  assuming  complete  responsibility  for  drug 
administration  in  hospitals,  from  receiving  the  physician's 
order  to  supervising  technicians  in  administering  and 
charting  of  medications. 

(Adverse  drug  reactions.)  Although  we  do  not  teach  our 
students  to  diagnose  patient  illnesses,  we  do  teach  them  to 
diagnose  adverse  drug  reactions,  to  document  them  clinically, 
to  report  them  promptly  to  the  physician,  and  to  be  able  to 
advise  the  physician  regarding  the  specific  treatment  of  the 
reaction  and  alternate  therapy  if  indicated. 

(Drug  interactions.)  We  teach  the  student  to  recognize 
drug  interaction  problems,  determine  if  they  are  clinically 
significant,  and  to  take  corrective  action. 

(The  evaluation  and  interpretation  of  drug  information.) 

The  pharmacist  who  has  been  trained  in  the  biological  and 
clinical  application  of  drug  therapy  as  well  as  in  the 
chemical  and  physical  properties  of  drugs,  has  the  potential 
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for  contributing  vital  health  care  information  to  the 
physician. . . . 

(On  patient  education.)  ...  the  pharmacist  should  be 
concerned  about  the  patient's  use  of  drugs.  He  should  tell 
the  patient  what  the  drug  is  for,  using  clinical  judgment 
so  hb  will  not  frighten  the  patient,  and  the  Importance  of 
its  proper  use.... 

We  attempt  to  teach  the  students  how  to  communicate 
with  patients,  to  give  Intelligent,  clear  Instructions,  and 
to  determine  that  they  are  understood. 

Dr.  Kenneth  B.  Castleton,  vice  president  for  medical  affairs.  University 
of  Utah,  has  written:  — 

. . . The  time  has  come  for  the  pharmacist  to  become  a 
full-fledged  member  of  the  health  team.  He  should  be 
utilized  for  his  knowledge  and  skills  and  not  just  for 
his  ability  to  dispense.  He  should  be  consulted  by  the 
physician  regarding  drugs,  reactions,  toxicity,  available 
forms,  and  cost.  He  should  also  be  consulted  by  the  public 
regarding  proprietary  and  nonproprietary  items  and  drug 
reactioi.s.  Many  of  the  newer  drugs  are  more  toxic  than  the 
old  ones  and  require  more  careful  supervision.  Moreover, 
with  the  decrease  in  time  spent  on  the  basic  sciences, 
medical  students  are  getting  less  exposure  to  pharmacology 
and  they  will  need  expert  advice  more  than  ever  before. 

Medicare  requires  that  every  hospital  participating  in 
the  program  must  have  a pharmacy  under  the  direction  of  a 
registered  pharmacist,  or  at  least  a drug  room  under  proper 
supervision.  The  hospital  must  also  have  a pharmacy  committee 
consisting  of  doctors  and  pharmacists,  and  here  the  pharmacist 
must  play  an  important  role.  All  drugs  prescribed  under 
medicare  must  be  approved,  and  the  pharmacist  must  assume 
responsibility  to  see  that  this  is  followed. 

I am  convinced  that  the  methods  of  improving  the  delivery 
of  health  care  in  the  future  will  include  greater  use  of  the 
team  approach.  Not  only  will  physicians  practice  in  teams 
representing  the  various  specialties  and  family  physicians, 
but  physicians,  nurses,  pharmacists,  dentists,  and  various 
other  allied  health  personnel  will  work  as  a team. 


I am  convinced  that  pharmacy  students  in  the  future  will 
pursue  a variety  of  pharmacy  careers.  Among  these  will  be 
careers  as  hospital  pharmacists;  clinical  pharmacists  in  a 
hospital  setting;  as  a drug  consultant  both  for  the  physician 
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and  the  patient,  both  In  a hospital  and  in  a pharmacy 
setting;  and  probably  in  an  entirely  new  role  as  a member 
of  the  new  health  team.... 

Dr.  Robert  H.  Ebert,  dean.  Harvard  Medical  School,  in  an  address  on 
2/ 

Changes  in  the  Health  System,"  — spoke  of  the  existing  role  of  the  pharmacist 
and  then  of  his  expanded  role  in  the  health  system; 

I 

He  [the  pharmacist]  has  always  been  a skilled  and  know- 
ledgeable craftsman  in  the  compounding  of  prescriptions.  He 
has  been  an  advisor  to  patients  since  he  possesses  expert 
knowledge  of  therapeutics.  Because  of  his  expert  knowledge 
of  drugs  and  drug  actions,  he  has  been  a source  of  special 
knowledge  for  the  physician  and  has  acted  as  a consultant  to 
the  physician.  Finally,  he  has  been  a businessman 


...  I see  no  reason  why  the  pharmacist  working  with  the 
physician  might  not  assume  primary  responsibility  for  long- 
term care  of  certain  patients,  particularly  those  requiring 
continuous  drug  therapy.  This  would  mean  that  the  pharmacist 
would  have  to  acquire  certain  skills  in  the  examination  of  the 
patient  and  he  would  need  to  extend  his  knowledge  of  diseases. 

I do  not  suggest  that  the  pharmacist  should  relinquish 
his  primary  skill — namely,  an  expert  knowledge  of  drugs — but 
I do  believe  that  his  role  should  be  extended  beyond  the 
dispensing  of  medication.  Certainly,  he  is  likely  to  do 
this  in  the  hospital  setting.  I foresee  the  day  when  the 
uniformity  of  all  medication — ^with  computer  aid — ^will  be  the 
responsibility  of  the  hospital  pharmacist. 

The  future  of  the  pharmacist  lies  in  the  direction  of 
clinical  medicine  and  the  education  of  the  pharmacist  must 
reflect  this  need.  The  phamacist  in  training  needs  to  have 
a greater  exposure  to  patients,  a better  understanding  of 
disease  and  a greater  opportunity  to  work  with  the  physician 
in  the  direct  provision  of  medical  services.... 

In  September  1970,  Vernon  E.  Wilson,  M.D. , administrator.  Health  Services 

and  Mental  Health  Administration,  US  Public  Health  Service,  addressed  a conference 

at  the  University  of  California  as  follows  with  respect  to  the  possible  place  of 

3/ 

the  pharmacist  in  the  health  care  system.  ~ 

. . . One  of  the  most  critical  problems  in  organizing  the 
delivery  of  health  services  to  meet  the  needs  of  today's 
society  is  the  point  of  entry  into  the  health  care  system. 
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There  exists  one  health  profession  which  has  a unique 
characteristic  for  helping  to  accelerate  entry  into  the  system. 

The  profession  of  pharmacy.  The  characteristic  is  geographic 
distribution.  The  fact  is  while  we  are  beginning  to  locate 
health  centers  in  urban  neighborhoods  and  doctors'  offices  in 
suburban  shopping  plazas,  pharmacists  are  already  on  the  scene. 

They  are,  in  short,  ideally  positioned  to  serve  as  a first 
point  of  contact  between  the  patient  and  the  heeilth  care 
enterprise. 

At  this  time  a great  many  suggestions  are  being  advanced 
and  developed  for  what  might  be  called  "instant  physician 
assistants."  Individuals  with  extremely  limited  preparation 
are  being  proposed  for  important  health  care  roles . At  such  a 
moment  pharmacy  should  carefully  consider  its  future. 

What  is  needed  here  is  the  pharmacist  as  a broad-gauged 
health  professional,  serving  the  patient  as  a special  kind  of 
health  consultant.  His  responsibilities  could  range  from  the 
operation  of  a simple  screening  service  and  primary  health 
counseling  to  referral  to  an  appropriate  source  of  advanced 
service.  After  advanced  diagnosis  and  prescription,  his  function 
should  include  counseling — and  follow  up.  The  pharmacist  could 
become  a health  education  expert — and  respond  to  or  prevent  a 
community  health  emergency.  I recognize  that  some  of  the 
functions  I am  suggesting  are  being  performed  by  some  of  the 
pharmacists,  some  of  the  time.  But  I feel — we  should  ask 
whether  the  role  is  emerging  fast  enough.... 

At  the  same  conference,  Edmund  D.  Pellegrino,  M.D.,  vice  president  for 

health  sciences.  State  University  of  New  York  at  Stony  Brook,  spoke  of  new  roles 

3/ 

of  the  pharmacist  in  the  health  care  system;  — 

. . . The  evolution  of  the  pharmacist  from  compounder  and 
dispenser  to  drug  expert,  the  establishment  of  university  health 
science  centers , and  the  changing  character  of  the  health  care 
system:  all  make  a closer  intercalation  of  the  two  professions 

mandatory. 

What  I see  then,  is  a movement  of  the  pharmacist  from  the 
community  pharmacy  where  he  is  now  located  to  the  institutiona- 
lized settings  of  three  types — primary,  secondary,  and  tertiary 
— ^with  expanded  clinical  roles  at  each  level;  becoming  a 
participant  in  the  mainstream  of  health  care;  and  assigning  the 
distributive,  procurement  roles  to  assistants. 

The  new  roles  I describe  will  be  created  by  the  evolution  of 
our  health  care  system  in  response  to  the  demand  of  the  public 
for  universal,  accessible,  comprehensive,  available,  preventive, 
and  curative  health  services. 
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,,.[a]  primary  health  care  center  may  well  be  staffed  by 
a relatively  small  number  of  physicians,  assisted  by  larger 
numbers  of  assistants,  nurses,  social  workers,  and  pharmacists 
...  [and]  will  require  pharmacy  services  of  several  types — 
storage,  control,  dispensing,  administering  drugs,  advising 
physicians  and  nurses,  and  education  of  the  public.  Drugs 
used  . . . will  be  those  essential  for  emergency  treatment  of 
infections,  trauma,  and  minor  symptomatic  remedies. 

The  secondary  level  will  consist  primarily  of  elective 
and  emergency  major  surgery,  the  diagnosis  and  treatment 
of  the  more  complex  medical  disorders,  short-term  psychiatric 
care,  community  health,  and  preventive  medicine.  Community 
hospitals  . . . are  being  transformed  into  comprehensive  com- 
munity health  centers  and  ...  will  be  the  first-line  of  backup 
for  the  primary  health  care  centers.  The  pharmacist  ...  will 
have  vastly  expanded  responsibilities  in  therapeutics,  res- 
ponsibilities which  will  bring  him  to  the  bedside,  into  the 
clinic,  and  into  the  health  care  team.  He  will  need  and  use 
pharmacy  assistants  ...  to  label,  distribute,  and  control 
medications  under  his  supervision.  The  pharmacist  will  be 
the  drug  and  medication  expert  on  the  health  care  team  . . . will 
mix  all  intravenous  medications  and  possibly  administer  these 
and  all  other  complex  and  dangerous  medications  . . . will  do 
drug  interviews  . . . advise  on  choice  of  medications , run  the 
drug  information  and  poison  control  center,  serve  as  coordinator 
and  resource  person  for  the  formulary  and  the  drug  utilization 
committee  ...  be  an  educator  for  the  continuing  education  of 
his  colleagues  ...  and  for  the  general  public.... 

The  tertiary  level  of  care  . . . will  be  concentrated  in  the 
universities  and  urban  medical  centers  . . . the  most  complicated 
surgical  procedures  and  diagnostic  problems,  techniques,  and 
equipment  will  be  expanded  ...  the  clinical  pharmacist’s 
role  will  be  assembled  ...  the  clinical  pharmacist’s  role 
will  be  expanded.  He  will  need  a more  fundamental  knowledge 
of  pharmacology,  a more  profound  perception  of  drug  effects 
and  usages  in  complicated,  multi-disease,  multimedication 
clinical  situation.  [His]  colleagues  will  be  academic 
clinicians  and  investigators.  Acquaintance  with  the  emergent 
field  of  biopharmaceutics  will  also  be  essential  ...  he  will 
become  more  deeply  involved  in  research,  especially  in 
clinical  pharmacology. . . . 

Lastly,  at  the  conference  at  the  University  of  California,  Dr.  William  S. 

Apple,  executive  director,  American  Pharmaceutical  Association,  stated:  — 

...  In  our  pharmacy  manpower  pool  of  some  120,000  actively 
engaged  practitioners,  we  have  some  35,000  pharmacists  who 
graduated  in  the  last  decade  who  could  be  trained  rapidly  to 
take  over  higher  order  functions . 
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If  we  could  save  only  one  hour  per  week  for  each  100,000 
actively  engaged  physicians  by  employing  a more  efficient  model 
of  communicating  drug  information,  we  would  be  adding  the 
equivalent  of  another  2,000  physicians  available  50  hours  per 
week  for  diagnosis  and  treatment . 

If  we  are  really  serious  about  more  effective  utilization 
of  our  health  manpower  resources,  group  practice  and  the  team 
concept,  we  are  going  to  have  to  help  physicians  understand  and 
accept  the  concept  of  interdependence  and  reciprocal  respect. 

While  the  dispensing  function  by  human  pharmacists  is  most 
likely  to  prevail  through  the  Seventies  and  even  the  Eighties, 
there  is  no  justifiable  rationale  for  further  delaying 
Implementation  of  new  roles  for  pharmacists  in  the  delivery 
of  health  care  services. 

Triage  is  one  of  those  functions  pharmacists  can  provide 
to  patients . 

Should  some  pharmacists  be  trained  to  also  function  as 
primary  physicians?  Certainly  the  subject  deserves  more 
research  attention  than  it  has  received. 

In  rural  communities  and  other  environments  where  the  Immediate 
availability  of  physicians  is  not  likely,  perhaps  a pharmacist- 
nurse  team  could  deliver  a significant  level  and  quantity  of 
patient  care  through  direct  but  remote  physician  control. 

Keellng-Smith  recently  suggested  that  pharmacists  may  in  the 
future  be  allowed  to  dispense  more  potent  medicines  . . . without 
a prescription.  Think  of  the  physician  man-hours  that  could  be 
salvaged  by  assigning  this  preliminary  treatment  fxinction  to 
pharmacists.  Think  of  the  benefit  patients  who  try  to  treat 
minor  infections  with  aspirin  might  enjoy. 

...  I would  like  to  mention  the  role  of  the  pharmacist  as 
the  patient's  health  system  navigator.  The  pharmacist  can  help 
the  inexperienced  or  illiterate  patients  understand  how  to 
utilize  the  different  systems  effectively,  especially  how  to 
gain  access  to  one  under  emergency  conditions. 

...  services  to  the  community.  This  Includes  health  education, 
health  planning,  environmental  health,  poison  control,  venereal 
disease  control  and  drug  abuse  prevention.... 

In  summary,  the  changing  role  of  the  pharmacist  makes  the  pharmacy  schools 
and  colleges  of  our  country  a more  important  national  resource,  deserving  of  more 
and  continuous  Federal  support. 


2802 


INCREASE  IN  NUMBER  OF  PRESCRIPTIONS  REQUIRES  MORE  PHARMACISTS 
The  continued  development  of  the  academic  programs  in  all  the  health 
professions  is  essential  to  the  health  and  well-being  of  the  population.  While 
the  need  for  priorities  is  recognized,  the  increase  in  the  number  of  physicians, 
for  example,  necessitates  that  the  number  of  pharmacists  be  increased  to  fill  the 
increased  number  of  prescriptions  which  will  result  and  to  assist  in  other 
aspects  of  the  delivery  of  health  services. 

The  constantly  increasing  demand  for  pharmaceutical  services  by  our 
increasing  population  necessitates  an  increased  output  of  pharmacists.  Between 
1963  and  1970  the  number  of  prescriptions  filled  annually  for  ambulatory 
patients  has  increased  about  75  per  cent.  In  1970,  1.43  billion  prescriptions 
were  filled — about  55.4  million  more  than  in  1969.  Therefore,  the  continuing 
annual  increase  in  the  number  of  prescriptions  alone  is  demanding  that  the  com- 
munity pharmacist  and  the  hospital  pharmacist  devote  more  and  more  of  their  time 
to  strictly  professional  services.  In  fact,  it  has  been  estimated  that  by  1978 
community  pharmacies  will  be  called  on  to  fill  3.1  billion  prescriptions  annually 
and  that,  because  of  the  shortage  of  pharmacists,  there  will  be  a "prescription 
gap"  of  between  400  million  and  1 billion,  i.e.,  this  number  of  prescriptions 

4/ 

would  go  unfilled  under  the  present  system  of  pharmaceutical  service.  — 

The  Office  of  Research  and  Statistics  of  the  Social  Security  Adminis- 
tration recently  completed  an  informal,  technical  analysis  of  the  probable  impact 
of  third-party  programs  on  retail  pharmacy  by  1975.  ^ This  study  shows  that, 
on  the  basis  of  the  current  system  of  the  delivery  of  pharmaceutical  services  and 
with  50  per  cent  of  the  population  on  third-party  programs,  the  nation  is  likely 
to  be  faced  with  a critical  shortage  of  pharmacy  manpower  by  the  middle  of  the 


decade. 
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In  retail  pharmacy  (community  pharmacy)  the  analysis  shows  that  there  will 
be  an  apparent  gap  (shortage)  by  1975  of  from  3,500  to  18,400  pharmacists  and  in 
hospital  pharmacy  a shortage  of  from  1,000  to  3,000  pharmacists.  For  all  of  the 
areas  of  employment  the  predicted  shortage  ranges  from  about  6,000  to  71,000  or 
more . 

This  shortage  may  be  compensated  by  increasing  the  number  of  graduates 
through  increased  Federal  funds  or  by  the  use  of  sub-professional  personnel  whose 
role  and  education  can  be  developed  by  our  schools  and  colleges  of  pharmacy. 

We  will  now  describe  the  manpower  crisis  facing  our  pharmacy  schools. 
Following  this,  we  will  describe  how  pharmacy  schools  have  used  the  Federal  funds 
received  in  past  years  and  estimate,  based  on  a recent  survey  by  the  American 
Association  of  Colleges  of  Pharmacy,  some  of  the  future  needs  from  Federal  sources. 

PHARMACY  MANPOT^rER 

The  74  schools  in  the  Continental  United  States  and  Puerto  Rico  had 
18,590  students  enrolled  in  the  last  four  years  (15,638  in  the  last  three  years) 
in  September  1970.  During  1969-1970,  they  graduated  4,758  students  with  a 
bachelor  of  science  or  doctor  of  pharmacy  degree,  a number  less  than  that 
required  to  replace  those  who  leave  the  practicing  pharmacist  population  annually. 
This  data  is  presented  in  Table  A and  is  determined  on  the  basis  of  the 
January  1,  1970  pharmacist-to-population  ratio  of  63.2  per  100,000.  This  ratio 
was  68:100,000  in  1951  but,  because  of  the  increased  population  and  the  small 
number  of  graduates,  it  decreased  to  61.2  in  1965.  We  are  pleased  that  the  ratio 
is  again  increasing  in  view  of  the  increasing  demands  by  the  public  for  health 
services. 

About  83  per  cent  of  the  pharmacist  population  of  128,843  is  practicing 
in  the  51,100  community  pharmacies  and  about  8.5  per  cent  is  practicing  in  4,600 
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hospitals.  The  remaining  8.5  per  cent  is  employed  in  the  control,  research,  or 
product  development  laboratories  of  drug  manufacturing  plants;  as  medical  service 
representatives  to  physicians;  as  teachers  in  our  educational  programs;  in  govern- 
ment; and  in  the  Armed  Forces. 

In  hospital  pharmacies  the  manpower  need  is  greater  than  the  supply.  While 
the  total  need  of  the  approximately  7,100  hospitals  is  unknown,  the  American  Hos- 
pital Association  reported  in  1970  that  of  the  6,651  hospitals  registered  by  the 
Association  only  55.1  per  cent  had  full-time  pharmacists;  however,  another  30.4 
per  cent  used  pharmacists  on  a part-time  basis.  — ^ Another  survey  conducted  in 
1969  revealed  that  13,600  full-time  and  part-time  pharmacists  were  employed  in 
hospitals  and  there  were  800  available  positions. Z/ 

In  addition  to  the  demands  of  the  hospitals,  the  profession  is  attempting 
to  meet  the  pharmaceutical  needs  of  the  many  nursing  homes  and  extended  care 
facilities.  Through  training  courses  offered  by  the  schools  and  pharmaceutical 
associations,  community  pharmacists  are  being  instructed  for  service  as  consultants 
to  these  facilities  and  to  small  hospitals.  About  1,000  community  pharmacists 
have  received  such  instruction  in  the  last  few  years. 

The  increasing  number  of  women  enrolling  in  pharmacy  soon  will  have  an 
Impact  on  our  manpower  needs  since  the  number  of  years  they  are  active  in  the 
profession  is  much  less  than  that  for  men.  Women  now  constitute  22  per  cent  of 
the  students  enrolled  in  the  last  three  classes  of  schools  of  pharmacy,  whereas 
10  years  ago  they  made  up  but  10  per  cent  of  these  classes.  Also,  the  rate  of 
increase  in  the  percentage  of  women  students  is  accelerating;  the  Increase  from 
15  to  20  per  cent  occurred  in  just  three  years  whereas  the  increase  from  10  to 
15  per  cent  required  seven  years. 

Still  another  factor  having  a significant  impact  on  the  need  for  pharmacy 
graduates  is  the  age  of  pharmacists  now  active — 20  per  cent  are  60  years  of  age 
and  over,  and  another  20  per  cent  are  in  the  50  to  59  age  group.  Thus,  it  is 
estimated  that  one- third  or  more  of  the  current  supply  of  pharmacists  is  likely 
to  leave  the  labor  force  before  1980.  This  situation  alone  will  precipitate  a 
manpov7er  crisis  I 
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To  aid  in  meeting  the  increased  manpower  needs,  our  schools  of  pharmacy 
will  continue  to  need  the  financial  assistance  provided  by  all  the  programs  of 
legislation  designed  to  extend  the  Health  Professions  Educational  Assistance  Act. 
It  is  important  that  all  health  professions  participate  in  each  of  the  programs, 
and  for  this  reason  institutional  grants  should  continue  to  be  made  available  to 
schools  of  pharmacy,  veterinary  medicine,  optometry,  and  podiatry,  in  addition 
to  medical,  osteopathic,  and  dental  schools.  Also,  scholarships  should  continue 
to  be  made  available  to  students  in  need  for  all  the  health  professions  as 
currently  provided. 

The  manpower  problem  in  pharmacy  was  emphasized  by  Philip  R.  Lee,  M.D., 
in  an  address  before  the  American  Pharmaceutical  Association  in  April  1971. 

Dr.  Lee,  currently  chancellor.  University  of  California,  San  Francisco,  and  a 
former  assistant  secretary  of  the  Department  of  Health,  Education,  and  Welfare, 
stated; 

. . . One  dimension  of  the  manpower  crisis  is  illustrated  by 
the  hospital  pharmacy.  If  hospitals  were  to  be  provided  with 
round-the-clock  pharmacists  it  would  require  a total  of 
35,000  pharmacists  instead  of  the  present  6,700.  To  provide 
high  quality  services  throughout  the  hospitals  in  this  country 
would  require  40,000  pharmacists.  These  projections  are  based 
on  the  assumption  that  the  pharmacist  would  continue  to  fill 
only  his  traditional  role.  Here,  however,  I must  emphasize 
that  10,000  pharmacists  might  be  adequate  if  programs  can  be 
developed  to  encourage  proper  use  of  supportive  personnel.  As 
Increasing  numbers  of  pharmacists  function  in  the  clinical 
pharmacy  role,  demands  for  greater  numbers  will  increase.  With 
this  will  also  come  a broader  scope  of  service  and  responsibility 
and  an  even  greater  need  for  utilizing  supportive  personnel. 

The  demand  for  community  pharmacists  can  also  be  expected 
to  grow  with  new  drugs  and  treatment  of  diseases  that  are  now 
ineff ectlvely  controlled.  National  health  insurance  will 
increase  demand  for  services  and  coverage  of  out-of-hospital 
prescription  drugs.  If  present  trends  continue  the  number  of 
out-of-hospltal  prescriptions  will  increase  from  1.1  billion 
in  1970  to  over  2 billion  in  1980.  This  increase  would  fall 
primarily  on  community  pharmacies.  At  the  very  time  that 
significant  increases  in  the  workload  in  community  pharmacies 
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occur,  other  factors  will  intensify  the  problem  by  decreasing 
the  potential  pool  of  community  pharmacists.  Increasing 
opportunities  will  be  available  In  hospitals,  extended  care 
facilities,  and  nursing  homes.  In  addition,  the  shortage  of 
physicians  will  place  a greater  burden  on  the  pharmacists, 
particularly  as  the  number  and  complexity  of  available  drug 
products  Increase. 


...  The  geographic  distribution  of  the  schools  in  43 
states,  the  District  of  Columbia,  and  Puerto  Rico  is  an 
Important  factor  in  providing  a means  for  facilitating 
better  geographic  distribution  of  graduates.  At  the  present 
time  the  schools  enroll  over  15,000  students  and  next  year  the 
number  of  graduates  will  exceed  4,500.  These  numbers  are  not 
adequate  and  at  the  present  time  the  schools  do  not  have  the 
faculties  or  financial  resources  to  markedly  increase  enrollment 
and  output  of  graduates.  (Emphasis  added) 

In  summary,  the  changing  role  of  the  pharmacist  is  causing  other  health 
professionals  to  rely  more  than  ever  before  on  the  pharmacist’s  knowledge.  Com- 
bined with  an  inc„*easing  demand  for  prescription  services  and  other  manpower- 
depleting  factors,  the  new  role  has  placed  pharmacy  in  a potential  manpower  crisis 
of  overwhelming  proportions. 


USE  OF  FEDERAL  FUNDS  IN  PRIOR  YEARS 
General  Comments  on  Legislation  to  Extend  the  Health  Manpower  Training 
Act.  The  existing  legislation  extended  the  purposes  of  the  original  law  for  two 
years.  S.  1183  proposes  an  extension  of  three  years,  and  S.  934  will  provide  a 
five-year  extension. 

A five-year  extension  will  enable  the  health  schools  to  plan  more 
precisely  the  conduct  of  their  total  programs.  For  this  purpose,  the  need  for  a 
continuing  and  stable  program  is  essential.  The  construction  and  maintenance  of 
physical  plants,  the  emplo3raient  and  retention  of  additional  faculty  members,  and 
the  purchase  of  additional  equipment  all  require  careful  and  long-range  planning 
in  view  of  expanding  enrollments. 
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These  cannot  be  accomplished  without  adequate  assurances  of  Federal  funds 
over  an  extended  period  of  years . 

Use  of  Institutional  (Formula  or  Basic  Improvement)  Grants.  From  FY  1970 
funds  $10.1  million  in  institutional  grants  was  received  by  70  pharmacy  schools. 
From  FY  1971  funds  institutional  grants  totalling  $9.6  million  will  be  available 
to  66  schools  in  July  1971. 

We  understand  that  12  schools  did  not  qualify  for  these  grants  in  FY  1971 
because  of  the  inability  to  meet  enrollment  requirements.  However,  the  Secretary 
waived  the  requirements  for  five  schools.  This  means  that  all  73  eligible  schools 
applied  for  these  grants  in  FY  1971,  while  only  70  applied  in  FY  1970. 

Based  on  a survey  by  our  Association,  the  $10.1  million  received  in 
FY  1970  was  used  for  these  purposes:  renovation,  13  per  cent;  professional  and 

supportive  staff,  36  per  cent;  associated  fringe  benefits,  5 per  cent;  supplies 
and  equipment,  33  per  cent;  and  other  uses  13  per  cent.  This  last  category 
includes  faculty  travel  to  scientific  and  professional  meetings,  disadvantaged 
student  tutoring,  recruitment  costs,  office  services,  seminars  on  professional 
topics,  library  needs,  repairs,  and  payment  for  visiting  lecturers  to  upgrade 
knowledge  and  rekindle  Interest  in  and  enthusiasm  for  scientific  topics. 

This  same  survey  indicated  how  the  schools  will  use  these  funds  received 
in  FY  1971.  Attached  is  Table  B showing  the  per  cent  of  iise  for  each  of  the 
two  fiscal  years  pharmacy  schools  have  received  these  funds  and  the  average  of 
both. 

We  are  confident  that  continued  availability  of  these  funds  in  the  amounts 
asked  in  S.  934  will  support  the  ability  of  pharmacy  schools  to  put  out  not 
only  more  graduates  but  also  better-qualified  pharmacists. 

The  institutional  grant  dollars  authorized  by  S.  934  are  computed  by 
adding  a base  grant  of  $50,000  per  school  and  $2,000  per  student  in  pharmacy. 
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We  can  justify  the  need  for  a $2,000  maximum  authorization  per  student,  at  this 
time,  on  several  grounds. 

First,  from  the  Association's  cost  analysis  of  pharmacy  programs  during 
1965-1966,  we  estimate  the  current  median  cost  of  the  same  program  at  $2,400 
per  year.  For  this  amount  we  are  reasonably  sure  that  our  schools  can  educate  a 
pharmacist  to  perform  those  tasks  he  was  capable  of  performing  in  1965-1966.  How- 
ever, the  pharmacist's  new  role  is  "patient-oriented"  or  clinically  based,  which 
requires  courses  to  be  conducted  in  a clinical  setting.  The  clinical  courses 
cost  more  than  the  1965-1966  courses.  As  schools  enter  into  this  type  of  program, 
in  the  interest  of  better  patient  care,  the  cost  of  educating  pharmacy  students 
will  increase. 

Furthermore,  recognizing  the  complexities  of  such  clinical  work,  and  the 
need  for  cooperative  programs  with  hospitals  and  medical  schools,  we  believe  that 
$2 ,000  of  Federal  money  per  student  is  probably  the  average  amount  we  can  spend 
wisely  and  in  a business-like  manner  to  achieve  our  new  goals. 

Secondly,  we  estimate  non-Federal  expenditures  in  pharmacy  schools  to 
increase  from  an  estimated  $45.4  million  in  FY  1970  to  $52.9  million  in  FY  1972, 
$58.5  million  in  FY  1973,  $63  million  in  FY  1974,  $67.6  million  in  FY  1975,  and 
$76.7  million  in  FY  1976.  This  data  may  change  from  year  to  year  depending  on 
the  financial  condition  and  fund-raising  abilities  of  universities  where  pharmacy 
schools  are  located.  However,  for  FY  1972,  the  first  year  under  S.  934,  we 
are  reasonably  sure  that  pharmacy  schools  will  spend  $52.9  million  in  non-Federal 
funds.  Authorizations  under  S.  934  for  pharmacy  would  amount  to  about  $40.9 
million  in  FY  1972.  Thus,  the  matching  provisions  would  be  met. 

Enrollment  Incentives . First-year  enrollments  in  schools  of  pharmacy 
have  increased  gradually  through  the  years.  However,  some  schools  have 
experienced  irregular  enrollment  patterns.  There  are  many  factors  causing  this. 
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one  of  which  was  the  lack  of  a coordinated  nation-wide  recruitment  program.  This 
will  soon  be  checked,  we  hope,  by  the  recently  inaugurated  AACP  pharmacy  recruit- 
ment program. 

The  AACP  recruitment  efforts  are  directed  toward  all  prospective  students. 
We  have  spent  considerable  time  working  with  the  groups  representing  minorities 
to  be  sure  that  students  of  ability  are  not  overlooked. 

The  Health  Professions  Educational  Assistance  Act  currently  requires  that 
the  schools  assure  an  increase  of  2.5  per  cent  or  5 students,  whichever  is  greater, 
of  the  average  first-year  enrollments  of  the  two  years  having  the  highest  enroll- 
ment out  of  the  last  five  years.  In  a majority  of  cases,  our  schools  have 
complied  with  this  requirement.  However,  12  schools  (16  per  cent)  were  unable 
to  assure  these  increases  in  FY  1971,  primarily  because  of  the  use  of  an  average 
of  the  two  highest  years  enrollments . We  suggest  therefore  that  if  this  enroll- 
ment incentive  is  retained  in  the  law,  that  the  law  be  changed  to  require  the 
increase  to  be  based  on  the  average  of  the  last  five  years  enrollments.  This 
would  be  of  great  help  to  schools  of  pharmacy  and  would  be  without  effect  on  other 
health  schools  as  they  already  have  capacity  enrollments. 

Sec.  771  (d)(4)  of  S.  934  suggests  no  enrollment  requirement,  but 
allows  the  Secretary  to  require  other  assurances  as  he  may  find  necessary. 

An  alternative  enrollment  incentive  could  be  adopted  from  the  mechanism 
suggested  by  S.  1183.  That  is,  an  additional  amount  (over  and  above  the 
institutional  grant  based  on  the  number  of  students)  could  be  awarded  for  each 
graduate  in  excess  of  the  number  of  graduates  in  the  previous  year.  We  suggest 
that  for  each  additional  graduate  an  extra  $6,000,  fully  appropriated,  would  be 
sufficient  incentive  to  assure  Increased  enrollments. 

This  mechanism  of  enrollment  incentives  may  be  preferable  to  the  current 
system  because  it  would  allow  continuation  of  the  basic  support  (currently  20  per 
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cent  of  the  pharmacy  school  budgets)  and  increased  incentive  for  greater  output. 

We  believe  it  would  be  catastrophic  to  support  20  per  cent  or  more  of  a school's 
budget  for  several  years  and  then  withdraw  that  support  because  the  school  could 
not  maintain  a continuing  enrollment  increase  year  after  year.  Or,  stated 
another  way,  there  is  an  optimum  enrollment  capacity  for  a given  faculty  and  a 
given  facility.  Although  we  do  not  know  precisely  what  that  is,  we  believe  the 
capacity  is  being  approached  in  several  pharmacy  institutions. 

Special  Project  Grants.  Pharmacy  schools  became  eligible  for  special 
projects  in  FY  1970.  Two  grants  were  approved  that  year  for  a total  of  $267 
thousand.  At  Ohio  State  University  $222  thousand  was  granted  to  implement  a 
system  of  educational  development.  At  Florida  A.  & M. , $45  thousand  was  received 
for  development  of  an  accelerated  curriculum  and  to  stimulate  interest  in  pharmacy 
careers.  Both  of  these  schools  have  indicated  increasing  needs  for  special 
project  money  in  addition  to  institutional  grant  money. 

A total  of  137  special  project  grants  was  awarded  to  all  health  schools 
in  FY  1970  for  a total  of  $48.5  million.  Pharmacy  schools  received  six-tenths 
of  one  per  cent  (0.6%)  of  these  funds  in  FY  1970. 

While  64  schools  of  pharmacy  applied  in  FY  1970  for  special  project 
grants  with  first  year  activities  totaling  $10.7  million,  only  two  projects 
were  funded  for  $267  thousand,  as  stated  above.  Thirty-seven  applications 
totaling  $2.0  million  were  approved  but  unfunded. 

Fifty  schools  applied  in  FY  1971  for  grants  with  first  year  activities 
totaling  $5.8  million.  As  of  this  time  only  one  new  application  has  been  funded 
for  $109  thousand,  and  twenty-eight  applications  totaling  $1.9  million  were 
approved  but  unfunded. 
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In  a recent  survey  by  the  Association,  47  schools  out  of  5?  indicated 
they  would  need  special  project  grants  in  FY  1972.  The  total  dollars  needed 
amounts  to  $6.2  million,  or  an  average  of  $109  thousand  per  school.  Thus, 
extending  the  average  amount  to  73  eligible  pharmacy  schools,  a total  of 
$7.9  million  will  be  required  in  addition  to  institutional  grants.  However,  four 
schools  Indicated  they  would  not  require  special  project  grants  if  institutional 
grants  were  fully  funded  for  the  next  five  years. 

Of  those  47  pharmacy  schools  indicating  a need  for  special  project  grants, 
the  funds  will  be  used 

° to  expand  clinical  pharmacy  courses; 

° to  recruit,  educate,  and  graduate  increasing  numbers  of 
• minority  students; 

° for  drug  abuse  education  for  educators,  health  professionals, 
and  the  public; 

° to  institute  computerized  drug  information  retrieval 
systems; 

° to  establish  drug  information  centers; 

® to  establish  radiopharmaceutical  specialty  programs; 

° to  improve  public  health  programs; 

° to  establish  and  expand  audio-visual  capabilities; 

° for  recruitment  endeavors;  and 

° to  plan  health  sciences  core  curriculums  in  conjunction 
with  other  health  professions. 

S.  934  provides  increased  authorizations  for  special  project  grants. 

We  conmend  Senator  Kennedy  for  recognizing  the  greater  need  for  funds  in  this 
category  as  indicated  by  the  authorizations  in  his  bill.  In  the  bills  introduced 
in  the  House,  we  note  that  H.R.  4155  would  limit  to  financial  straits  one- 
half  of  the  funds  appropriated  for  special  projects.  This  may  be  the  preferable 
approach,  since  pharmacy  needs  200  times  the  amount  of  money  it  received  in 
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FY  1970  for  this  purpose.  We  suggest  the  Subcommittee  consider  limiting  one-half 
of  the  special  project  authorization  to  schools  having  financial  problems. 

In  past  years,  medical  and  dental  schools  have  received  nearly  all  of 
these  funds  for  financial  straits , leaving  few  dollars  for  innovation  in  pharmacy 
and  the  other  health  professions.  In  other  words,  by  increasing  institutional 
grants  to  help  keep  health  schools,  particularly  medical  and  dental,  out  of 
financial  trouble  and  limiting  one-half  of  special  projects  money  to  financial 
straits,  we  believe  there  would  be  more  money  available  to  meet  the  objectives 
of  Congress  in  the  case  of  pharmacy. 

Construction.  At  the  present  time  49  schools  of  the  health  professions 
have  approved  but  unfunded  grant  applications.  The  Federal  share  of  these 
applications  is  slightly  more  than  $494  million.  Four  pharmacy  schools  are  in 
this  category,  with  a Federal  share  of  $8.5  million  and  would  provide  101 
additional  first  year  places. 

Nineteen  pharmacy  schools  have  received  $19.4  million  in  Federal  con- 
struction funds  since  1963.  The  increase  in  first  year  places  was  556. 

In  a survey  made  by  the  Association  in  March  1970  and  recently  updated, 

24  schools  plan  construction  in  the  period  FY  1972-1974  with  a total  Federal 
share  (21  schools)  of  $46.4  million.  If  funded,  these  projects  would  increase 
the  first  year  places  by  about  570.  In  addition,  15  schools  have  reported  plans 
for  construction  beyond  FY  1974  with  a Federal  share  (calculated  as  50  per  cent 
of  the  total  cost)  of  $23.9  million. 

In  view  of  the  need  expressed  above  for  an  increase  in  the  number  of 
pharmacy  graduates,  there  is  a need  for  the  replacement  or  rehabilitation  of 
existing  structures  and  the  expansion  of  some  schools  to  meet  area  needs.  We 
note  that  the  construction  of  new  pharmacy  schools  as  a part  of  university  health 
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centers  is  preferred  by  an  Increasing  number  of  health  educators.  Some  pharmacy 
schools  are  already  planning  to  move  to  university  health  centers.  In  addition, 
there  is  a need  for  some  new  schools  particularly  in  areas  where  there  have  been 
marked  recent  increases  in  population. 

We  believe  a strong  case  can  be  made  for  the  allocation  of  25  per  cent  of 
the  Health  Professions  Educational  Assistance  Act  construction  funds  to  schools  of 
pharmacy,  optometry,  podiatry,  and  veterinary  medicine.  These  four  health 
professions  comprise  33  per  cent  of  the  health  professions  students  and  38  per 
cent  of  the  schools  affected  by  S.  934. 

It  should  be  mentioned  that  Fordham  University  College  of  Pharmacy,  a 
private  institution,  will  graduate  its  last  class  in  June  1972.  This  school 
could  have  continued  operation  if  adequate  Federal  funds  had  been  available  to 
give  stimulus  to  faculty  and  enrollment. 

Student  Loans.  S.  934  will  continue  to  provide  direct  loans  to  students 
as  under  the  current  legislation,  and  the  maximum  loan  per  student  would  be 
increased  from  $2,500  to  $3,500. 

S.  1183  would  eliminate  direct  loans  and  place  this  financial  aid  program 
under  the  Higher  Education  Act,  i.e..  Federally  insured  loans  would  replace  direct 
loans.  The  maximum  loan  per  student  would  be  $5,000  (except  $2,500  for  nurses) 
and  the  repayment  period  would  be  extended  to  25  years. 

With  respect  to  Federally  insured  loans,  a March  1971  survey  by  the 
Association  revealed  that  nearly  60  per  cent  of  the  schools  responding  said  that 
they  did  not  consider  this  program  successful  for  their  students.  The  Senate 
Subcommittee  will  be  interested  to  know  that  since  the  Administration’s  proposals 
for  expanding  the  loan  program  were  still  under  consideration  by  the  House 
Committee  on  Education  and  Labor,  the  House  Appropriations  Subcommittee  on 
Education  eliminated  the  Administration's  budget  requests  on  that  item  on 
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April  7,  1971.  Instead,  the  appropriations  for  most  current  programs,  including 
direct  loans  for  students,  were  increased  by  the  House. 

We  are  pleased  to  see  this  increase  in  direct  loans  for  higher  education 
students  and  urge  the  same  action  by  the  Senate  on  S.  934  for  students  of  the 
health  professions. 

Our  March  survey  also  revealed  that  56  per  cent  of  the  schools  responding 
found  the  FY  1971  Federal  loan  funds  received  were  inadequate. 

Furthermore,  whereas  only  an  estimated  12  per  cent  of  students  in  pharmacy 
were  assisted  by  Federal  loans  in  FY  1971,  the  schools  estimated  that  an  average 
of  33  per  cent  of  their  students  would  need  assistance  in  FY  1972.  This  per- 
centage increases  slightly  each  year  and  in  FY  1976  the  survey  revealed  that  39  per 
cent  of  the  students  would  require  loans. 

In  those  schools  where  the  student  body  consists  primarily  of  minority 
students,  from  50  to  70  per  cent  of  the  students  would  require  loans,  according 
to  the  study.  Thtis,  as  the  number  of  disadvantaged  students  in  pharmacy  schools 
Increases,  the  greater  will  be  the  need  for  loan  funds  as  well  as  for  scholarship 
funds . 

S.  934  would  extend  the  loan  forgiveness  feature  to  pharmacists, 
podiatrists,  and  veterinarians.  The  rate  of  forgiveness  remains  at  10  per  cent 
per  year,  if  they  practice  in  a shortage  area,  or  15  per  cent  per  year,  if  in  a 
rural  area.  S.  934  recognizes  that  the  pharmacist  can  serve  as  an  important 
member  of  any  health  service  unit  in  such  areas.  Alone  the  pharmacist  can  provide 
a significant  health  service,  particularly  in  a triage  or  screening  function  in 
the  case  of  persons  needing  a physician's  attention. 

Since  few  health  practitioners  have  taken  advantage  of  the  Federal  loan 
forgiveness  feature  in  prior  years,  we  suggest  that  additional  Incentives  are 
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necessary  to  encourage  health  professionals  to  establish  practices  in  medically 
underserved  areas.  We  recognize  that  the  absence  of  colleagues  and  adequate 
medical  facilities  act  as  a primary  impediment  to  getting  providers  of  primary 
health  care  into  these  areas.  While  the  Nation  is  deciding  how  to  meet  the 
increased  demand  for  health  care,  perhaps  by  strategically  locating  health  schools 
and  hospitals,  we  believe  there  are  two  immediate  solutions  to  these  problems 
that  should  be  tried. 

First,  loan  forgiveness  should  be  increased  to  33-1/3  per  cent  and 
extended  to  private  as  well  as  Federal  loans.  Second,  the  young  health  prac- 
titioner must  be  able  to  see  how  he  or  she  can  make  a living  wage  in  a medically 
underserved  area.  What  is  needed  here,  since  most  medically  underserved  areas 
are  also  economically  poor  or  otherwise  disadvantaged,  is  a training  program  to 
acquaint  prospective  health  personnel  with  the  salary-producing  capabilities 
of  the  myriad  of  Federal,  State  and  local  health  care  programs.  Learning  to 
properly  utilize  the  health  care  pajTnent  plans,  which  in  effect  would  guarantee 
the  health  professional  an  Income,  may  be  just  the  encouragement  needed. 

Satisfying  the  economic  doubts  of  the  prospective  health  practitioners  might  aid 
materially  in  getting  practitioners  into  underserved  areas  and  thereby  satisfy 
the  health  care  needs  of  the  people. 

Scholarships . S.  934  provides  for  a maximum  grant  of  $3,500  per  student, 
an  increase  of  $1,000  over  the  existing  law.  The  formula  for  appropriations 
will  be  $3,000  multiplied  by  10  per  cent  of  enrollment,  again  an  increase  of 
$1,000  over  the  existing  legislation. 

S.  1183  will  phase  out  the  scholarship  program  provided  in  the  current 
legislation.  While  students  of  medicine,  osteopathy,  and  dentistry  who  receive 
grants  prior  to  July  1,  1971  will  continue  to  be  eligible  for  grants,  such 
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students  in  schools  of  pharmacy,  optometry,  podiatry,  and  veterinary  medicine 
will  be  eligible  only  upon  the  determination  of  the  Secretary. 

Under  this  legislation  only  students  of  medicine,  osteopathy,  and 
dentistry  from  low-income  or  disadvantaged  families  will  be  eligible  for  scholar- 
ship grants  after  July  1,  1971.  Again,  such  students  In  the  remaining  four  health 
professions  will  be  eligible  only  upon  the  determination  of  the  Secretary. 

In  FY  1969  pharmacy  schools  received  $2.7  million  for  scholarship  grants, 
and  about  23  per  cent  of  the  students  were  assisted.  In  1970  the  figures  are 
estimated  to  be  $3.1  million  and  22  per  cent. 

In  the  Association's  March  1971  survey,  53  per  cent  of  58  deans  responding 
Indicated  that  scholarship  funds  received  In  FY  1971  were  Inadequate.  All  of  the 
four  pharmacy  schools  with  predominantly  minority  student  bodies  were  In  this 
group . 

For  FY  1972  the  pharmacy  schools  estimated  that  an  average  of  28  per  cent 
of  the  students  would  need  scholarship  aid.  This  need  Increases  slightly  each 
year,  and  for  FY  1976  It  Is  35  per  cent.  In  the  case  of  the  four  pharmacy  schools 
with  minority  student  bodies,  the  corresponding  figures  are  41  per  cent  and 
44  per  cent. 

On  the  basis  of  the  58  responses  to  the  survey.  It  is  estimated  that  the 
73  schools  of  pharmacy  will  need  $4.8  million  in  FY  1972,  $5.1  million  In  1973, 
$5.6  million  in  1974,  $5.9  million  in  1975,  and  $6.4  million  in  1976. 

NATIONAL  ADVISORY  COUNCILS 

We  believe  it  is  important  that  a non-government  body  continue  to  advise 
the  Federal  government  on  the  use  of  funds  for  Health  Professions  Educational 
Assistance.  Although  current  advisory  councils  may  overlap  In  some  of  their 
duties,  the  Administration's  proposal  to  repeal  existing  authority  for  the 
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National  Advisory  Council  is  too  drastic  a remedy. 

Therefore  we  recommend  the  Secretary  be  requested  to  describe  the 
substitute  council  proposed  by  the  Administration  so  that  the  Subcommittee  might 
consider  giving  statutory  authority  to  such  body.  Until  such  time  as  alternative 
advisory  council  proposals  are  developed,  we  urge  retention  of  the  present  system. 

FINANCING  HEALTH  EDUCATION 

Over  70  per  cent  of  the  colleges  and  schools  of  pharmacy  are  public 
institutions,  receiving  a large  portion  of  their  funds  from  taxpayers  rather  than 
from  tuition  and  fees.  More  than  74  per  cent  of  pharmacy  students  are  enrolled 
in  these  public  institutions. 

On  the  other  hand,  the  so-called  private  schools,  making  up  the  remainder, 
are  also  receiving  tax  support  in  growing  amounts.  For  example,  Howard  University, 
Columbia  University,  Long  Island  University,  Temple  University,  and  University  of 
Pittsburgh  are  considered  "private"  Institutions.  See  Table  C for  complete 
designation  of  public  or  private  pharmacy  schools. 

According  to  the  latest  available  estimate  from  the  U.S.  Office  of 
Education  and  the  National  Education  Association,  the  number  of  college  and 
university  teachers  has  Increased  from  438,000  in  1960-1961  to  833,100  in 
1970-1971.  By  this  estimate,  public  college  and  university  teachers  more  than 
doubled,  while  the  non-public  college  teachers  merely  increased  by  approximately 
45  per  cent. 

For  comparison  purposes,  pharmacy  schools  in  1963  had  900  full-time  and 
297  part-time  faculty  members.  In  1971,  pharmacy  schools  have  1,435  full-time 
and  630  part-time  faculty,  indicating  the  growth  rate  in  pharmacy  schools  is 
probably  less  than  that  for  higher  education  in  general. 

Higher  education  costs  rose  dramatically  in  this  period.  Current 
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expenditures  and  interest  went  from  $6  billion  in  1960-1961  to  $21.5  billion  in 
1970-1971.  Capital  outlay  increased  from  $1.7  billion  to  $3.1  billion,  giving 
total  increases  in  higher  education  of  $16.9  billion  in  ten  years.  See  Table  D 
The  Carnegie  Commission  on  Higher  Education,  in  its  report  on  Higher 
Education  and  the  Nation’s  Health;  Policies  for  Medical  and  Dental  Education, 


"...  identified  the  greatest  priorities  for  higher  education  in  the  1970s  as 
being; 

1)  to  provide  greater  equality  of  educational  opportunity  for 
all  our  youth, 

2)  to  undertake  reform  and  Innovation,  and 

3)  to  provide  more  health  care  personnel. 

All  three  of  these  priorities  are  involved  in  this  report. 

We  know  of  no  single  area  in  all  of  higher  education  where 
more  conservative  action  can  be  taken  now  than  in  medical 
and  dental  education. ..." 

The  Carnegie  report  further  states  that  more  allied  health  personnel 
are  needed: 

...  The  current  ratio  of  all  health  care  personnel  to 
doctors  is  about  10  to  1;  in  the  long  run  we  see  this  ratio 
rising  substantially.  We  particularly  favor  expanded  training 
of  medical  associates  who  can  work  under  the  general  supervision 
of  doctors  and  expanded  training  of  medical  assistants  who  can 
work  under  the  doctors'  specific  directions.  We  regard  as 
especially  promising  the  Medex  program  of  training  medical 
corpsmen  with  military  experience  to  become  doctor's  assistants, 
and  we  note  that  as  many  as  3,000  a year  might  be  trained  with 
an  all-out  effort.  We  believe  such  an  all-out  effort  is  unlikely, 
however,  and  we  estimate  that  by  the  end  of  this  decade  about 
3,500  associates  and  assistants  may  be  trained  each  year.  The 
public,  of  course,  will  need  to  be  willing  to  accept  the  services 
of  these  associates  and  assistants,  as  they  do  in  some  other 
countries,  and  we  believe  they  will.  We  similarly  suggest  the 
training  of  dental  associates  and  dental  assistants.  Colorado, 

Duke,  and  Washington  are  among  the  universities  now  giving 
leadership  in  these  directions. 

Most  of  the  allied  health  personnel  will  be  trained  in 
comprehensive  colleges  and  community  colleges,  and  their 
roles  in  this  area  will  greatly  expand.  Allied  health 
personnel  can  be  trained  more  quickly  and  less  expensively 
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than  doctors  and  dentists , and  their  availability  will  make 
possible  the  better  use  of  the  time  and  skill  of  doctors 
and  dentists.  Primary  emphasis  should  be  placed  on 
increasing  the  supply  of  allied  health  personnel.... 

We  believe  that  pharmacists  will  be  an  increasingly  important  associate 
of  the  physician.  This  is  already  an  accomplished  fact  in  some  areas.  It  will 
become  more  so  in  the  future. 

On  financing  health  education,  the  Carnegie  Commission  recommends; 

° That  the  Federal  government  meet  more  of  the  costs  of 
medical  and  dental  education.  It  already  supports  most 
of  the  costs  of  medical  research.  Doctors  can  and  do 
move  from  state  to  state,  and  some  states  are  reluctant 
to  educate  M.D's  for  practice  elsewhere. 

° That  the  states  support  private  medical  and  dental 
schools . 

° That  the  levels  of  support  among  states  be  more  nearly 
equalized.  Some  states  exploit  the  investment  other 
states  make  in  medical  education. 

° That  both  the  federal  government  and  the  states  seek 
reforms  and  improvements  as  they  expend  their  funds . 

Other  groups  have  urged  more  Federal  support  for  health  profession' 

schools  too.  For  example,  the  President’s  Task  Force  on  Higher  Educatioa,  chaired 

by  James  M.  Hester,  President  of  New  York  University,  wrote  in  August  1970  that: 

Health  care  is  in  crisis  in  the  United  States.  High  costs 
and  scarcity  of  manpower  are  major  national  problems.  Corres- 
pondingly, the  cost  of  education  in  medicine,  dentistry,  and 
allied  health  care  professions  is  so  great  that  the  establishment 
of  new  schools  or  expanding  existing  ones  is  exceedingly  difficult. 
Compounding  the  difficulty  is  the  restriction  of  federal  and  some 
state  expenditures  for  health  care  and  research. 

To  prevent  the  present  crisis  from  assuming  even  more  serious 
dimensions,  it  is  an  urgent  need  of  the  American  people  that  the 
Federal  Government  underwrite  the  financial  responsibility  for 
building  new  and  expanded  facilities  for  medical  and  dental 
education  and  the  allied  health  care  professions.  Similarly,  the 
Government  should  meet  the  costs  of  such  education  not  covered 
by  any  other  sources  of  income. 
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Furthermore  the  Task  Force  Report  stated: 

The  health  professional  schools  of  this  country  are  clearly 
national  resources.  The  indispensible  role  they  play  must 
receive  adequate  federal  support  if  the  health  needs  of  our 
citizens  are  to  be  met. 

Pharmacists  have  been  imaginative  in  holding  down  drug  costs.  Of  course, 
the  Congress  has  stimulated  their  thinking  and  deserves  partial  credit  for  the 
stabilized  condition  of  drug  and  prescription  prices.  As  the  same  time,  costs 
of  other  health  services  continue  to  increase.  See  Table  E.  These  Increases 
point  to  the  priority  areas  needing  reform.  We  believe  pharmacists  can  effect 
equally  imaginative  methods  to  hold  down  soaring  medical  costs  when  they  are 
integrated  fully  in  the  patient-care  or  clinical  role. 

The  expansion  of  pharmacy  curriculum  into  clinical  areas  will  increase 
the  cost  of  educating  pharmacists.  In  the  long  run,  however,  we  predict  untold 
savings  of  consumer  dollars  will  result  from  Federal  support  of  reforms  and 
legislative  measures  such  as  S.  934. 

We  believe  that  increased  Federal  support  of  pharmacy  schools  is  needed 
if  the  health  needs  of  our  nation  and  the  goals  of  reform  are  seriously  desired. 

COMMENTS  ON  OTHER  BILLS 

Nurse  Manpower  Training  Act.  We  have  not  had  the  opportunity  to  fully 
explore  the  programs  or  requests  made  by  S.  1331  or  S.  1614. 

We  are  aware  of  the  increasing  demands  placed  on  nurses  in  many  areas. 
Pharmacists  are  taking  over  the  drug  administration  chores  of  nurses  in  some 
institutions  to  release  nurses  for  other  duties.  This  has  provided  better 
patient  care  in  nearly  every  case  because  it  reduces  the  number  of  people  and 
paper  work  involved  in  handling  prescribed  drugs  under  the  traditional  systems. 


In  general,  we  believe  the  nursing  profession  should  be  treated  equitably 
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by  the  Federal  government.  On  this  basis,  we  recommend  that  Congress  consider 
additional  support  for  nursing. 

Military  Selective  Service  Act.  One  special  concern  of  pharmacy  schools 
is  the  effect  of  the  amendments  to  the  Military  Selective  Service  Act  recently 
reported  out  by  the  Senate  Armed  Services  Committee.  Our  concern  is  this: 
Elimination  of  undergraduate  student  deferments  will  subject  pharmacy  students  to 
the  draft  and  reduce  total  enrollments  sufficiently  to  cause  non-compliance  with 
enrollment  Incentive  increase  requirements  of  the  Health  Professions  Educational 
Assistance  Act.  Thus,  the  potential  drafting  of  19  year  old,  second-year  pharmacy 
students,  could  make  almost  all  pharmacy  schools  ineligible  for  construction  grants 
and  institutional  (or  basic  improvement)  grants  for  a period  of  time  nearly  equal 
to  the  life  of  this  legislation.  This  means  that  currently  expected  pharmacy 
enrollments  may  not  be  possible  until  draftees  are  released  and  again  enter  the 
educational  system. 

We  suggest  therefore  that  the  Subcommittee  consider  the  impact  of  the 
draft  law  and  make  suitable  adjustments  in  the  Health  Manpower  bill  to  rectify 
this  situation. 

We  add  that  pharmacy  students  deserve  no  special  treatment  by  the  draft 
laws  but  do  request  that  they  be  treated  as  the  other  health  professions  are  now 
treated.  If  the  President  and  the  Selective  Service  System  continue  student 
deferments  for  health  students,  pharmacy  students  should  be  included.  This 
would  also  take  care  of  the  possible  loss  of  grants  under  the  bills  being 
considered  by  this  Subcommittee. 

In  conclusion,  we  thank  Chairman  Kennedy  and  the  Subcommittee  for  this 
opportunity  to  submit  the  views  of  pharmacy  educators.  The  American  Association 
of  Colleges  of  Pharmacy  fully  supports  the  Health  Professions  Educational 
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Assistance  Amendments  of  1971  (S.  934).  We  urge  the  Subcommittee  to  act 
favorably  on  this  legislation  so  that  the  objectives  of  supplying  health  manpower 
needs  of  our  nation  will  be  met. 

We  are  grateful  for  the  support  given  pharmacy  education  in  past  years. 

We  pledge  to  show  our  sincerity  by  working  for  better  health  for  all  Americans. 
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ATTACrotENT  10.  1 

Resolution 

on 

Health  Professions  Educational  Assistance  Amendments  of  1971 


Whereas . the  American  Association  of  Colleges  of  Pharmacy 
believes  that  continued  and  increased  federal  assistance  is  es- 
sential for  the  growth  and  stability  of  pharmacy  schools,  and. 

Whereas , the  Association  believes  all  health  professions 
must  be  supported  by  federal  funds  for  construction  grants,  in- 
stitutional capitation  grants,  special  project  grants,  scholar- 
ship grants,  and  loan  funds,  and. 

Whereas , the  AACP  is  opposed  to  the  Nixon  Administration 
Health  Manpower  Bills  (S  1183  and  HR  5614)  because  of  the  elimi- 
nation of  pharmacy  from  the  Capitation  Grants  section  and  the 
uncertainty  of  adequate  funding  for  pharmacy  in  the  Special 
Projects  Grants  section,  and. 

Whereas,  the  Association  believes  there  is  great  merit  in 
the  Project  Grants  for  Training  and  Traineeships  section  in  Rep. 
Paul  Roger's  Bill  (HR  4155)  and,  with  minor  changes  in  other 
sections,  the  Bill  could  be  acceptable  to  pharmacy,  therefore. 

Be  it  resolved,  that  the  AACP  hereby  endorses  the  proposed 
Health  Professions  Educational  Assistance  Amendments  of  1971 
(HR  4171  and  S 934),  introduced  by  Rep.  Harley  Staggers  and 
Senator  Edward  Kennedy,  and. 

Be  it  further  resolved,  that  constituent  members  support 
the  concepts  of  HR  4171  and  S 934  and  work  for  their  passage 
and  for  the  incorporation  of  Rep.  Roger's  proposals  for  Pro- 
ject Grants  for  Training  and  Traineeships  into  the  final  law. 


(Adopted  by  the  American  Association  of  Colleges  of  Pharmacy, 
March  28,  1971) 


71-4-8-266 
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TABLE  A 

Estimated  Supply  of  Pharaacists,  1969-1976 


Date 

Population 

(thousands)ii' 

Active 

Pharmacists 

Needed^' 

Total 

Pharmacists_' 

Replace- 
ments, . 
Needed^' 

Graduate  s-^'^ 

1969 

205,008 

125,460 

139,400 

4,880 

4,288 

1970 

207,147 

128,843 

143,159 

5,010 

4,758 

1971 

210,166 

132,825 

147,583 

5,165 

4,575 

1972 

4,586 

1973 

4,818 

1974 

218,179 

137,890 

153,211 

5,362 

5,383 

1975 

5,703 

1976 

224,020 

141,580 

157,311 

5,506 

5,941 

— Population  figures  are  for  December  31  of  previous  year.  Includes  civilians  in 
50  states.  District  of  Columbia,  Puerto  Rico,  and  Virgin  Islands,  and  the  Armed 
Forces  in  the  United  States  and  abroad. 

1/ 

Calculated  on  the  basis  of  the  1970  ratio  of  63.2  active  pharmacists  per  100,000 
population. 

3/ 

Calculated  on  the  basis  of  active  pharmacists  representing  90  per  cent  of  total 
pharmacists  in  profession. 

Replacements  considered  to  be  3.5  per  cent  of  total  pharmacists. 

5/ 

1969  and  1970,  actual  number  from  74  schools;  1971  through  1973,  calculated 
from  1970-1971  enrollments;  1974-1976,  calculated  as  82  per  cent  of  projected 
enrollments  from  the  American  Association  of  Colleges  of  Pharmacy,  A Study  of 
Program  Costs,  Facility  Needs,  and  Faculty  Requirements,  1967-1969. 


Note:  Excludes  Hampden  College  of  Pharmacy,  an  unaccredited  college. 
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TABLE  A-1 


Number 

of  Accredited  Schools 

of  Pharmacy, 

Students,  and 

Graduates 

1963-1964 

through  1975- 

-1976 

Number  of 

Students  — 

Academic 

Number  of 

Total  Last 

Third  Last 

Number  of  . 
Graduates^ 

Year 

Schools 

Three  Years 

Year 

1963-1964  ... 

76 

10,405 

4,445 

2,218 

1964-1965  ... 

75 

12,078 

4,483 

3,388 

1965-1966  ... 

74 

12,495 

4,647 

3,692 

1966-1967  ... 

74 

13,221 

5,234 

3,799 

1967-1968  ... 

74 

14,274 

5,616 

4,039 

1968-1969  ... 

74 

14,932 

5,469 

4,288 

1969-1970  ... 

74 

15,292 

5,521 

4,758 

1970-1971  ... 

74 

15,638 

5,876 

4,575 

Projections : 

1971-1972  ... 

74 

17,749 

6,565 

4,586 

1972-1973  ... 

731/ 

18,949 

6,956 

4,818 

1973-1974  ... 

73 

19,772 

7,246 

5,383 

1974-1975  ... 

73 

20,566 

7,454 

5,703 

1975-1976  ... 

73 

21,229 

7,648 

5,941 

V Sources:  1963-1964  through  1970-1971  data  from  American  Association  of 

Colleges  of  Pharmacy  supplemented  by  reports  from  the  University  of  Puerto 
Rico.  1971-1972  through  1975-1976  projections  of  total  students  in  last 
three  years  and  in  third  last  year  from  A Study  of  Program  Costs,  Facility 
Needs,  and  Faculty  Requirements  of  Schools  of  Pharmacy,  1967-1969,  American 
Association  of  Colleges  of  Pharmacy. 

2/  1970-1971  through  1972-1973  calculated  from  1970-1971  enrollments.  1973-1974 
to  1975-1976  calculated  as  82  per  cent  of  third  last  year  enrollments. 

y Fordham  University  College  of  Pharmacy  ceased  enrolling  students  September  1968 
and  will  cease  operating  June,  1972. 


Note;  Excludes  Hampden  College  of  Pharmacy,  an  unaccredited  college. 
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TABLE  B 

USE  OF  INSTITUTIONAL  GRANTS  IN  PHARMACY  SCHOOLS 


RECEIVED  IN  FY 

1970  and  1971  - 

Use 

1970 

1971 

Average 

Renovation 

13% 

10% 

11.5% 

Professional  and  Supportive  Staff 

36% 

42% 

39.0% 

Associated  Fringe  Benefits 

5% 

5% 

5.0% 

Supplies  and  Equipment 

33% 

30% 

31.5% 

2/ 

Other  - 

13% 

13% 

13.0% 

100% 

100% 

100.0% 

— ^ Based  on  survey  In  March  1971  of  57  schools,  out  of  70  receiving  funds 
in  FY  1970  and  66  receiving  funds  in  FY  1971. 

y 


Faculty  travel,  disadvantaged  sttident  tutoring,  recruitment  brochures, 
repairs,  visiting  lecturers,  office  services,  seminars,  library,  etc. 
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TABLE  C * 

LOCATION  AND  OWNERSHIP  OF  SCHOOLS  OF  PHARMACY 


Location 

School 

i 

1 Ownership 

Total,  75  schools 

Alabama 

Auburn  University  School  of  Pharmacy,  Auburn 
Samford  University  (Howard  College)  School 

Public 

of  Pharmacy,  Binuingham 

Private 

Arizona 

University  of  Arizona  College  of  Pharmacy,  Tucson 

Public 

Arkansas 

University  of  Arkansas  School  of  Pharmacy, 

Little  Rock 

Public 

California 

University  of  California  School  of  Pharmacy, 

San  Francisco 

University  of  the  Pacific  School  of  Pharmacy, 

Public 

Stockton 

University  of  Southern  California  School  of 

Private 

Pharmacy,  Los  Angeles 

Private 

Colorado 

University  of  Colorado  School  of  Pharmacy, 

Boulder 

Public 

Connecticut 

University  of  Connecticut  School  of  Pharmacy, 

Storrs 

Public 

District  of 

Howard  University  College  of  Pharmacy, 

Columbia 

Washington 

Private 

Florida 

Florida  Agricultural  and  Mechanical  University 

School  of  Pharmacy,  Tallahassee 
University  of  Florida  College  of  Pharmacy, 

Public 

Gainesville 

Public 

Georgia 

Mercer  University,  Southern  College  of  Pharmacy, 

Atlanta 

Private 

University  of  Georgia  School  of  Pharmacy,  Athens 

Public 

Idaho 

Idaho  State  University  College  of  Pharmacy, 

Pocatello 

Public 

Illinois 

University  of  Illinois  at  the  Medical  Center 

College  of  Pharmacy,  Chicago 

Public 
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TABLE  C * p.2 


Location 

School 

1 

1 Ownership 

Indiana 

Butler  University  College  of  Pharmacy, 

i 

Indianapolis 

Purdue  University  School  of  Pharmacy  and 

1 Private 

1 

Pharmacal  Sciences,  Lafayette 

Public 

Iowa 

Drake  University  College  of  Pharmacy,  Des  Moines 
University  of  Iowa,  College  of  Pharmacy, 

Private 

Iowa  City 

Public 

Kansas 

University  of  Kansas  School  of  Pharmacy, 

Lawrence 

Public 

Kentucky 

University  of  Kentucky  College  of  Pharmacy, 

Lexington 

Public 

Louisiana 

Northeast  Louisiana  State  College  of  Pharmacy 

Monroe 

Xavier  University  of  Louisiana  College  of 

Public 

Pharmacy,  New  Orleans 

Private 

Maryland 

University  of  Maryland  School  of  Pharmacy, 

Baltimore 

Public 

Massachusetts 

Hampden  College  of  Pharmacy,  Wllliamansett 

Private 

Massachusetts  College  of  Pharmacy,  Boston 
Northeastern  University  College  of  Pharmacy, 

Private 

Boston 

Private 

Michigan 

Ferris  State  College  of  Pharmacy,  Big  Rapids 
University  of  Michigan  College  of  Pharmacy, 

Public 

Ann  Arbor 

Wayne  State  University  College  of  Pharmacy, 

Public 

Detroit 

Public 

Minnesota 

University  of  Minnesota  College  of  Pharmacy, 

Minneapolis 

Public 

Mississippi 

University  of  Mississippi  School  of  Pharmacy, 

University 

Public 

Missouri 

St.  Louis  College  of  Pharmacy,  St.  Louis 
University  of  Missouri  at  Kansas  City  School 

Private 

of  Pharmacy,  Kansas  City 

Public 

Montana 

University  of  Montana  at  Missoula  School  of 

Pharmacy 

Public 

2830 


TABLE  C * p.3 


Location 


School 


Ownership 


Nebraska 


Creighton  University  School  of  Pharmacy,  Omaha 
University  of  Nebraska  College  of  Pharmacy, 
Lincoln 


Private 

Public 


New  Jersey 


Rutgers,  The  State  University  College  of  Pharmacy, 
Newark 


Public 


New  Mexico 


University  of  New  Mexico  College  of  Pharmacy, 
Albuquerque 


Public 


New  York 


Albany  College  of  Pharmacy  of  Union  University, 
Albany 

Long  Island  University,  Brookl5m  College  of 
Pharmacy,  Brooklyn 

Columbia  University  College  of  Pharmaceutical 
Sciences  of  the  City  of  New  York,  New  York 
Fordham  University  College  of  Pharmacy,  Bronx 
St.  John's  University  College  of  Pharmacy,  Jamaica 
State  University  of  New  York  at  Buffalo  School  of 
Pharmacy,  Buffalo 


Private 

Private 

Private 

Private 

Private 

Public 


North 

Carolina 


University  of  North  Carolina  School  of  Pharmacy, 
Chapel  Hill 


Public 


North  Dakota 


North  Dakota  State  University  College  of  Pharmacy, 
Fargo 


Public 


Ohio 


Ohio  Northern  University  School  of  Pharmacy,  Ada 
Ohio  State  University  College  of  Pharmacy, 
Columbus 

University  of  Cincinnati  College  of  Pharmacy, 
Cincinnati 

University  of  Toledo  College  of  Pharmacy,  Toledo 


Private 

Public 

Public 

Public 


Oklahoma 


Southwestern  State  College  School  of  Pharmacy 

Weatherford  Public 

University  of  Oklahoma  College  of  Pharmacy,  Norman  Public 


Oregon 


Oregon  State  University  School  of  Pharmacy, 
Corvallis 


Public 


Pennsylvania 


Duquesne  University  School  of  Pharmacy,  Pittsburgh 
Philadelphia  College  of  Pharmacy  and  Science, 
Philadelphia 

Temple  University  School  of  Pharmacy,  Philadelphia 
University  of  Pittsburgh  School  of  Pharmacy 
Pittsburgh 


Private 

Private 

Private 

Private 
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TABLE  C * p.4 


Location 

School 

Oxraership 

Rhode 

Island 

University  of  Rhode  Island  College  of  Pharmacy, 
Kingston 

Public 

South 

Carolina 

Medical  College  of  South  Carolina  School  of 
Pharmacy,  Charleston 

University  of  South  Carolina  School  of  Pharmacy, 
Columbia 

Public 

Public 

South 

Dakota 

South  Dakota  State  University  College  of  Pharmacy, 
Brookings 

Public 

Tennessee 

University  of  Tennessee  College  of  Pharmacy, 
Memphis 

Public 

Texas 

Texas  Southern  University  School  of  Pharmacy, 
Houston 

University  of  Houston  College  of  Pharmacy,  Houston 
University  of  Texas  College  of  Pharmacy,  Austin 

Public 

Public 

Public 

Utah 

University  of  Utah  College  of  Pharmacy,  Salt  Lake 
City 

Public 

Virginia 

Virginia  Commonwealth  University  School  of  Pharmacy, 
Richmond 

Public 

Washington 

University  of  Washington  College  of  Pharmacy, 
Seattle 

Washington  State  University  College  of  Pharmacy, 
Pullman 

Public 

Public 

West  Virginia 

West  Virginia  University  School  of  Pharmacy, 
Morgantown 

Public 

Wisconsin 

University  of  Wisconsin  School  of  Pharmacy,  Madison 

Public 

Wyoming 

University  of  Wyoming  College  of  Pharmacy,  Laramie 

Public 

Puerto 

Rico 

University  of  Puerto  Rico  College  of  Pharmacy, 
Rio  Piedras 

Public 

_!/  Not  listed  by  the  accrediting  body. 

Source:  American  Association  of  Colleges  of  Pharmacy 

* Reproduced  from  National  Resources  Statistics.  1969.  National  Center  for  Health 
Statistics,  Health  Services  and  Mental  Health  Administration,  Department  of 
Health,  Education,  and  Welfare. 
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TABLE  D 

THE  MAGNITUDE  OF  THE  AMERICAN 
EDUCATIONAL  ESTABLISHMENT 
1960-1970 


1960-1961 

Institutions 

Universities,  colleges,  and  junior  colleges  2,000 

Students 

College  and  university  full-  and  part-time  stu- 


dents enrolled  for  credit  toward  degrees 

Public  institutions  2,115,893 

Nonpublic  1 ,466,833 

Total  3,582,726 

Teachers 

College  and  university  teachers 

Public  241,000 

Nonpublic  197 ,300 

Total  438,300 

Administrators  and  Supervisors 

College  and  university  presidents  2,000 

Other  college  administrative  and  service  staff  46,000 

Total  48,000 

Board  Members 

College  and  university  trustees  35,000 


Cost  (in  billions) 

Current  expenditures  and  interest 


Higher  education 

Public  $3.3 

Nonpublic  2. 7 

Total  $6.0 

Capital  outlay 
Higher  education 

Public  $0.9 

Nonpublic  0.8 

Total  $1.7 


Figures  based  on  latest  available  estimates  from  the  U.S. 
Office  of  Education  and  the  National  Education  Association. 

Saturday  Review/September  19,  1970 


1970-1971 


2,525 


5.313.000 

2.064.000 

7.377.000 


569,000 

264.100 

833.100 


2,525 

88,000 

90,525 


25,000 


$13.1 

8.4 

$21.5 


$ 2.6 
0.5 
$ 3.1 
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TABLE  E 


The  crisis  in  health  care  delivery  and  health  manpower  21 


CHART  3 
Consumer 
price  index; 
Indexes  for 
all  Items  and 
for  medical 
care,  1965-1969 


SOURCr.:  U.S.  Social  Security  Administration,  Medical  Care  Prices  Fact  Sheet. 

1966-1969.  Research  and  Statistics  note  no.  2.  February  23,  1970. 


Reproduced  from:  Higher  Education  and  the  Na- 
tion’s Health:  Policies  for  Medical  and  Dental 

Education,  The  Carnegie  Commission  on  Higher  Ed- 
ucation, October  1970. 


2834 


HEALTH  PROFESSIONS  EDUCATIONAL  ASSISTANCE  AND  NIH  HEALTH  SERVICES 
AND  MENTAL  HEALTH  ADMINISTRATION 

Dr.  Orr.  This  statement  will  express  the  needs  of  the  47  schools  of 
pharmacy  for  the  various  programs  being  developed  in  amendments 
to  the  Health  Professions  Educational  Assistance  Act  and  also  just  a 
few  comments  on  the  programs  of  the  NIH  and  health  services  and 
mental  health  administration. 

The  next  few  pages  primarily  relate  to  the  provisions  of  the  legisla- 
tion and  comparison  between  the  House  bills  and  the  Senate  bills. 

Senator  Magnuson.  We  should  have  kept  Senator  Humphrey  here. 
That  is  his  profession. 

Dr.  Orr.  That  is  right. 

We  did  make  a presentation  before  the  Senate  Subcommittee  on 
Health  a few  weeks  ago  outlining  the  new  role  of  the  pharmacists  in 
health  care  delivery.  This  is  attached  as  an  amendment  to  this  report 
and  if  time  permits  Dr.  Bachmann  will  elaborate  just  a bit  when  I 
have  concluded. 

This  takes  us  over  to  page  4.  We  have  following  page  4 table  A 
which  summarizes  the  authorizations  which  affect  pharmacy  and  com- 
pares the  Senate  and  House  bills  as  to  the  amounts  for  the  various 
areas.  You  might  find  this  useful. 

Senator  Magnuson.  Are  you  talking  about  the  authorization? 

Dr.  Orr.  Yes. 

Senator  Magnuson.  Because  we  don’t  have  an  authorization  bill 
out  on  all  this  yet. 

Dr.  Bliven.  Yes;  we  are  talking  about  the  authorization  bill  and 
appropriations. 

Senator  Magnuson.  That  is  not  a law  yet. 

Dr.  Orr.  It  is  a comparison  between  the  bills  of  the  House  and  the 
Senate. 

On  construction  grants,  we  have  outlined  a little  bit  of  the  statistical 
information. 

We  believe  a strong  case  can  be  made  for  the  allocation  of  a part  of 
the  construction  funds  to  schools  of  pharmacy,  optometry,  podiatry, 
and  veterinary  medicine.  These  four  health  professions  comprise  ap- 
proximately 33  percent  of  the  health  professions  students  and  38 
percent  of  the  schools  affected  by  S.934;  pharmacy  schools  alone 
account  for  approximately  25  percent  of  the  schools  affected.  There- 
fore, we  believe  that  25  percent  of  the  construction  funds  should  be 
designated  for  pharmacy,  optometry,  podiatry  and  veterinary 
medicine. 

In  past  years,  these  four  professions  have  received  approximately 
5 percent  of  the  construction  funds.  Pharmacy  alone  has  four  schools 
approved  for  construction,  but  cannot  build  because  of  a lack  of 
funds.  This  amounts  to  $8.5  million  for  the  Federal  share.  Because 
of  the  need  for  replacement  and  rehabilitation  of  existing  structures, 
and  expansion  of  some  schools  to  meet  area  needs  and  enrollment  in- 
creases, we  believe  this  request  is  fully  justified. 

Senator  Magnuson.  Before  you  leave  that,  you  state  on  page  5,  “In 
general,  most  of  our  schools  do  not  believe  that  guaranteed  Federal 
loans  for  construction  are  appropriate.” 

Why? 
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Dr.  Orr.  I think  the  prime  reason  is  that  most  educational  institu- 
tions are  not  income-producing  institutions.  We  are  on  State  appro- 
priations and  the  amount  of  funds  available  is  just  not  predictable  to 
any  degree  of  accuracy. 

Senator  Magnusoj^.  Why  can’t  you  make  a loan  ? 

Dr.  Orr.  I presume  we  could. 

Mr.  Skinner. 

Dr.  Skinner.  In  certain  cases,  some  schools  might  like  to  have  a loan 
from  a bank  and  this  guarantee  would  be  coupled  in  that  case.  But 
schools  do  not  generate  income  with  which  they  could  pay  back  loans 
to  the  banks. 

Senator  Magnuson.  We  have  a lot  of  construction  loans  for  all 
phases  of  higher  education.  All  your  dormitories  in  the  University  of 
Washington  we  built  through  construction  loans. 

Dr.  Orr.  Of  course,  but  rent  is  being  paid  in  by  students. 

Senator  Magnuson.  I don’t  want  you  to  rule  out  construction  loans 
because  if  you  did  that  you  would  end  up  you  would  want  all  F ederal 
money. 

Dr.  Skinner.  Our  schools  have  said  this  is  not  a preferred  method 
of  spending 

Senator  Magnuson.  It  is  preferred  if  you  can  secure  the  loan. 

Dr.  Skinner.  Yes,  sir.  They  would  like  to  have  it  as  an  added 

Senator  Magnuson.  I know  they  would  like  to  have  a direct  Federal 
grant.  I understand  that.  We  have  been  here  6 weeks  listening  to  it 
now.  We  have  some  limitations  and  capabilities,  too.  We  would  like  to 
encourage  as  much  local  participation  as  we  can. 

In  our  State,  Jack,  if  we  were  going  to  abolish  construction  loans 
and  just  get  Federal  appropriations,  the  legislature  would  never  give 
you  a nickel,  would  they? 

Dr.  Orr.  I guess  not. 

Senator  Magnuson.  I know  them.  I served  there.  The  whole  Avoof 
and  weave  of  all  this  testimony  is  greater  reliance  year  by  year  on 
Federal  appropriations.  Sometimes  people  have  to  realize  that  we  haA'^e 
a bigger  deficit  than  the  State.  It  is  like  they  talk  about  reAXiiue- 
sharing.  We  are  going  to  share  the  deficit,  $24  billion  or  more  this  year. 

What  you  are  talking  about,  it  does  not  mean  that  we  are  not  going 
to  have  a big  Federal  budget.  What  Ave  are  talking  about  here,  too,  is 
the  priorities  on  Avhat  Ave  use  it  for. 

All  right.  Go  ahead. 

Dr.  Orr.  In  the  area  of  student  loans,  Ave  refer  again  to  a couple  of 
paragraphs  describing  the  need  for  loans. 

In  fiscal  year  1971,  60  schools  of  pharmacy — 82  percent— utilized 
the  funds.  The  amount  of  loans  range  from  less  than  $500  to  the 
maximum  of  $2,500  per  student.  While  the  loan  ceiling  in  S.  934 
is  now  $3,500  per  student,  Ave  feel  that  an  average  amount  of  $1,000 
per  student  will  be  adequate  to  take  care  of  the  needs  in  our  schools. 
Therefore,  if,  as  indicated  by  our  schools,  33  percent  of  our  students 
(6,152)  need  loan  funds,  pharmacy  schools  will  need  approximately 
$6.2  million  for  this  purpose. 

Scholarships — In  fiscal  year  1969,  23  percent  of  pharmacy  students 
Avere  assisted  Avith  scholarship  grants.  In  fiscal  year  1970,  22  percent. 
We  estimate  that  28  percent  of  the  pharmacy  students  will  need 
scholarship  aid  in  fiscal  year  1972. 
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Senator  Cotton.  What  is  the  length  of  the  course  of  pharmacy? 

Dr.  Orr.  This  is  a 5 -year  program  beyond  high  school.  It  consists 
of  prepharmacy  the  first  2 years;  the  last  3 years  are  primarily 
professionals. 

Senator  Cotton.  So  that  those  who  need  loans  have  to  face  5 yeai-s? 

Dr.  Orr.  This  is  true. 

In  the  case  of  four  pharmacy  schools  with  primarily  minority 
student  bodies,  the  corresponding  figure  is  41  percent.  The  schools 
estimate  that  they  will  require  $4.8  million  in  fiscal  year  1972. 

Senator  Magnuson.  Are  scholarships  for  mainly  the  last  2 years? 

Dr.  Orr.  No.  At  the  present  time,  funds  are  available  to  students 
for  any  of  the  years  they  enroll  in  the  college  of  pharmacy. 

Senator  Magnuson.  Don't  most  of  the  scholarships  occur  after  they 
have  been  in  a while? 

Dr.  Orr.  The  majority. 

Senator  Magnuson.  It  would  be  the  older  students? 

Dr.  Orr.  That  is  right. 

Senator  Cotton.  Does  the  college  of  pharmacy  provide  there  its 
course  for  the  first  2 years  of  college? 

Dr.  Orr.  No. 

Senator  Cotton.  Do  your  students  take  2 years  at  the  university 
and  then  come  to  your 

Dr.  Orr.  This  will  vary.  At  our  university,  the  students  enter  the 
college  of  pharmacy  from  high  school.  The  courses  they  take  in  the 
first  2 years  are  essentially  in  the  arts  and  sciences. 

Senator  Cotton.  That  would  be  true  when  they  get  their  general 
grounding  and  their  final  3 years  at  the  same  institution. 

Dr.  Orr.  This  is  true. 

We  also  take  transfer  students  from  our  intercollege  system  and 
from  community  colleges. 

Dr.  Bachmann.  In  contrast  to  my  institution,  they  go  to  another 
college  for  2 years  and  we  admit  them  for  the  last  3 years. 

Dr.  Orr.  In  some  of  our  schools,  we  call  them  0-5.  They  may  take 
all  their  training  in  one  place.  Some  are  1-4 ; some  are  2-3.  We  have 
these  variations. 

It  is  extremely  important  that  the  appropriations  match  the  level  of 
authorizations  for  pharmacy  in  fiscal  year  1972.  When  pharmacy 
schools  first  became  eligible  for  institutional  grants  in  fiscal  year  1970, 
the  enrollment  jumped  approximately  800  students  (15-plus  percent). 
This  was  done  at  a time  when  the  law  required  only  a 2i/^  percent  or 
five-student  increase,  whichever  was  greater,  per  school. 

Because  S.  934  continues  the  enrollment  increase  requirement  in 
pharmacy  schools  who  are  already  carrying  a heavy  burden  because 
of  their  earlier  desire  to  increase  the  supply  of  pharmacists,  and  be- 
cause several  State  governments  are  reducing  appropriations  to  uni- 
versity budgets,  w^e  believe  the  schools  are  depending  heavily  on 
Federal  support. 

Senator  Magnuson,  certainly  with  our  two  schools  in  the  State  of 
Washington,  with  the  coming  biennium  I would  say  we  are  depending 
very  heavily  on  these  kinds  of  funds. 

Senator  Magnuson.  The  problem  we  have  is  that  everybody  talks 
about  S.  934.  We  can’t  appropriate  any  money  until  it  becomes  a law, 
and  the  House  version  is  different. 
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Dr.  Orr.  That  is  true,  but  we  have  to  anticipate. 

Senator  Magnuson.  I don’t  know ; the  President  may  veto  it.  It  is 
in  conference.  We  were  trying  to  rush  it  through  in  the  Senate  so 
that  they  could  go  to  conference.  They  may  be  in  conference  Monday 
or  Tuesday.  But  we  have  to  mark  this  bill  up.  We  can’t  appropriate 
money  that  is  not  authorized.  It  could  come  up  in  a supplemental  later 
on.  But  everybody  talks  about  the  law  that  is  not  a law.  We  would  be 
subject  to  a point  of  order  if  we  appropriated  money  that  was  not 
authorized. 

Now,  if  they  get  through  with  it,  then  the  budget  is  going  to  have 
to  send  up  an  estimate  to  us  based  upon  the  new  law.  When  that  will 
come  along,  we  don’t  know.  We  are  going  to  mark  this  bill  up  next 
week.  All  the  witnesses  keep  testifying  on  something  that  doesn’t  exist. 

Dr.  Orr.  All  we  know,  of  course,  is  what  we  hope  might  come  to 
pass. 

Senator  Magnuson.  It  is  possible  that,  if  they  send  up  something, 
we  could  get  at  it  before  we  mark  up  this  bill,  but  that  would  have  to 
be  within  the  week.  I don’t  know'  what  the  budget  will  send  up.  They 
may  take  a look  at  that  bill.  The  President  may  sign  it  and  say  it  is 
a good  bill.  Then  it  has  to  go  through  the  budgetary  process.  We  have 
to  deal  with  what  we  have  on  the  books  now. 

Dr.  Orr.  I think  the  feeling  here  is  for  at  least  equal  support  to 
what  we  have  had  in  the  past. 

Senator  Magnuson.  Yes.  I don’t  think  the  time  element,  when  it 
becomes  a law,  when  the  budget  comes  up,  wdll  particularly  affect 
what  you  people  are  talking  about  here  because  what  you  are  talking 
about  is  something  that  we  can  do  within  the  present  authorization. 

Dr.  Orr.  Essentially,  our  recommendation  is  that  the  entire  au- 
thorization of  $20.5  million  be  recommended  by  this  committee  if 
you  can  do  that. 

Senator  Magnuson.  How  naive  can  you  get?  Full  funding? 

Dr.  Orr.  Full  funding. 

Senator  Magnuson.  If  you  are  going  to  have  full  funding,  there 
is  no  use  of  having  an  appropriations  committee.  Cotton  and  I might 
as  well  relax.  You  can’t  have  full  fmiding.  You  have  to  cut  the  cloth 
here  to  what  you  can  get. 

Off  the  record. 

(Discussion  off  the  record.) 

Senator  Magnuson.  On  the  record. 

Dr.  Orr.  I am  under  “Special  projects.” 

Pharmacy  schools  became  eligible  for  special  project  grants  in 
fiscal  year  1970.  Two  grants  were  approved  that  year  for  a total  of 
$267,000  (0.6  percent  of  all  special  project  funds).  In  fiscal  year  1971, 
only  one  project  was  approved  for  $109,177. 

In  past  years,  medical  and  dental  schools  have  received  nearly  all 
of  these  funds  for  continuing  grants  and  for  financial  straits,  leaving 
few  dollars  for  innovation  in  pharmacy  and  the  other  health  pro- 
fessions. Because  S.  934  establishes  a separate  section  for  schools  in 
financial  distress  situations  and  authorizes  $150  million  for  fiscal 
year  1972  for  special  projects,  we  are  much  encouraged.  Many  phar- 
macy schools  have  developed  a number  of  innovative  programs  which 
can  now  be  funded. 
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Some  pharmacy  schools  have  been  very  active  in  developing  edu- 
cational programs  for  preventing  drug  abuse  through  the  education 
of  pharmacists,  teachers,  and  othei*  community  workers.  We  exi)ect 
this  trend  to  grow  as  more  funds  are  available.  Therefore,  we  urge 
the  subcommittee  to  recommend  full  appropriations  for  special 
})rojects. 

FINANCIAL  ASSISTANT  GILVNTS 

This  new  section  in  S.  934  authorizes  $50  million  for  fiscal  vear 
1972. 

Senator  Magnuson.  What  new  section  are  you  talking  about  ? 

Dr.  Orr.  The  new  section  on  financial  assistant  grants. 

Mr.  Skinner  can  explain  that. 

Senator  Magnuson.  Yes;  but  it  is  not  a law.  We  can’t  consider 
this. 

You  are  a lawyer.  Don’t  you  understand  that  ? 

Dr.  Skinner.  Yes. 

Senator  Magnuson.  Then  why  do  you  talk  about  something  that  is 
not  authorized  ? 

Dr.  Skinner.  This  is  only  for  your  information,  how  we  feel  about 
it. 

Senator  Magnuson.  We  have  all  kinds  of  information  on  the  bill. 
We  have  a storeroom  full  of  information  on  that. 

Dr.  Skinner.  Maybe  it  would  be  best  for  Dr.  Orr  to  comment  on 
the  NIH  programs  and  HSMHA  programs  which  are  continuing. 

Dr.  Orr.  Let  me  move  on  to  the  NIH  and  HSMHA  programs. 

Pharmacy  schools  receive  grants  from  several  NIH  programs,  in- 
cluding the  general  research  support  (GRS)  program  of  the  NIH 
Division  of  Kesearch  Resources  and  from  the  Institute  of  General 
Medical  Sciences.  These  grants  support  research  in  pharmaceutical 
chemistry,  pharmacology,  and  other  areas,  as  well  as  fellowships  for 
young  scientists. 

Appropriations  for  GRS  grants  have  been  kept  level  by  Congress 
for  the  past  3 years,  while  the  funds  actually  available  have  dropped 
steadily.  We  recommend  that  the  Senate  increase  the  appropriations 
for  the  Division  of  Research  Resources  to  a total  of  $76,069,000. 

Senator  Magnuson.  For  instance,  that  can  be  done  under  the  pres- 
ent law.  You  don’t  have  to  talk  about  something  that  is  out  here  in 
the  wild  blue  yonder. 

Dr.  Orr.  The  other  recommendations  have  to  do  with  the  Institute 
of  General  Medical  Science,  the  National  Library  Medicine  programs. 

Senator  Magnuson.  You  don’t  need  any  authorization  to  do  that  or 
in  the  Library  program. 

Dr.  Orr.  Right. 

Senator  Magnuson.  As  a matter  of  fact,  if  you  could  come  any- 
where near  what  you  could  get  under  the  present  authorizations  you 
would  be  doing  pretty  well,  without  talking  about  something  else. 

Dr.  Orr.  In  conclusion,  we  want  to  thank  you,  Senator  Magnuson, 
and  this  subcommittee  for  this  oppoitunity  to  testify. 

If  3^011  have  a few  minutes,  I wonder  if  Dr.  Bachmann  could  make 
a statement. 

Senator  IMagnuson.  Yes;  we  will  be  glad  to  hear  from  him. 
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As  I have  said,  we  will  put  all  these  statements  in  the  record  in  full 
and  the  charts  that  you  have  which  are  very  helpful  to  us. 

Dr  .Bachmann.  I am  Dean  Bachmann  from  West  Virginia. 

I want  to  make  a point  in  connection  with  enrollment  increases. 

We  have  been  funded  for  2 years  under  the  old  proposal.  With  some 
of  the  formulas  I have  heard  about,  if  no  increases,  being  denied  funds 
completely,  we  wall  be  in  serious  trouble. 

The  other  aspect  of  it  is  especially  in  my  own  institution  we  went 
whole  hog  the  first  year  and  Ave  increased  our  appropriation  for  our 
enrollment  much  beyond  that  Ave  are  required  to  have  next  year. 

We  are  required  to  have  52  under  the  old  laAv.  We  Avent  to  64. 

So,  if  it  is  a formula  that  insists  that  Ave  have  a major  increase  or 
denial  of  funds,  Ave  Avill  be  in  serious  trouble;  we  Avill  have  to  cut 
back. 

Another  thing.  We  are  in  a medical  center.  We  have  one  unit,  basic 
science,  that  teaches  medicine,  dentistry,  pharmacy.  We  have  limited 
facilities  and  limited  staff.  Now,  if  all  our  schools  are  required  to  have 
major  enrollment  increaes,  this  Avill  make  some  problems  for  us. 

We  AA-ould  like  the  committee  to  consider  this  kind  of  situation. 

Senator  MaCxNUSOn.  We  will  take  a look  at  this.  I am  sure  none  of 
you  Avant  to  get  into  any  argument  over  priorities,  Avhether  some  branch 
of  the  health  profession  gets  more  than  somebody  else,  any  more  than 
Ave  Avant  to  get  into  an  argument  Avith  the  NIH. 

What  Ave  ought  to  do  is  have  all  of  them  stand  on  their  OAvn  merits. 
Those  priorities  have  to  be  decided  usually  because  Ave  appropriate  a 
blanket  amount.  You  get  the  impression  that  Avhere  there  is  only  so 
much  of  the  pie  to  cut  that  you  people  are  kind  of  orphans. 

Is  that  a good  way  to  put  it  ? 

Dr.  Orr.  Yes,  sir. 

Senator  Magnusox.  That  is  not  any  fault  of  the  committee  because 
Ave  appropriate  the  total  amount.  I think  we  want  to  take  a look  at 
that.  We  can  put  language  in  the  report  Avhich  is  quite  persuasive  for 
them  to  see  if  Ave  can’t  take  a longer  look  or  add  enough  money  so 
that  you  Avon’t  take  aAvay  from  anybody  else  but  you  will  take  care 
of  the  problems  that  you  have  under  the  present  authorization. 

I knoAv  that  a lot  of  people  have  been  making  plans  on  this  neAv  health 
manpower  bill  and  I knoAv  ultimately  Ave  Avill  have  one.  I think  it  will 
finally  Avork  out.  I don’t  think  there  is  too  much  trouble  in  conference. 
The  House  and  Senate  bills  are  not  too  far  apart.  They  may  get  it 
AA’orked  out  in  the  next  feAv  days  or  Aveeks. 

I am  afraid  Ave  are  going  to  haA^e  to  Avait  for  a supplemental  to 
implement  that  bill.  We  have  supplemental  requests  coming  up  here 
every  month,  anyway. 

This  is  just  the  major  bill.  A lot  of  these  figures  from  the  budget 
Avere  sent  up  in  January  and  a lot  of  things  haA^e  happened  since  Jan- 
uary. I think  the  whole  climate  in  Congress  has  been  different  on  the 
whole  health  program  since  Januaiy.  So,  we  might  be  able  to  do  much 
better. 

We  appreciate  your  being  specific  about  certain  items  because  Ave 
have  to  deal  Avith  the  money. 

Now,  does  anybody  else  have  anything  to  add  here  ? 
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Dr.  Bliven.  As  you  know,  the  House  bill  and  the  Senate  bill  both 
have  included  pharmacy  and  veterinary  medicine,  and  so  forth. 

I think  the  point  that  we  need  to  stress  is  that  we  came  into  some  of 
these  programs  in  fiscal  year  1970.  We  now  are  looking  forward  to  some 
stability  of  the  program  through  this  new  legislation  which  will  be 
extended  for  3 or  5 years. 

Senator  Magnuson.  It  is  hard  to  do  any  planning  without  that. 

Dr.  Bliven.  IVliat  we  are  trying  to  do  here  is  to  set  forth  our  needs. 

Senator  Magnuson.  Then  we  have  had  some  pro'blems.  We  have 
given  money  in  the  health  field  over  the  years  and  they  don’t  spend  it ; 
they  hold  it.  I don’t  know  what  we  can  do  about  that.  We  can’t  put 
them  in  jail  or  cite  them  for  nonperformance  in  court.  But  a lot  of 
the  funds  for  the  health  programs  and  some  of  them  have  been  justi- 
fied on  the  fact  there  would  be  some  new  approach,  but  they  impound 
the  funds. 

So,  we  will  take  a good,  long  look  at  your  matter. 

I want  to  tell  you  that  we  deeply  appreciate  all  the  work  you  put  into 
this  statement  and  your  charts  and  figures  because  we  can  use  those 
when  we  mark  up  the  bill. 

Dr.  Orr.  Thank  you  very  much. 

Senator  Magnuson.  If  there  is  anything  else  you  have,  we  will  put 
it  in  the  record. 

Say  hello  to  everybody  at  home,  Jim. 

STATEMENT  OF  JOHN  J.  m’gONAGLE,  JR. 

Senator  Magnuson.  Mr.  John  J.  McGonagle  has  submitted  a state- 
ment regarding  the  OEO  legal  services  program.  OEO’s  authorization 
has  expired  but  we  will  accept  the  statement  for  the  record. 

(The  statement  follows :) 
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Mr.  Chairman  and  Members  of  the  Subcommittee: 

My  name  is  John  J.  McGonagle,  Jr.  I am  most  honored 
to  be  permitted  to  make  a statement  to  this  Subcommittee  on  the 
budget  for  the  Office  of  Economic  Opportunity’s  Legal  Services 
Program  for  the  coming  fiscal  year. 

I am  associated  with  the  law  firm  of  Casey,  Lane  & 
Mittendorf  in  New  York  City,  but  I am  speaking  as  a private 
individual  who  has  served  as  an  OEO  attorney  with  VISTA.  Because 
my  association  was  with  the  Legal  Services  Program,  I will 
direct  my  remarks  only  to  that  office's  budget  for  Fiscal  Year 
1972. 

As  this  Subcommittee  is  aware,  the  Legal  Services 
Program  has  often  come  under  fire.  As  one  who  has  served  in 
this  program,  I most  respectfully  point  out  that  a substantial 
portion  of  the  criticism  directed  at  the  Legal  Services  Program 
is  misdirected.  We  hear  public  and  private  criticism  of  the 
type  of  cases  which  are  undertaken  on  behalf  of  the  poor  by 
individual  legal  service  attorneys  on  projects.  The  papers  and 
our  elected  officials  at  all  levels  frequently  point  to  cases 
which  have  been  brought  which  they  feel  are  not  properly  within 
the  scope  of  the  program.  As  a result,  objections  are  continually 
raised  to  the  continuation  of  the  Legal  Services  Program,  as  it 
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appears  much  of  its  energy  is  dissipated  in  questionable 
directions.  I respectfully  submit  that  critizing  the 
clients  of  Legal  Services  for  the  uses  which  they  have  made 
or  failed  to  make  of  the  projects  and  attorneys  is  often  not 
appropriate.  It  is  my  opinion  that  an  analysis  of  many  of 
these  questioned  actions  (whether  questioned  in  terms  of  the 
tacts  used  or  the  objects  and  persons  attacked)  would  show 
that  the  misdirection  is  not  a result  of  Legal  Services 
Projects’  clients  desires.  Rather,  we  often  have  the 
attorneys  improperly  leading  or  pushing  their  clients  rather 
than  being  guided  by  the  expressed  needs  and  interests  of 
their  clients.  When  I was  an  attorney  in  the' VISTA  program, 
people  in  OEO  and  in  the  field  had  two  labels  for  this 
phenomenom:  attorneys  either  had  a "plantation  menality"  or 
were  on  their  own  "ego  trip". 

I would  therefore  respectfully  request  that  this 
Subcommittee  consider  this  fact  when  examining  the  activities 
of  the  Legal  Services  Program  do  not  penalize  the  clients  for 
occasional  frolics  and  detours  of  their  lawyers.  The  Legal 
Services  Program,  when  it  works  properly  and  is  responsive  to 
the  desires  of  people  it  is  intended  to  assist,  performs  an 
absolute  vital  function  in  today’s  society.  For  the  poor, 
who  are  properly  its  clients,  and  whom  it  should  serve,  it 
enables  them  to  stand  with  equal  dignity  before  our  Courts, 
Administrative  agencies,  and  all  levels  of  government  to  be 
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heard  and  heard  fully  on  all  matters  which  affect  their  persons 
or  their  interests.  The  Legal  Services  Program  enables  poor 
Americans  to  partake  of  an  American  Credo:  Equal  Justice  Under 
Law. 

In  looking  at  the  current  budget  for  the  Legal 
Services  Program,  I note  that  it  is  virtually  the  same  as 
last  year.  If  anything,  it  should  be  Increased.  In  any  case, 
it  should  not  be  decreased  at  all.  The  amount  we  are  spending 
at  the  moment  is,  in  my  view,  the  absolute  minimum.  The 
American  Government  can  and  should  make  a more  adequate  effort 
to  provide  funding  for  this  vital  program. 

Although  it  is  not  currently  before  this  Sub- 
committee, I would  like  to  make  a few  observations  concerning 
the  proposed  Legal  Services  Corporation.  Basically,  I am 
strongly  in  favor  of  any  proposal,  whether  fiscal  or  organiza- 
tional, which  will  serve  to  advance  the  desirable  aims  of  the 
Legal  Services  Program.  If  the  proposed  Legal  Services  Corpora- 
tion will  enable  this  program  to  function  more  efficiently,  and 
to  be  more  responsive  to  the  needs  of  its  proper  clients,  then 
I think  it  is  not  only  a commendable  idea,  but  a virtual 
necessity.  There  have  been  criticisms  raised  that  one  or 
another  proposal  for  a Legal  Services  Corporation  will  subject 
it  to  political  pressure,  etc.  From  the  narrow  perspective 
which  I can  bring  this  Committee,  I would  respectfully  suggest 
that  there  is  less  fear  from  narrow  partisanship  than  there  is 
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to  fear  from  the  attitudes  of  a small  minority  of  legal  service 
projects  and  attorneys  which  I mentioned  above.  Whether  we  are 
focusing  upon  the  size  of  the  budget  for  the  Legal  Services 
Program  or  upon  its  organization  and  relationship  to  the  Federal 
Government,  we  must  always  be  certain  that  any  changes  which  are 
made  and  all  decisions  which  are  reached  about  the  activities 
and  future  of  the  Legal  Services  Program  are  guided  by  one 
consideration  alone:  Does  it  advance  the  ends  of  Legal  Services 

Program  and  does  it  make  it  more  responsive  to  the  needs  and 
desires  of  its  clients. 
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STATEMENT  OF  MARTHA  TABER.  PRESIDENT,  NATIONAL  COUNCIL  OF 
OEO  LOCALS,  AFGE,  AFI^CIO 

Senator  Magnuson.  Also,  on  OEO,  and  for  the  record,  is  written 
testimony  of  the  National  Council  of  OEO  Locals. 

( The  statement  follows : ) 
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american  federation  of  government  e m p I o y e e s - u n i o n local  2677 


Senator  Warren  G.  Magnuson 
Office  of  the  U.  S.  Senate 
127  Old  Senate  Office  Building 
Washington,  D.  C.  20510 

Dear  Senator  Magnuson: 

We  are  respectfully  submitting  to  you  for  insertion  into  the  OEO 
Appropriations  Hearings  our  Testimony  on  one  of  the  most  important 
aspects  of  the  OEO  Bill,  the  continuation  of  the  Emergency  Food  and 
Medical  Services  Program. 

For  further  information  please  call  Martha  Tabor,  254-5070, 
or  Tom  Jennings,  254-5670. 


July  16,  1971 


Sincerely, 


Martha  Tabor^  74 //l 


President 
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rESTIMONY  OF  THE  NATIONAL  COUNCIL  OF  OEQ  LOCALS 
American  Federation  of  Government  Employees 
AFL-CIO 


on 

The  Emergency  Food  and  Medical  Services  Program 

July  16,  1971  U.  S.  Senate 

Committee  on  Appropriations 
Subcommittee  on  Labor  and  Health, 
Education  and  Welfare 
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The  National  Council  of  OEO  Locals,  AFGE,  AFL-CIO,  Is  the  • 
exclusive  bargaining  agent  for  all  employees  working  for  the 
Office  of  Economic  Opportunity  In  the  United  States.  We  have 
recently  become  the  first  Union  to  win  a nation-wide  election  , 
for  national  exclusive  bargaining  rights  for  any  government 
agency.  We  are  pleased,  as  the  representatives  of  the  OEO 
employees  to  have  this  opportunity  to  present  testimony  on  the 
OEO  Emergency  Food  and  Medical  Services  Program.  This  testimony 
reflects  the  vicars  saxiiT  experience  of  those  OEO  employees  who 
work  with  these  inrngJrtiTfliiS,  We  feel  these  views  are  Important 
since  we  work  under  and  help  Implement  the  legislation  which 
you  gentlemen  have  passed.  We  are  perhaps  closest  to  and  most 
aware  of  Its  functioning  or  Its  non-f unctlonlng. 

First,  we  would  like  to  deal  with  the  zero  dollars  listed 
In  the  OEO  budget  for  the  Emeregency  Food  and  Medical  Services 
Program  coupled  with  Its  phase-out  from  OEO.  The  OEO  official 
proposals  for  this  program  are  designed  to  phase  out  this  crucial 
program  by  the  end  of  FY  1972  and  early  FY  1973.  These  termination 
plans  are  based  on  three  assertions!  all  of  which  are  misleading, 
unrealistic  and,  as  we  will  prove,  not  applicable  to  the  food 
programs  as  they  do  exist  today.  These  assertions  aret 

1.  The  federal  food  programs  have  expanded  so  much  Jrhat 
EFMS  Is  no  longer  needed. 

2.  The  Emergency  Is  over, 

3.  The  new  Food  Stamp  Program  will  accomplish  what  EFMS 

V is  currently  doing. 
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We  can  deal  with  these  three  points  separately. 

1.  The  expansion  of  the  Federal  Food  programs  Is  hardly  adequate. 
Less  than  half  of  the  eligible  poor  people  are  currently  receiving 
food  assistance  benefits  and  over  30  million  people  (all  of  the 
poor)  are  In  need  of  assistance.  Currently  the  Food  Stamp 
program  serves  about  10  million  people  and  Donated  Conimodltles 
another  4 million.  This  approximate  total  of  14  million  compares 

with  the  total  of  approximately  28 'million  in  need  of  assistance.  As  will 

be  seen  when  we  deal  with  the  third,  point,  the  new  Food  Stamp 
regulations  will  tend  to  remove  people  from  eligibility  rather 
than  make  more  people  eligible. 

2.  We  cannot  consider  that  the  Emergency  Is  over  when  more  than 
50^  of  the  eligible  people  are  still  not  Included  In  the 
Federal  Pood  programs.  Furthermore,  the  EPMS  program  should  not 
be  thought  of  as  a disaster  relief  or  soup-kitchen  operation/ 

Its  purpose  has  always  been,  not  to  feed  the  hungry,  but  to  see 
to  it  that  they  are  fed  through  a variety  of  ways.  They  are 
still  not  being  fed. 

3.  And  finally,  the  assertion  that  the  Food  Stamp  Program  will 

accomplish  what  EFMS  is  currently  doing.  It  is  to  a great  extent  on 

this 'new  and  supposedly  expanded  and  improved  program  that  the  administration 

is  basing  its  rational  for  the  proposed  j^hase-out  of  the  EFMS  Program. 

The  administration  has  expected  that  the  new  Food  Stamp  amendments  will 
provide  for  large  increases  in  that  program  and  for  much-needed  reforms 
in  terms  of  transportation,  outreach,  eligibility,  and  certification. 

The  OEO  FY  1972  Justification  states  the  following  (p.  81): 
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^ 2 • -Ipril  30.  1071  the  WASHJXGTON  POST 


■Rules  Oil  Food  SianiBs 


: Adiiiiittedly  to  Cut  Rolls 


ByKlckKotz  i 

Wishlr.t'wra  VMt  SUtf  Writer 

The  A^Tlfulinre  Department 
has  pj-oposed  new  food  stomp 
regulations  tiiat  it  admits 
would  eliminate  benefits  for 


many  more  persons  eligible  in 
same  states. 

However,  Assistant  Agricul- 
ture Secretary  Richard  Lyng 
acknowledged  in  a statement 
yesterday  that  the  proposed 


m««.  .'ssisre' 

benefits  for  another  1,^50.000.  would  also  eliminate  eligibil- 
The  figures  were  disputed,  or  reduce  benefits  for 
however,  by  an  attorney  who  about  2.1  million  persons, 
specializes  in  food  stamp  law.  kyng  said  the  net  result  would 
He  told  a senate  committee  be  no  change  in  total  partici- 
yeslcrday  that  os  many  as4pation.. 

judUten-Bf  lOfe-wnaBion  rccipi-j  jn  effect,  the  regulaUons 
jWHild  lose  -part  or  sll  vvould  make  many  more  per- 
■ dheirlienutlfa.  sons  eligible  in  those  states, 

.SsB.  C-eorge  5«Covern  tD-  mosUy  in  the  South,  which 
SJ).),  chairnian  of  the  Senate  have  stringent  eligibility  re- 
Select  Committee  on  Nutri-  quirements,  but  would  cut  or 
tion,  said  the  proposed  regul a- 1 eliminate  benefits  to  many  in 
tions  are  “incredible  and  nut- 1 industrial  northern  and  west- 
rageous,”  and  clearly  subvertlern  states, 
the  will  of  Congress  which  I The  restrictive  features 
•was  to  iaero.m-.e  participatien'seem  designed  to  bring  the 
and  benefits  Ln  the  program,  jprogram  In  conformance  with 
McGovern  v.’ill  introduce  a the  administration's  more  con- 
Senute  rosohition  asking  a servative  w’elfarc  reform  bill, 
delay  of  the  ivfay  17  implemen-  A food  stamp  participant 
fation  date  for  tiie  regulations,  pays  up  to  30  per  cent  of  his 
The  Senate  resolution  would  income  for  stamps,  and  re 


not  have  the  force  of  law,  but 
Is  designed  politically  to  force 
a reconsideration  of  the  rules. 

The  regulations  are  in- 
tended to  impiement  the  1970 
Food  Stamp  Reform  Act, 
bailed  last  J.muary  by  Presi- 
dent Nixon  as  c.'cpanding  food 
benefits  to  meet  problems  of 
hunger  and  malnutrition  in 
America.  Chief  features  were 
free  food  sta.mps  for  the  very 
poor  and  national  eligibility 
standards  designed  to  replace 


ceives  stamps  of  greater  value 
redeemable  for  food  at  grocer- 
ies. For  example,  a family  of 
four  with  $200  monthly  in- 
come would  pay  $60  montly  to 
receive  $108  worth  of  stamps 

A family  of  four  with  less 
tlian  $360  monthly  income 
would  be  eligible.  With  less 
than  $30  monthly  family  in- 
come, the  stamps  would  be 
free. 

Ronald  F.  Poliak,  a re- 
jspected  constitutional  lawyer 


a patch  work  o.uilt  of  state  land  staff  attorney  for  the  Col- 
standards,  thereby  making  lumbia  University  Center 


Social  Welfare,  Policy  and 
Law,  analyzed  tjie  proposed 
regulations  for  the  Senate 
committee.  Among  his  points; 

• Most  welfare  families  In 
New  York,  New  Jersey  and 
Connecticut  would  have  ben- 
fits  reduced  to  a few  dollars, 
making  participation  of  doubt- 
ful benefit  Arthur  Schiff, 
director  of  the  New  York  City- 
food  stamp  program,  said  the 
regulations  would  increase  the 
cost  of  stamps  for  292,227  wel- 
fare families  or  cases  and  re- 
duce the  stamp  bonus  benefits 
for  239,016. 

• Almost  all  California  re- 
cipients of  welfare  aid  for  the 
elderly,  blind  and  totally  disa- 
bled would  be  entirely  elimi- 
nated from  participation  in 
the  food  stamp  program. 

• About  820,000  poor  per- 
sons would  be  eliminated  from 
ebgibility  because  they  share 
housing  with  a non-family 
member.  This  provision  of  the 
law  was  aimed  at  banning 
"hippies”  who  live  in  com-, 
munes,  but  Poliak  said  itf 
would  mostly  hurt  the  indi-j, 
gent  and  their  poor  friends  or  I j 
neighbors  who  provide  themjj 
housing. 

• Hundreds  of  thousands  of  I 
welfare  recipients,  in  such  di- 1, 4 
verse  states  as  California,  Col-  * 
orado,  Iowa,  Louisiana,  lilassa- 
chusetts,  Minnesota,  -Nevada, 
South  Carolina  and  Texas  w'ill 
lose  food  stamp  eligibility^ 
Previously,  all  welfare  recipi- 
ents were  eligible,  but  now 
welfare  families  are  permitted 
only  $1,500  in  maximum  re- 
sources, exclusive  of  homes  | 
and  autos.  Hardest  hit  would 
be  industrial  workers  now  laid 
off  who  still  have  some  money 
In  their  savings  accounts. 

An  administrative  night- 1 
mare  will  be  created,  contends  i 
Poliak,  as  welfare  recipients! 
have  to  qualify  all  over  again, 
for  food  stamp  participation.  ! 

Several  million  poor  willj 
be  eliminated  or  have  reduced  I 
benefits  because  of  new  defini-  j 
tions  of  what  constitutes  in-i 
come  in  determining  eligibil- 
ity. No  longer  exempted  as  in- 
come, as  in  HEWs  welfare ) 
programs,  are  scholarships,  ed-! 
ucational  loans,  veterans’  edu-  i 
cational  benefits  and  work-in-' 
centive  nayments  in  welfare 
rctraluing  programs. 

Poliak  also  criticized  the 
law’s  new  work*  requirement 
as  especially  harsh  because  It 
does  not  permit  a person  to  re- 
fuse an  offered  job  even  when 
he  can  conclusively  demon- 
strate that  the  work  will 
gravely  endanger  his  health 
and  safety.  If  a persson  re- 
fuses a job  at  a salary  of  at 
least  $1.30  an  hour,  his  entire 
family  can  be  cut  off  benefits. 
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The  new  Pood  Stamp  Act  contains  many  reforms  which  promise 
to  expand  the  nutrition  effort  still  more.  Among  the  most  useful 
of  these,  especially  in  view  of  OEO  participation,  arej  limited 
free  stamps;  partial  purchase  provision;  national  eligibility  . 
criteria;  "check  off"  purchase;  limited  self-certification;  60 
day  vesting  of  certification;  requirement  that  State  plans  provide 
for  outreach,  education,  and  assurances  that  all  eligible  families 
should  participate;  bonus  value  related  to  the  food  price  index,  and 
some  cost  sharing. 

The  effectiveness  of  these  reforms  depends  upon  how  they  are 
administered.  This  Administration  intends  to  construe  the  reforms 
b^Jradly  and  pursue  them  vigorously. 

In  the  light  of  the  above  quotes  from  OEO's  own  1972  Budget  Justification! 
we  would  like  to  have  the  ibilowlng  article  from  the  April  30th 
Washington  Post  submitted  record  and  would  like  to  cite  it  as 

contradictory  evidence.  The  rules  cited  in  this  article  hardly 
■ indicate  lelther  that  the  Administration  Intends  to  "construe  the 
reforms  broadly"  or  to  "pursue  them  vigorously." 

, . jPor  example,  the  new  Food  Stamp  Program  does  make  provision 
for  outreach.  The  statute  and  regulations  require  state  plans  which 
will  provide  for  "effective  action  ...  to  inform  low-income  house- 
holds,.,, etc,"  This  provision  permits  the  state  agencies  to  use 
the  services  provided  by  "other  federally-funded  agencies."  This 
reference  to"other  federally-funded  agencies"  which  will  assist  the 
states  in  out-reach  can  only  refer  to  two  other . government  programs  - 
i.e,  the  Nutrition  Aides  Program  of  the  Cooperative  Extension  Service 
of  USDA  and  the  EFMS  Program,  The  first  operates  in  only  one-half 
of  the  counties  of  the  nation  and  does  not  really  provide  outreach 
to  the  poor.  Rather,  this  program  concentrates  on  nutrition  education. 

The  other  reference  which  can  only  be  to  EFMS  is  obviously  ludlcrlous 
since  the  program,  by  the  administration's  proposals,  is  to  be 

terminated.  Finally,  the  outreach  program  is  very  likely  to  go 
unexecuted  if  left  up  to  the  states  since  they  must  pay  3/8ths  of 
the  cost.  It  is  a matter  of  universal  knowledge  that  states  do  not 
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have  significant  funds  available.  One  of  the  activities  of 

EFMS  has  been  that  of  providing  outreach,  transportation  and 

certification  assistance  for  persons  who  participate  In  the  Food 

Stamp  Program  or  the  Donated  Commodities  Program,  If  there  is 

no  effective  outreach  program,  then  there  Is  no  effective  assistance, 

since  this  Is  the  first  step  In  providing  the  needed  food.  Such 

legislative  reform  Is  hardly  being  pursued  "vigorously"  In  this 

area.  , , 

“^hat  about  the  adminL&tnatlon's  Intention  to  "construe  the 

reforms  broadly"?  AeeordlnE^  to  the  testimony  given  at  the  recent 

hearings  held  by  the  Senate  Select  Committee  on  Nutrition,  the 

new  regulations  would  not  Introduce  reform,  but  rather  repression, 

removing  from  the  roles  some  820,000  poor  people  because  they 

happen  to  share  housing  with  a non-family  members  (a  provision 

seemingly  aimed  at  "Hippies,"  but  hitting  as  well  at  many,  many 

poor) , numerous  other  poor  people  will  be  excluded  because  of  the 

regulations  on 

new  Income  eligibility  standards,  the/maximum  allowable  resources,  and 
the  definition  of  household.  These  restrictions  only  serve  to 
guarantee  that  the  poor,  once  again,  will  fall  through  the  bureacratic 
and  legislative  cracks  with  which  they  are  all  too  familar. 

Serious  consideration  must  be  given  to  both  continuing  and 
©xi>andlng  the  efms  Progran,until  It  Is  quite  clear  that  other  programs 
are  sufficient  and  operable  for  the  feeding  of  the  poor.  They  are 
currently  neither  sufficient  nor  effectively  operable.  The  EFMS 
Program  Is  different  from  other  government  programs.  It  is  more 
flexible  and  more  comprehensive  In  the  ways  In  which  the  monies 
can  be  used.  Many  of  the  agencies  receiving  EFMS  grants  are 
Community  Action  Agencies,  The  CAAs  analyze  the  local  hunger  problems 
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and  then  take  whatever  action  is  necessary  to  deal  with  the  problem. 
Activities  range  from  assisting  in  the  initiation  of  a school  lunch 
program,  to  providing  outreach,  transportation  and  certification  assistance, 
to  assisting  families  in  emergency  situations,  to  arranging  special 
feeding  programs  for  specially  vulnerable  groups  like  the  very  young 
ajid  the  elderly.  The  record  of  this  program  in  reaching  the  poor  is 
remarkable.  The  best  available  estimates  are  that  about  800,000  persons^ 
are  served  each  month  at  a cost  of  about  $6.00  a person. 

Therefore,  because  the  logic  for  discontinuing  the  funding  of 
EFMS  is  based  on  false  assumptions: 

1.  The  Federal  food  programs  have  not  expanded  to  the  point  where 
EFMS  is  no  longer  necessary. 

.2,  The  emergency,  as  long^  as  there  are  hungry  poor  people  in 
the  country,  is  not  over. 

3.  The  new  Food  Stamp  Programs  will,  not  accomplish  what  EFMS 
is  currently  doing. 

And  finally  because  none  of  the  other  gove.rnment  programs  have  the 
operational  flexibility  of  EFMS  and  can  therefore  not  replace  EFMS  in 
the  services  provided  given  their  current  regulations,  funding  levels, 
and  operational  restrictions,  because  of  all  these  points,  we  urge  you 
to  continue  and  to  expand  this  program.  Do  not  cut  it  off  while  all  these 
rules  and  regulations  are  still  being  worked  out  and  while  the  admin- 
istration's welfare  reform  programs  are  still  pending.  For,  to  tie  all 
other  social  programs  to  these  proposed  welfare  programs,  is  to  ilse  a kind 
of  legislative  black-mail  on  the  poor  and  the  hungry  of  th’s  country,  the 
group  ironically  enough  most  susceptible  to  and  helpless  before  such 
blackmail. 
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STATEMENT  OF  MRS.  PATRICIA  McLEAN,  DIRECTOR  OF  THE  DIVI- 
SION OF  DENTAL  HYGIENE,  COLUMBIA  UNIVERSITY  SCHOOL 
OF  DENTAL  AND  ORAL  SURGERY 

children’s  dental  health 

Senator  Magnuson.  Mrs.  McLean.  We  will  be  glad  to  hear  from 
you. 

Mrs.  McLean.  This  is  our  first  appearance  before  this  committee,  our 
first  appearance  before  any  congressional  committee,  although  we  have 
submitted  written  statements. 

My  name  is  Patricia  McLean,  Mr.  Chairman.  I am  director  of  the 
Division  of  Dental  Hygiene  at  the  School  of  Dental  and  Oral  Surgery 
at  Columbia  University, 

I am  also  a past  president  of  the  American  Dental  Hygienists’ 
Association. 

I appear  before  this  committee  on  behalf  of  the  members  of  the 
American  Dental  Hygienists  Association,  to  comment  on  fiscal  1972 
appropriations  of  interest  to  the  oral  health  of  the  public  and  to  our 
organization. 

I think  it  appropriate,  since  we  have  never  appeared  before  this 
committee,  that  you  understand  a little  of  our  function  and  our  educa- 
tional preparation. 

It  is  estimated  that  currently  there  are  about  18,000  dental  hygienists 
practicing  in  the  United  States  today,  an  average  of  about  1 for  every  6 
or  7 practicing  dentists. 

As  members  of  the  dental  health  team,  dental  hygienists  are  pri- 
marily concerned  with  services  that  prevent  oral  disease.  We  are  li- 
censed in  all  States  and  Puerto  Pico  to  provide  preventable  oral  health 
services  for  the  public.  We  are  also  the  only  licensed  auxiliary  on  the 
dental  team. 

The  services  that  we  provide  include  but  need  not  necessarily  be 
limited  to  ( 1 ) , the  removal  of  stain  and  hard  deposits,  to  assist  in  pre- 
venting periodontal  disease;  (2)  application  of  caries  preventive 
agents  to  reduce  dental  disease;  (3)  nutritional  counseling  to  assist 
in  oral  health;  (4)  patient  education  for  the  prevention  of  oral  dis- 
ease; (5)  retraining  of  undesirable  oral  musculature  patterns  to  pre- 
vent possible  malocclusions;  (6)  exposure  and  processing  of  radio- 
graphs to  assist  in  preventing  extensions  of  hard  and  soft  tissue  dam- 
age unseen  to  the  naked  eye;  (7)  observing,  interviewing  and  report- 
ing preliminary  medical  and  dental  history. 

These  are  a few  of  the  preventive  services  that  are  within  the  capa- 
bilities of  this  auxiliary  and  services  that  we  believe  could  greatly 
reduce  the  dental  decay  and  peridontal  disease  and  all  other  oral 
problems  presently  faced  by  the  Nation  today. 

Our  minimum  education  requirements  for  licensure  and  practice  are 
2 years  of  academic  college  level  study.  We  have  123  dental  hygiene 
education  programs  with  a total  of  enrolled  students  of  over  6,000. 
Thirteen  community  colleges  are  developing  programs  that  will  enroll 
students  in  1971.  Six  are  planned  to  open  in  1972,  and  three  in  1973. 
Thirteen  colleges,  mainly  university  dental  schools,  offer  bachelor’s 
degrees  in  dental  hygiene  education.  Six  offer  the  master’s  degree. 
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We  would  like  to  comment,  unless  you  have  questions  about  our 
services  and  our  educational  background,  on  the  appropriations  for 
this  year’s  health  bill. 

We  would  particularly  like  to  comment  on  the  Children’s  Dental 
Health  Act  of  1971. 

Senator  Magnuson.  Now,  Mrs.  McLean,  here  again  we  are  talking 
about  something — it  is  my  bill,  so  I know  something  about  it ; but  it  is 
something  that  is  just  in  committee.  I expect  they  are  going  to  pass  it 
out  of  the  Senate  committee  next  week.  We  testified  last  week.  But  by 
the  time  it  gets  to  the  fioor  and  gets  to  the  House  and  gets  to  the  con- 
ference, why,  this  appropriation  bill  will  have  been  enacted  for  some 
time. 

Now,  we  are  going  to  have  to  have  some  new  money  if  my  bill  passes. 
It  is  the  children’s  dental  bill.  It  has  wide  support.  Senator  Kennedy 
thought  he  could  get  it  out  of  committee  next  week. 

So,  when  we  get  our  supplemental  on  that  next  fall  we  will  start  to 
work  on  that  because  that  does  some  of  the  things  you  are  talking 
about.  But  you  have  an  interest  in  what  is  there  now  and  what  is  in 
this  budget. 

Mrs.  McLean.  There  is  no  indication  that  the  basic  improvement 
program  will  be  funded  in  fiscal  1972,  as  I understand  it.  Though  the 
program  has  generally  been  underfunded  since  its  inception,  it  never- 
theless has  been  a source  of  ongoing  support  for  allied  health  curricu- 
lum. Funds  available  have  been  used  to  support  faculty,  staff,  pur- 
chase equipment,  and  provide  minor  alteration  and  renovation  of 
educational  facilities. 

Unfortunately,  funding  has  not  kept  pace  with  the  annual  rate  of 
growth  of  the  allied  health  curriculum.  In  fiscal  1968  482  allied  health 
curriculums  shared  the  stipend  of  $9,750,000  in  the  basic  improvement 
grants.  In  fiscal  1970,  717  allied  health  curriculums  shared  an  even 
lesser  amount,  about  $9,701,000. 

Senator  Magnuson.  This  year’s  budget  only  suggests  $10  million. 

Mrs.  McLean.  Yes,  sir. 

In  fiscal  1971,  28  baccalaureate  dental  hygiene  programs  with  a total 
enrollment  of  1,158  students  received  $394,682. 

Sixty-three  associate  level  curriculums  with  a total  enrollment  of 
1,820  students  received  $682,450,  a drop  of  about  $100,000  from  1970. 

Our  association  believes  that  this  record  falls  far  short  of  an  appro- 
priate level  of  Federal  participation  in  allied  health  programs.  We 
urge  this  committee  to  recommend  at  a far  more  adequate  level  fund- 
ing of  the  basic  improvement  grant  section  of  the  Health  Training 
Improvement  Act  in  fiscal  1972.  Not  to  do  so,  in  our  estimation,  it 
seems,  would  curtail  needed  manpower  for  the  dental  profession. 

In  conclusion,  Mr.  Chairman,  throughout  the  State  and  within  the 
leadership  of  the  American  Dental  Hygienists  Association  it  is  appar- 
ent that  dental  hygienists  realize  that  they,  too,  have  some  responsi- 
bility for  the  delivery  of  dental  care. 

Dental  hygienists  are  assuming  a new^  active  role  in  addressing  the 
problems  that  have  existed  regarding  dental  hygiene  manpower  sup- 
ply, distribution  and  utilization.  We  are  anxious  to  do  all  that  w-e  can 
to  help  improve  the  oral  health  of  the  people. 
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In  this  regard,  we  believe  dental  hygiene  can  greatly  aid  dentistry  in 
reducing  the  incidence  of  oral  disease  from  which  at  least  95  percent 
of  the  population  suffers  at  the  present  time. 

A significant  poition  of  this  percentage  consists  of  needy  and  low- 
income  people  and  those  living  in  rural  isolated  aras. 

By  virtue  of  the  traditional  role  of  the  dental  hygienists  in  tlie  area 
of  preventive  oral  health  care,  consideration  should  be  given  to  extend- 
ing this  bill  as  a means  to  providing  more  preventive  oral  health  care 
to  these  groups  of  people.  Since  only  one-half  of  the  children  in  this 
Nation  under  15  years  of  age  receive  any  kind  of  dental  care,  it  would 
seem  that  we  could  do  a great  deal  more  if  funds  were  placed  on  preven- 
tion at  a very  earlv  level  such  as  you  have  suggested. 

One  of  these  affecting  the  oral  cavity  is  dental  caries.  It  is  estimated 
that  about  $2  billion  is  spent  annually  for  repairs  of  the  damage  result- 
ing from  tooth  decay.  We  have,  because  of  research  and  funding  for 
research,  mechanisms  now  for  preventing  or  at  least  reducing  by  60 
percent  the  number  of  dental  caries  found  in  the  oral  cavity.  We  are  not 
realizing  this  to  any  great  extent. 

We  have  fluoride  which  is  in  the  bill  and  should  be  considered. 

It  is  further  estimated  that  the  complete  repair  of  damage  caused  by 
dental  caries  nationwide  would  cost  about  $8  billion  more  than  is  now 
spent. 

Periodontal  disease  is  one  major  cause  of  loss  of  teeth  in  adulthood. 
The  result  of  task  studies  appearing  in  the  American  Dental  Associa- 
tion Dental  Health  Program  for  Children  indicated  that  gingivitis  or 
beginning  of  periodontal  disease  is  found  in  a major  portion  of  the 
child  population. 

From  the  standpoint  of  the  economy,  greater  focus  on  preventive 
care  and  employment  of  known  preventive  public  health  measure  are 
logical  and  sound,  especially  for  those  groups  who  do  not  have  ready 
access  to  care  or  cannot  afford  it. 

Toward  this  end,  the  function  of  the  hygienist  would  prove  most  use- 
ful  as  most  preventive  procedures  are  already  within  the  scope  of 
dental  hygiene  practice. 

Mr.  Chairman,  we  believe  that  we  can  contribute  to  dentistry’s  efforts 
to  meet  the  ever-increasing  demand  for  dental  care.  We  need  the  sup- 
port and  the  help  of  this  committee  and  of  Congress  in  order  to  provide 
an  increased  number  of  competent,  well-qualified  dental  hygienists  who 
are  prepared  to  function  within  relatively  new  and  unexplored  patterns 
of  rural  health  care  delivery  as  well  as  to  meet  traditional  needs. 

PREPARED  STATEMENT 

We  will  be  pleased  to  answer  any  questions  that  the  committee  might 
have  at  this  time,  Mr.  Chairman. 

(The  statement  follows :) 
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My  name  is  Mrs.  Patricia  McLean,  I am  the  director  of  the 
Division  of  Dental  Hygiene  at  the  Columbia  University  School  of 
Dental  and  Oral  Surgery  and  I am  a past  president  of  the  American 
Dental  Hygienists'  Association.  I appear  before  this  committee 
today  in  behalf  of  the  members  of  that  organization. 

CHILDREN'S  DENTAL  HEALTH 

At  the  start,  the  American  Dental  Hygienists’  Association  wishes 
to  acknowledge  the  attention  directed  to  dental  health  by  the 
chairman  of  this  subcommittee.  The  "Children's  Dental  Health  Act 
of  1971,  " Senate  bill  1874,  has  special  significance  to  us  in  that 
the  early  dental  hygiene  practitioners  functioned  primarily  to 
improve  the  dental  health  of  children  by  providing  - preventive 
and  educational  services  in  the  public  schools  of  Bridgeport, 
Connecticut.  Today,  though  most  dental  hygienists  in  the  country 
are  employed  in  dental  offices,  several  states  are  endeavoring  to 
maintain  the  school  dental  health  program,  utilizing  the  skills 
and  services  of  dental  hygienists. 

The  American  Dental  Hygienists'  Association  vigorously  endorses 
this  specific  legislative  authority  for  dental  health  and 
commends  the  chairman  for  recognizing  the  need  for  such.  We 
earnestly  hope  this  initiative  will  win  the  support  of  the  Congress, 
appropriate  federal  agencies,  and  the  public  at  large  because  it 
addresses  the  major  problems  associated  with  dental  disease 
in  this  country,  problems  which  have  been  identified  repeatedly 
by  the  American  Dental  Association  and  the  American  Association 
of  Dental  Schools  before  congressional  committees. 

We  are  aware  of  this  committee ' s previous  support  for  the  imple- 
mentation of  pilot  dental  care  projects  for  needy  children  as 
recommended  by  the  American  Dental  Association  and  are  certain 
the  efforts  of  the  committee  greatly  enhanced  the  reality  of  the 
few  projects  that  currently  are  underway.  We  believe,  however. 
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that  the  existence  of  an  independent  statute  containing 
appropriate  funding  levels  on  a five-year  graduated  basis,  as 
set  forth  in  S.  1874,  will  give  far  greater  impetus  to  efforts 
to  provide  comprehensive  dental  health  care  and  services  to  pre- 
school and  school  age  children  from  low-income  families  or  to 
those  children  who  are  unable  to  obtain  such  care.  We  are 
especially  pleased  to  note  the  inclusion  in  S.  1874  of  preventive 
services,  including  dental  health  education,  and  treatment  as  part 
of  a comprehensive  program  to  elevate  the  dental  health  status 
of  these  children. 

Other  features  of  S.  1874  also  are  highly  desirable,  such  as  the 
Federal  grant  program  to  assist  in  fluoridation  of  community  or 
public  elementary  or  secondary  school  water  supplies  and  a 
specific  grant  authority  to  assist  institutions  in  carrying  out 
programs  to  educate  and  train  dental  axixiliaries . In  this  regard, 
the  availability  of  a substantially  broader  level  of  Federal 
support  would  greatly  aid  in  narrowing  the  gap  between  the  supply 
and  demand  for  competent,  well-qualified  dental  auxiliaries  in 
terms  of  both  existing  and  projected  shortages. 

Along  these  lines,  we  are  equally  interested  in  aspects  of  exist- 
ing and  proposed  federal  legislation  that  would  support  expanded 
utilization  of  dental  auxiliaries.  Recognizing  the  value  of 
effective  dental  a\axiliary  utilization  to  the  practicing  dentist, 
the  American  Dental  Hygienists'  Association  has  encouraged  curric- 
ulum change  in  schools  of  dental  education  to  include  a program 
designed  to  educate  dental  students  in  effective  utilization  of  d 
dental  hygienists.  We,  therefore,  strongly  support  the  develop- 
ment of  dental  team  management  programs  which  include  experience 
in  utilizing  dental  hygienists  who  perform  both  traditional  and 
expanded  duties.  In  our  view,  the  availability  of  project  funds 
at  the  levels  indicated  in  S.  1874  would  best  achieve  the  objectives 
of  more  efficient,  effective  dental  auxiliary  utilization  in  order 
to  increase  the  delivery  of  dental  care  and  services  to  a greater 
segment  of  the  population  then  previously  has  had  access  to  such 
care. 

As  this  is  the  first  time  our  Association  has  appeared  before  this 
committee,  it  is  appropriate  to  provide  a brief  description  of 
the  function  and  educational  preparation  of  dental  hygienists. 

BASIC  FUNCTION  OF  DENTAL  HYGIENISTS 

It  is  estimated  that  currently  there  are  about  18,000  dental 
hygienists  in  practice  in  the  United  States,  an  average  of  about 
one  for  every  six  or  seven  practicing  dentists. 
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As  members  of  the  denial  health  team,  dental  hygienists  are 
primarily  dental  health  educators  for  individuals  and  groups. 

The  role  of  the  dental  hygienist  is  in  the  area  of  prevention  of 
oral  disease. 

Dental  hygienists  are  licensed  in  all  states  and  Puerto  Rico 
to  perform  specific  intra-oral  procedures  which  are  directed 
toward  preventing  disease.  Clinical  dental  hygiene  procedures 
includes  removing  deposits  and  stains  from  teeth;performing 
clinical  examination  of  teeth  and  surrounding  tissues  for  diag- 
nosis by  the  dentist;  applying  prescribed  medicaments  to  teeth  for 
prevention  of  dental  decay;  and  preparing  clinical  and  laboratory 
diagnostic  tests  for  interpretation  by  the  dentist.  Other 
clinical  services  includes  taking  and  recording  medical  and 
dental  histories;  providing  oral  health  instruction  to  patients; 
exposing  and  processing  dental  x-ray  films;  and  maintaining 
patient  records. 

Currently  the  denal  practice  acts  in  at  least  20  states  have  been 
revised  to  provide  for  the  delegation  of  additional  respons- 
ibilities to  dental  axaxiliaries. 

EDUCATIONAL  PREPARATION  OF  DENTAL  HYGIENISTS 

Minimum  education  required  for  dental  hygiene  licensure  and  pract- 
ice is  completion  of  two  academic  years  of  college  study  in  an 
accredited  dental  hygiene  program.  The  associate  of  arts  curric- 
ulum prepares  the  dental  hygienist  for  practice  in  dental 
offices  and  other  clinical  settings.  Basic  dental  hygiene 
education  is  also  offered  in  bachelor's  degree  programs.  Some 
four-year  colleges  and  universities  offer  bachelor's  curriculums 
for  graduates  of  the  associate  of  arts  programs,  and  master's 
degree  curriculums  for  dental  hygienists  who  have  earned  a 
bachelor's  degree.  The  baccalaureate  or  higher  degree  programs 
enable  dental  hygiene  to  develop  appropriate  research  programs 
and  better  serve  the  public  in  education  and  dental  pxiblic  health. 

Currently  there  are  123  total  operational  dental  hygiene  education 
programs  with  a total  enrollment  exceeding  6,000  students. 

Thirteen  developing  programs  plan  to  enroll  first  year  students 
in  1971,  six  are  planned  to  begin  in  1972,  and  three  in  1973. 

Thirty  dental  hygiene  education  programs  offer  bachelor  degrees 
and  six  have  master  degree  programs  available.  The  remaining 
programs  offer  associate  degrees  or  certificates  for  successful 
completion  of  the  program. 

The  American  Dental  Hygienists'  Association  recognizes  the  continu- 
ing demand  for  clinical  dental  hygiene  practitioners  and  is  en- 
couraged by  the  annual  growth  in  numbers  of  associate  of  arts 
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dental  hygiene  education  programs  and  graduates. 

The  Association  also  recognizes  the  growing  need  for  dental 
hygienists  who  are  qualified  for  practice  in  public  health 
programs,  educational  institutions,  hospitals,  or  dental 
specialty  offices.  A great  need  exists  for  faculty  and  adminis- 
trators in  dental  hygiene  education.  For  these  reasons,  the 
Association  has  encouraged  the  development  of  baccalaureate  and 
higher  degree  programs  which  provide  adequate  preparation  in  these 
specific  areas  of  dentd.  hygiene. 

FUNDING  FOR  ALLIED  HEALTH  PROFESSIONS  EDUCATION 


Dental  hygiene  education  has  received  support  through  the  basic 
improvement  and  traineeships  for  advanced  training  programs  of  the 
allied  health  professions  personnel  training  authority  since  its 
inception.  Having  participated  in  hearings  last  year,  on  a joint 
basis  with  the  American  Dental  Association,  hhe  American  Assoc- 
iation of  Dental  Schools  and  the  American  Dental  Assistants' 
Aissociation,  on  proposals  to  extend  and  improve  allied  health 
legislation,  our  Association  has  great  interest  in  adequate 
funding  of  programs  authorized  by  the  Health  Training  Improvement 
Act  of  1970. 

This  committee  is  well  aware  of  the  fact  that  provision  of  highly 
skilled  health  care  personnel  continues  to  be  one  of  the  top 
national  health  priorities.  Within  the  broad  scope  of  health 
manpower  needs,  national  spokesmen  recognize  the  value  and 
practicality  of  increasing  the  supply  and  utilization  of  allied 
health  professions  personnel.  In  addition  to  identifying  needs 
for  physicians  and  dentists,  the  report  of  the  Carnegie  Commission 
on  "Higher  Education  and  the  Nation's  Health ; Policies  for 
Medical  and  Dental  Education"  states s 

primary  emphasis  should  be  placed  on  increasing  the 
supply  of  allied  health  personnel ...  These  personnel 
can  be  trained  more  quickly  and  less  expensively  than 
doctors  and  dentists,  and  their  availability  will  make 
possible  the  better  use  of  the  time  and  skill  of  doctors 
and  dentists. 

Testifying  before  the  Senate  Labor  and  Public  Welfare  Committee 
in  May  1970,  Assistant  Secretary  of  HEW,  Dr.  Roger  Egeberg, 
stated: 
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Efforts  to  increase  medical,  dental  and  nursing  manpower 
h-ave  received  major  attention  for -a  number  of  years.  Relative 
ly  little  attention,  however,  has  been  given  until 
recently  to  the  essential  contributions  of  allied  health 
personnel  to  the  provision  of  modern  health  services. 

Their  effectiveness  is  already  clearly  demonstrated  in 
many  settings  where  health  care  is  provided.  Improve- 
ment in  the  utilization  of  health  manpower  can  be  effected 
through  greater  use  of  capable  supportive  personnel 
in  the  delivery  of  vitally  needed  health  services.  This 
is  now  done  to  only  a very  limited  extent  in  the  American 
health  care  system. 

More  general  use  of  the  allied  health  manpower  in 
this  country  requires  effective  utilization  of  our 
present  training  capacities  and  experimentation 
and  development  of  new  and  improved  ways  of  train- 
ing and  increasing  the  effective  use  of  allied  health 
personnel . 

President  Nixon  stated  in  his  Health  Message  to  the  Congress  this 
year  s 

One  of  the  most  promising  ways  to  expand  the  supply 
of  medical  care  and  to  reduce  the  costs  is  through 
a greater  use  of  allied  health  personnel,  especially 
those  who  work  as  physicians'  and  dentists'  assistants, 
nurse  pediatric  practitioners  and  nurse  midwives. 

Though  increases  for  the  allied  health  programs  are  indicated 
in  the  fiscal  1972  budget  estimate,  it  would  s^em  that  such 
high  levels  of  interest  in  allied  health  manpower  development 
and  utilization  would  be  reflected  by  a more  appropriate  level 
of  federal  participation.  The  budget  request  hardly  makes  such 
a reflection : only  about  1/20  of  the  health  manpower  budget 
authority  is  earmarked  for  this  activity. 

The  American  Dental  Hygienists'  Association  believes  that  pro- 
visions contained  in  the  Health  Training  Improvement  Act  of  1970, 
the  principal  federal  program  for  the  education  of  allied  health 
personnel,  should  be  funded  at  more  realistic  levels.  The  appropri 
ation  should  at  least  approach  more  nearly  those  levels  authorized 
by  the  law  and  should  include  funding  for  each  section  of  the  law. 

As  it  is,  the  fiscal  1972  budget  request  indicates  that  the  special 
improvement  grants,  the  special  project  grants  and  contracts,  and 
the  professional  traineeship  programs  will  be  funded.  No  support 
is  indicated  for  construction,  basic  improvement  or  for  the 
new"f inancial  assistance  for  students"  section  of  the  law,  con- 
sisting of  scholarships,  work-study,  and  loan  programs. 
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student  Assistance;  The  financial  aid  program  for  allied  health 
students  was  designed  to  provide  assistance  to  individuals  of 
exceptional  financial  need  who  require  such  assistance  in  order  to 
pursue  a course  of  study.  .Existing  federal  student  financial  aid 
mechanisms  fall  short  of  meeting  the  needs  of  allied  health  pro- 
fessions students.  Given  the  specific  assistance  programs  for 
students  of  medicine,  dentistry,  and  related  health  professions, 
and  for  students  of  nursing,  if  we  are  to  encourage  qualified 
young  people  with  exceptional  financial  need  to  undertake  edu- 
cation for  the  allied  health  professions,  then  we  must  construct 
a student  aid  mechanism  that  will  promote  the  entry  of  these  in- 
dividuals into  educational  programs  at  the  basic  professional  pre- 
paration level  and  important;2:y,  into  advanced  allied  health 
education  and  training  programs  as  well. 

Institutional  Support;  The  fiscal  1972  budget  estimate  indicates 
that  "special  improvement  grants  will  be  made  to  allied  health 
training  centers  offering  the  greatest  comparative  potential  for 
expansion  of  allied  health  manpower  output  through  enrollment 
increases  in  established  curriculums,  planning  and  establishing 
new  programs,  shortening  curriculums,  and  developing  coordinated 
programs  to  conserve  faculty  and  facilities.  The  1972  program 
represents  a shift  from  the  formula  grant  to  the  project  grant 
mechanism  and  will  allow  concentration  of  resources  in  high  prior- 
ity areas  while  providing  continuity  of  support  to  schools  pre- 
viously receiving  entitlement  finds." 

There  is  no  apparent  indication  that  the  basic  improvement  grant 
program  will  be  funded.  Though  the  program  generally  has  been 
under- funded  since  its  inception,  it  nevertheless  has  been  a 
source  of  ongoing  support  for  allied  health  curriculums.  Funds 
available  have  been  utilized  to  support  teaching  faculty,  purchase 
equipment,  and  for  salaries  for  supporting  staff  and  alteration 
and  renovation  of  teaching  space. 

Unfortunately,  the  funds  available  have  not  kept  pace  with  the 
annual  rate  of  growth  of  allied  health  curriculums.  In  fiscal 
year  1968,  482  allied  health  curriculums  shared  $9,750,000  in 
basic  improvement  grant  support;  of  that  number  360  were  bacca- 
laureate or  higher  degree  curriculums  and  122  were  associate  of 
arts  or  equivalent  degree  curriculums,  19  baccalaureate  level 
dental  hygiene  curriculums  received  4.8  percent  of  the  total  funds 
awarded  and  34  associate  level  curriculums  received  about  7,0 
percent. 

By  comparison,  in  fiscal  year  1970,  a total  of  717  allied  health 
curriculums  shared  even  a lesser  amount  of  available  federal 
funds- about  $9,701,000.  Out  of  469  baccalaureate  curriculums. 


2863 


22  dental  hygiene  programs  received  nearly  $348,000,  about  2 
percent  of  the  total  funds  awarded.  And  out  of  248  associate  of 
arts  level  curriculums,  59  dental  hygiene  programs  received 
$790,880,  about  3 percent  of  available  funds,  reflecting  a sharp 
drop  from  previous  percentage  levels. 

In  fiscal  1970,  29  dental  assistant  programs  received  support  in 
the  amount  of  $298,971  and  16  dental  laboratory  technician 
programs  received  $141,379,  The  combined  total  basic  improvement 
grant  funds  awarded  to  all  dental  auxiliary  education  programs 
was  slightly  over  $1.5  million. 

Continuing  growth  in  enrollment  and  curriculums  was  apparent  in 
the  fiscal  1971  program,  with  805  allied  health  curriculums  shar- 
ing the  same  amount  of  available  federal  support  as  in  tie  previous 

year $9,701,000.  Despite  growth  in  the  numbers  of  curriculums, 

the  combined  total  '.amount  of  funds  awarded  to  dental  auxiliary 
programs  was  even  less  than  the  year  before.  It  is  unclear  to  us 
why  growth  must  be  so  penalized. 

Our  Association  believes  that  this  record  falls  far  short  of  an 
appropriate  level  of  Federal  participation  in  the  allied  health 
program.  We  urge  this  committee  to  recommend  funding  of  the  basic 
improvement  grant  section  of  the  Health  Training  Improvement  Act 
in  fiscal  1972  and  at  a far  more  adequate  level  in  order  to 
accommodate  the  rapid  growth  in  the  numbers  of  eligible  allied 
health  curriculums  and  also  to  provide  a dependable  and  regular 
source  of  financial  assistance  for  allied  health  education.  The 
amount  authorized  by  the  law  is  $15  million.  We  believe  this 
amount  should  be  appropriated. 

The  other  aspect  of  institutional  support  for  allied  health 
is  the  special  improvement  grant  section  of  the  law.  Special 
improvement  grants,  on  a competitive  basis,  to  training  centers 
to  assist  in  projects  for  the  provision,  maintenance,  or  improve- 
ment of  the  specialized  functions  which  they  serve,  in  addition 
to  basic  improvement  support,  should  enable  institutions  to 
develop  the  resources  needed  in  order  to  undertake  innovative 
programs  in  high  priority  areas  as  described  in  the  special  project 
section  of  the  law.  Regarding  the  latter,  we  are  aware  of  the* 
increasing  desire  of  dental  hygiene  education  programs  to  partici- 
pate in  the  special  project  aspect  of  the  law  and  are  pleased 
that  at  least  two  applications  have  been  approved  and  will  be 
funded. 
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FUNDING  FOR  HEALTH  MANPOWER 

The  American  Dental  Association  and  the  American  Association  of 
Dental  Schools  have  testified  recently  before  congressional 
committees  on  proposals  to  extend  the  Health  Manpower  Act  of  1968. 
These  two  organizations  have  identified  the  existing  fiscal  crisis 
with  which  so  many  of  the  nation's  dental  schools  are  faced. 

They  have  suggested  how  current  and  anticipated  difficulties 
could  be  alleviated  by  an  increased  level  of  federal  assistance 
in  four  broad  categories;  basic  institutional  grants;  special 
project  funds;  construction  grants;  and  student  support.  Although 
basic  education  of  dental  hygienists  is  not  assisted  directly  by 
the  health  professions  educational  assistance  programs,  the  experi- 
ence in  dental  education  under  these  programs  certainly  is  related 
and  is  of  great  interest  tonus. 

Out  of  123  dental  hygiene  education  programs  currently  in  operation, 
32  of  these  are  situated  in  the  dental  school  setting.  Two  more 
programs  are  planned  to  begin  operations  in  dental  school  settings 
in  the  fall  of  1971.  Of  specific  interest  at  this  time  is  that 
component  of  dental  education  designed  to  teach  students  how  to 
utilize  dental  auxiliaries  in  the  delivery  of  dental  health  care 
and  services,  as  well  as  growing  interest  within  several  dental 
institutions  to  undertake  experimental  programs  designed  to  deter- 
mine the  feasibility  of  expanding  the  functions  of  dental  hygienists. 
Frequently,  if  not  consistently,  financial  .limitations  and  lack 
of  adequate  facility  and  faculty  resources  preclude  the  develop- 
ment of  these  innovative  programs. 

The  proposals  before  the  Congress  in  support  of  health  profess- 
ions education  provide  special  project  grants  for  the  develop- 
ment of  training  programs  for  new  levels  or  types  of  health 
professions  personnel  and  for  teaching  students  the  use  of  the 
team  approach  to  the  delivery  of  health  services. 

In  view  of  the  increasing  attention  being  '-given  by  members  of  the 
dental  profession  to  the  need  to  revise  and  increase  the  role  of 
dental  hygienists  and  dental  assistants  in  the  delivery  of  dental 
care,  our  Association  urges  favorable  consideration  of  all  aspects 
of  the  federally  supported  program  which  would  assist  dental 
schools  in  attaining  the  needed  resources  for  development  of  these 
special  programs. 
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CONCLUSION 

Mr.  Chairman,  throughout  the  states  and  within  the  leader- 
ship of  the  American  Dental  Hygienists’  Association,  it  is 
apparent  that  dental  hygienists  realize  that  they,  too,  have 
some  responsibility  for  the  delivery  of  dental  care.  Dental 
hygienists  are  assxoming  a new  active  role  in  addressing  the  pro- 
blems that  have  existed  regarding  dental  hygiene  manpower  supply, 
distribution  and  utilization. 

In  this  regard,  we  believe  dental  hygiene  can  greatly  aid  dentistry 
in  reducing  the  incidence  of  oral  disease  which  at  least  95 
percent  of  the  population  suffers  at  the  present  time.  A sig- 
nificant portion  of  this  percentage  consists  of  needy  and  low- 
income  people,  .and  those  living  in  rural  and  isolated  areas. 

By  virtue  of  the  traditional  role  of  the  dental  hygienist  in  the 
area  of  preventive  dental  care  and  dental  health  education,  con- 
sideration could  be  given  to  extending  this  role  as  a means 
to  provide  more  preventive  dental  care  to  these  groups  of  people. 

One  disease  affecting  the  oral  cavity  is  dental  caries.  It  is 
estimated  that  about  $2  billion  is  spent  annually  for  repairs  of 
damage  resulting  from  tooth  decay.  It  is  further  estimated  that 
complete  repair  of  damage  caused  by  dental  ‘caries  nationwide 
would  cost  about  $8  billion  more  than  is  now  spent. 

Periodontal  disease  is  a major  cause  of  loss  of  teeth  in  adulthood. 
The  result  of  task  studies  appearing  in  the  American  Dental  Associ- 
ation Dental  Health  Program  For  Children  indicated  that  "gingi- 
vitis occurs  in  a major  portion  of  the  child  population, " a 
condition  which  can  lead  to  progressive  periodontal  disease  and 
subsequent  loss  of  teeth. 

From  the  standpoint  of  economy,  greater  focus  on  preventive  care 
and  employment  of  known  preventive  public  health  measures  are 
logical  and  sound,  especially  for  those  groups  who  do  not  have 
ready  access  to  care  or  who  cannot  afford  it.  Toward  this  end, 
the  function  of  the  dental  hygienist  should  prove  most  useful  as 
most  preventive  procedures  already  are  within  the  scope  of  dental 
hygiene  practice. 

Mr.  Chairman,  we  believe  that  we  can  contribute  to  dentistry's 
efforts  to  meet  the  ever  increasing  demands  for  dental  care. 
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We  need  the  support  and  -help  of  this  committee  and  of  the 
Congress  in  order  to  provide  an  increased  number  of  competent, 
well-qualified  dental  hygienists  who  are  prepared  to  function 
within  relatively  new  and  unexplored  patterns  of  oral  health 
care  delivery  as  well  as  to  meet  traditional  needs . 

Mr.  Chairman,  this  concludes  our  statement  of  views  for  consider- 
ation by  the  committee.  We  will  be  pleased  to  answer  any 
questions  the  members  of  the  committee  might  have  at  this  time. 
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VOCATIONAL  EDUCATION 

Senator  Magnuson.  We  thank  you  for  your  statement. 

Of  course,  the  chaiiTnan  heartily  agrees  with  you.  You  cannot  only 
contribute  but  you  have  to  contribute  or  we  are  never  going  to  catch 
up  with  this. 

N-ow,  I was  interested  in  the  part  of  your  statement  that  some  of  the 
community  colleges  or  junior  colleges  are  thinking  about  courses  in 
this  field.  Now,  we  have  a large  amount  for  vocational  education  in 
the  education  budget.  We  have  increased  that  considerably  over  the 
years.  We  have  always  been  above  the  budget.  We  always  have  an 
argument  about  it  downtown  regardless  of  who  has  been  President. 

This  could  be  one  of  the  things,  I think  we  ought  to  find  out 
whether  or  not  in  a community  college  under  health  manpower  you 
could  do  some  work  in  traineeships  in  a community  college,  because 
you  are  apt  to  get  more  of  a pool  of  people  in  those  places  than  in  a 
university. 

Mrs.  McLean.  On  the  other  hand,  we  need  administrators  and 
teachers. 

Senator  Magnuson.  You  need  that,  too. 

Mrs.  McLean.  Working  in  the  colleges. 

Senator  Magnuson.  You  need  that,  too. 

I think  a great  deal  of  emphasis  should  be  placed  on  what  we  call 
community  colleges  in  my  State.  That  kind  of  program  fits  right  in 
with  what  we  are  talking  about  in  the  whole  field  of  vocational  educa- 
tion. 

You  are  quite  right,  the  figures  I gave  the  Senate  Committee  last 
Monday,  I think  it  Avas,  Avere  just  startling.  You  said  95  percent.  I 
got  98. 1 don’t  know  whether  I am  right  or  Avrong. 

Mrs.  McLean.  Well,  it  is  at  least  95 

Senator  Magnuson.  The  few  youngsters — of  course,  this  will  vary 
as  to  areas  and  in  loAv-income  groups  it  Avmuld  be  higher  than  the  na- 
tional average  but  the  number  of  youngsters  that  never  see  a dentist  is 
just  amazing.  The  little  things  that  a dental  assistant  could  do  could 
prevent  him  from  having  a lot  of  trouble. 

Like  me  this  morning.  I had  to  go  to  the  dentist.  I just  had  them 
cleaned  but  it  took  a long  time,  and  it  didn’t  require  a dentist. 

Mrs.  McLean.  That  is  within  the  scope  of  the  dental  hygienists. 

Senator  Magnuson.  These  are  things  that  Ave  have  to  consider  as 
we’re  just  as  short  of  dentists  as  Ave  are  of  doctors.  We  are  not  going  to 
catch  up;  there  just  aren’t  the  facilities  available  to  catch  up.  We 
may  have  goals,  adding  so  many  more  in  a dental  school,  but  they  can’t 
take  them  all  they  don’t  have  the  facilities  and  they  are  in  trouble. 

So,  you  are  just  going  to  have  to  shift  this  Avork,  some  of  the  Avork 
that  can  be  done  Avell  and  efficiently  by  Avhat  you  are  talking  about. 
There  is  no  reason  Avhy  that  dentist  should  have  spent  an  hour  Avith  me 
this  morning  cleaning  my  teeth.  He  had  more  important  things  to  do, 
I am  sure.  There  is  no  reason  for  that.  There  are  many  other  things 
that  you  knoAv  so  Avell  that  can  be  done.  But  you  have  to  have  some 
training.  You  just  can’t  put  a girl,  who  starts  out  with  no  training, 
on  dental  work.  It  takes  some  time  to  get  up  to  that  point  but  if 
they  get  trained  they  can  come  in  and  do  these  things. 

I think  in  the  allied  health,  $10  million  is  so  meager  that  you  can’t 
believe  it. 


63-792  O— 71— pt.  4 38 


2868 


Now,  on  traineeships,  there  was  $3.5  last  year.  The  budget  only 
suggests  the  same  now.  There  should  be  more  of  that. 

Educational  grants  and  contracts  and  direct  operations,  tliey  did 
suggest  almost  tripling  that,  from  $5.89  million  to  $16.9  million,  but 
that  may  involve  other  changes  they  proposed. 

So  there  is  some  hope  we  are  getting  down  there. 

Thank  you  very  much. 

Mrs.  McLean.  Thank  you,  Mr.  Chairman. 

STATEMENT  OF  PETER  J.  SALMON,  LL.D.,  ADMINISTRATIVE  VICE 
PRESIDENT,  THE  INDUSTRIAL  HOME  FOR  THE  BLIND;  AND 
DIRECTOR,  NATIONAL  CENTER  FOR  DEAF-BLIND  YOUTHS 
AND  ADULTS,  NEW  YORK 

REHABILITATION  SERVICE  : DEAF-BLIND  YOUTHS  AND  ADULTS 

Senator  Magnuson.  Next  on  the  list  is  Mr.  Peter  Salmon,  National 
Center  for  Deaf-Blind  Youths  and  Adults  of  New  York. 

Mr.  Salmon.  That  is  right. 

Senator  Magnuson.  This  is  rehabilitation  service ; is  that  right  ? 

Mr.  Salmon.  Yes ; a special  center. 

Good  morning,  Mr.  Chairman.  I am  identified  on  the  front  page. 

Senator  Magnuson.  We  will  put  the  whole  statement  in  the  record. 

Mr.  Salmon.  I would  like  to  file  this  for  the  record. 

I will  just  cover  a few  points  because  actually  we  are  talking  here 
of  one  single  line  item  in  the  budget  but  a very  important  one  for 
deaf-blind  youths  and  adults. 

For  your  remembrance  rather  than  for  information,  we  have  a 
program  under  the  Office  of  Education  for  deaf-blind  children.  You 
have  already  funded  that.  I work  very  closely  with  them.  So,  we  are 
all  very  grateful  to  you  and  to  the  Congress. 

I might  say  that  the  fact  of  having  these  two  federally  funded 

Senator  Magnuson.  We  have  funded  Gallaudet  and  the  one  in 
Rochester — ^the  new  one  that  they  are  building. 

Mr.  Salmon.  Yes,  sir ; and  then  the  Office  of  Education’s  Bureau  of 
Handicapped  Children. 

Senator  Magnuson.  Yes;  they  have  some  funds. 

Mr.  Salmon.  They  have  this  program  for  deaf-blind  children  for 
training  and  education. 

This  program  in  the  Office  of  Education  and  the  National  Center 
which  I am  representing  this  morning 

Senator  Magnuson.  Well,  let  us  get  down  to  brass  tacks. 

You  got  $3  million  in  1971.  The  budget  only  recommended  six  hmi- 
dred  or  a minus  two  five. 

Mr.  Salmon.  Yes ; the  budget  recommended  a program  of  $600,000 
and  then  your  current  budget,  the  recommendation  still  is  for  $600,000. 

I would  like  to  point  out,  Mr.  Chairman,  that  the  money  you  appro- 
priate to  us  now  will  become  available  to  us  on  January  24,  1972,  for 
the  ensuing  year. 

When  we  first  projected  this  program,  we  estimated  that  by  that 
time  we  would  need  $750,000.  We  are  up  to  the  point  now  where  we 
have  had  2 years’  experience  and  we  are  starting  the  third  year  and  a 
closer  estimate  now  would  be  that  we  need  $700,000  in  order  to  main- 
tain the  momentum  that  we  have  gained  in  recruiting  staff,  developing 
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training  staff,  because  in  this  field  there  was  practically  no  staff  what- 
ever to  train  in  the  field  of  deaf-blindness. 

So,  we  are  hoping  that  you  will  give  consideration  to  our  request,  the 
$700,000. 

Senator  Magnuson.  Instead  of  $600,000. 

Mr.  Salmon.  Instead  of  $600,000. 

Senator  Magnuson.  You  got  the  $2.5  million  in  the  committee. 

Mr.  Salmon.  We  got  the  $2.5  million. 

Senator  Magnuson.  Committed. 

Mr.  Salmon.  Yes;  it  is  committed. 

Senator  Magnuson.  Which  comes  out  of  the  1971  budget. 

Mr.  Salmon.  That  is  right. 

Along  that  line,  I would  like  to  point  out  that  on  February  22  of 
this  year  we  received  a commitment  of  this  money  from  Commissioner 
Twinane  and  we  have  already  received  the  funds.  At  the  same  time, 
we  received  a grant  of  25  acres  of  land  at  Sands  Point,  Long  Island. 

Senator  Magnuson.  Surplus  Navy. 

Mr.  Salmon.  Surplus  Navy  property ; yes.  And  a beautiful  situation. 
It  will  be  an  area  that  will  comprise  a park  of  over  200  acres.  We  will 
have  the  only  facility  in  there  which  will  permit  deaf-blind  people 
to  have  not  only  their  own  25  acres  but  to  have  the  advantage  of  being 
out  in  the  air  and  having  recreation,  sports  and  all  kinds  of  things  that 
we  can  develop  for  them. 

We  are  at  the  point  now-,  in  view  of  the  fact  that  we  got  this  acreage, 
where  we  have  had  applications  from  some  27  architects.  We  have  re- 
duced it  down  to  eight  with  the  cooperatiton  of  the  regional  en- 
gineer, region  II  in  New  York  City,  and  next  week  we  are  beginning 
to  interview  the  four  that  we  have  selected. 

Our  next  step  will  be  to  appoint  the  architect  and  then  to  develop 
the  final  plans.  We  have  some  preliminary  plans. 

Senator  Magnuson.  On  the  construction  ? 

Mr.  Salmon.  Yes ; on  the  construction. 

We  have  some  preliminary  plans  developed  by  one  of  our  own 
trustees  who  has  just  retired.  He  has  given  us  a great  deal  of  help. 
However,  the  job  now  will  be  under  the  architect  of  record  to  develop 
final  plans  and  then  develop  the  final  costs  because  costs  when  we 
projected  them,  we  had  no  land,  plans,  or  anything  else. 

But  the  administration  asked  for  some  kind  of  figure  that  could 
be  projected.  That  is  where  the  $2,500,000  comes  in.  We  are  not  men- 
tioning any  figure  now.  What  we  will  do  will  be  to  get  the  firm  bids, 
develop  the  costs,  and  then  present  it  to  the  administration  and  hope- 
fully the  Secretary  will  make  a recommendation  to  you  and  the  ap- 
propriate committees.  That  is  where  we  are. 

Senator  Magnuson.  Do  you  have  any  people  up  there  now  ? 

Mr.  Salmon.  Yes. 

Senator  Magnuson.  How  many  ? 

Mr.  Salmon.  We  have  a temporary  headquarters  at  Hyde  Park, 
Long  Island. 

Senator  Magnuson.  Of  the  deaf-blind  people. 

Mr.  Salmon.  We  have  16  in  training. 

During  the  past  year,  since  we  have  opened,  we  have  helped  about 
150, 160  altogether.  In  the  new  facility  we  will  be  able  to  take  50  deaf- 
blind  persons  at  any  one  time. 
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Senator  Magnuson.  The  idea  is  for  rehabilitation  in  a vocational 
field,  is  that  right  ? 

Mr.  Salmon.  Yes;  also  in  the  field  of  just  daily  living  for  those  who 
can’t  go  in.  We  will  have  research. 

Senator  Magnuson.  Adjustment? 

Mr.  Salmon.  Adjustment.  We  will  have  mobility,  to  move  about  by 
themselves. 

Senator  Magnuson.  I understand. 

Mr.  Salmon.  I know  you  do.  I am  talking  to  an  expert. 

Senator  Magnuson.  What  are  the  requirements  to  get  in  the  place  ? 

Mr.  Salmon.  This  has  to  do  with  the  Office  of  Education  program. 
The  word  ‘‘youth”  was  put  in  there  and  whoever  did  it  was  a great 
service  when  the  legislation  was  enacted  because  this  means  we  can 
for  the  first  time  have  a continuity  of  service.  When  the  child  is  in  an 
educational  or  training  situation  he  gets  up  to  14,  16, 18  years  of  age, 
we  will  know  a couple  of  years  beforehand  and  we  are  working  closely 
with  the  schools  and  training  facilities 

Senator  Magnuson.  I guess  you  didn’t  get  my  question. 

Who  sends  you  the  people?  Do  the  people  apply  to  come  in  or  are 
they  sent  to  you  by  a state  rehabilitation  office  or  the  Office  of 
Education  ? 

Mr.  Salmon.  They  come  from  various  sections.  The  main  source 
will  be  the  vocational  rehabilitation  in  the  States. 

While  in  the  past  this  has  been  a very  substantial  cost  to  the  States, 
we  are  announcing  in  another  month  that  we  are  reducing  the  cost  to 
25  percent  of  the  cost  because  we  can  take  care  of  the  need  in  this  tem- 
porary center.  When  we  go  into  the  national  center,  the  permanent 
facility,  it  will  be  a free  service,  and  this  will  be  a very  substantial 
means  toward  getting  deaf-blind  people  to  come  in.  There  are  many 
other  places  we  get  them  besides  the  States. 

Senator  Magnuson.  Who  picks  them  in  the  State  ? 

Mr.  Salmon.  We  have  two  regional  offices  now.  We  are  going  to  have 
four.  But  they  contact  us  and  then  we 

Senator  Magnuson.  To  see  how  many  you  can  handle  ? 

Mr.  Salmon.  Yes. 

Senator  Magnuson.  The  reason  I ask  these  questions  is  because  ob- 
viously there  are  more  outside  than  can  get  in. 

Mr.  Salmon.  Yes. 

Senator  Magnuson.  Who  is  favored  in  getting  in  ? 

Mr.  Salmon.  In  our  case,  the  ones  who  are  favored — some  people 
disagree  with  this — the  ones  that  need  us  the  most.  We  have  deaf-blind 
people  who  have  been  in  mental  hospitals  anywhere  from  two  to  30 
years.  As  long  as  I am  around,  and  I hope  the  administration  will 
continue  to  support  us,  they  are  the  ones  who  will  get  the  first  pref- 
erence. 

Senator  Magnuson.  Who  screens  them  ? 

Mr.  Salmon.  We  do.  We  have  a staff  that  screens  them.  We  bring 
them  in  for  evaluation.  We  work  with  them  in  the  setting  where  we 
find  them.  We  work  with  the  family.  We  work  with  the  agency  that 
has  the  authority. 

Senator  Magnuson.  How  big  a staff  do  you  have  ? 

Mr.  Salmon.  We  have  a staff  of  about  30  altogether. 

Senator  Magnuson.  Thirty  ? 
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Mr.  Salmon.  Yes.  We  will  have  a staff  of  50. 

Senator  Magnuson.  How  many  are  you  going  to  take  in  ? 

Mr.  Salmon.  We  will  take  in  that  many  at  one  time,  50  in  the  center. 
Then  we  will  be  working  with  probably  50.  As  the  years  go  by,  we  will 
be  working  with  a larger  number  in  the  field. 

Senator  Magnuson.  Outside  ? 

Mr.  Salmon.  Yes. 

Senator  Magnuson.  Because  you  would  not  have  a staff  of  50  for 
50  people. 

Mr.  Salmon.  We  would  have  a staff  of  50  for  50  people.  It  is  a one- 
to-one  necessity. 

When  the  center  is  operating,  w^e  will  be  wmrking  in  the  communities 
and  hopefully  w^e  will  be  helping  agencies,  other  agencies,  to  give 
service  to  deaf-blind  persons.  We  will  give  them  professional  and 
moral  support  and  encouragement  and  everything  else. 

Senator  Magnuson.  Then  there  are  some  research  contracts  that 
have  been  let  for  a different  type,  community  devices  or  things  of  that 
kind  ? 

Mr.  Salmon.  That  is  right. 

Senator  Magnuson.  One  last  question. 

How  are  you  any  different  than  the  facility  in  Kochester  ? 

Mr.  Salmon.  Tlie  one  in  Rochester  deals  with  the  deaf. 

Senator  Magnuson.  They  told  me  they  had  some  blind.  Temporarily, 
I guess. 

Mr.  Salmon.  It  must  have  been  temporary. 

Senator  Magnuson.  But  they  are  mainly  deaf  ? 

Mr.  Salmon.  Mainly  deaf.  We  are  cooperating  now 

Senator  Magnuson.  And  you  cooperate  with  Gallaudet. 

Mr.  Salmon.  Yes;  indeed. 

Senator  Magnuson.  What  is  your  cooperation  with  the  American 
Printing  House? 

Mr.  Salmon.  It  is  as  close  as  it  can  possibly  be. 

Senator  Magnuson.  They  provide  materials? 

Mr.  Salmon.  Yes. 

Senator  Magnuson.  We  have  their  appropriation  too. 

Mr.  Salmon.  We  cooperate  closely. 

Senator  Magnuson.  Everybody  works  closely  together. 

Mr.  Salmon.  Yes;  indeed. 

Senator  Magnuson.  Tliank  you  very  much. 

We  will  put  your  statement  in  the  record  in  full. 

Mr.  Salmon.  Thank  you,  Mr.  Chairman.  I appreciate  it  very  much. 

(The  prepared  statement  follows:) 
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Honorable  Chairman  and  Members  of  the  Committee; 

I am  Peter  J.  Salmon,  Director  of  the  National  Center  for  Deaf-Blind 
Youths  and  Adults, 

The  National  Center  for  Deaf-Blind  Youths  and  Adults,  a Federally 
funded  program  which  you  helped  so  materially  to  bring  into  being,  is 
operating  from  temporary  headq.uarters  in  New  Hyde  Park,  Long  Island, 
imtil  such  time  as  the  permanent  Center  is  constructed.  Nevertheless, 
we  have  been  able  to  carry  forward  the  program  of  services  to  deaf-blind 
persons,  and  we  have  recently  submitted  the  Annual  Report  to  the 
Secretary  of  H,E,W,,  which  is  reqxiired  by  the  Congress,  I have  some 
copies  of  this  report  with  me  today,  I think  if  you  have  an  opportimity 
to  review  it  you  will  be  heartened  and  inspired. 

This  interim  period  prior  to  the  construction  of  the  permanent 
Center  is  proving  extremely  valuable,  as  we  have  been  able  to  recruit 
and  to  train  staff  members,  and  to  test  various  areas  of  programming. 

The  experience  also  has  made  it  possible  for  \is  to  develop  the  prelimin- 
ary architectural  plans  for  the  construction  of  the  permanent  Center. 

Your  Committee  appropriated  for  fiscal  year  1971,  $600,000,  to  carry 
forward  the  program  of  services  at  the  temporary  Center,  and  $2,5  million 
for  the  construction  of  a permanent  Center,  On  February  22,  1971, 

Mr,  John  D,  Twiname,  Administrator  of  Social  and  Rehabilitation  Service, 
presented  a letter  of  commitment  for  the  $2,5  million  which  was  made 
available  in  the  1971  budget,  and  we  have  just  been  advised  that  this 
construction  money  is  now  available  to  us.  At  the  same  time,  Mrs,  Bernice 
L,  Bernstein,  Director  of  H,E,W,  Region  H,  conveyed  to  The  Industrial 
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Home  for  the  Blind,  vhlch  operates  the  National  Center,  25  acres,  a 
portion  of  the  l6l  acres  formerly  used  by  the  Naval  Training  Device 
Center  at  Sands  Point,  Long  Island.  This  property  is  to  be  used 
exclusively  for  the  construction  of  the  permanent  Center  and  the  car- 
rying forward  of  the  program  of  service  for  deaf-blind  youths  and 
adults. 

I would  like  to  publicly  acknowledge  appreciation  to  the  Office 
of  Surplus  Property  Utilization  of  H.E.W.  and  to  Region  II  for  the 
untisual  cooperation  and  interest  that  all  concerned  took  in  relation 
to  the  steps  leading  up  to  the  conveying  of  this  property  at  Sands 
Point  for  the  National  Center.  The  property  is  located  in  one  of 
the  finest  areas  on  the  north  shore  overlooking  Long  Island  Sound, 
next  to  the  former  Guggenheim  estate. 

Nassau  County  has  obtained  a large  tract  of  land,  adjacent  to 
that  of  the  National  Center,  which  is  to  be  used  for  a park  to  be 
operated  by  the  County.  This  fact  adds  greatly  to  the  setting  for 
the  Ctenter,  and  wi3_L  provide  additional  opportunities  for  deaf-blind 
persons  to  have  the  use  of  the  park.  Just  recently,  Nassau  County 
has  inherited  80  acres  of  land  from  the  Guggenheim  Estate,  and  that 
will  also  be  a park,  which  adds  to  the  uniqueness  of  this  piece  of 
property.  We  feel  that  this  additional  park  area  will  provide  a 
wonderful  opportunity  for  deaf-blind  persons  to  be  in  an  area  where 
they  can  move  about  freely  and,  probably  for  the  first  time  in  their 
lives,  be  able  to  enjoy  this  kind  of  a situation.  It  is  one  of  those 
very  fortunate  happenings  which  only  rarely  occurs  at  the  exact  time 
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when  needed,  and  we  are  deeply  grateful,  and  in  fact,  feel  it  augurs 
well  for  the  future  and  the  development  of  services  to  deaf-blind  persons. 

Up  until  the  time  we  received  the  commitment  for  the  construction 
and  the  conveyance  of  the  property,  we  had  been  working  on  preliminary 
plans  for  the  construction  of  the  Center.  Here  again,  we  were  fortunate 
that  we  had  the  expert  assistance  of  a recently  retired  architect, 

Mr.  Adolph  Goldberg,  a member  of  the  Board  of  [trustees  of  The  Industrial 
Home  for  the  Blind,  idio  donated  his  services.  He  made  it  possible  for 
us  to  review  and  go  over  and  over  these  plans.  We  estimated  that  he 
actually  contributed  about  $40,000.  He  didn't  even  want  his  name 
mentioned,  but  we  feel  that  his  outstanding  contribution  should  be 
acknowledged. 

This  has  been  a veiy  great  help  to  us  because,  in  starting  a 
facility  of  this  kind,  we  naturally  had  nothing  to  go  by,  so  that  we 
had  to  go  back  and  forth  and  check  and  observe  other  facilities.  We 
feel  that  this  is  an  unusual  situation  which  wi3Ll  help  toward  the 
ultimate  construction  of  the  Center. 

Since  February  22,  1971,  we  have  been  concentrating  on  the  selec- 
tion of  a supervising  architect.  In  this  regard,  we  have  had  the  com- 
plete cooperation  of  the  Regional  Engineer  of  H.E.W.  Region  II,  New  York. 
He  has  received  applications  from  27  architects  and  has  screened  these 
applications  for  us,  and  has  reduced  the  number  to  eight.  At  the  moment, 
the  President  of  IHB  has  appointed  a Committee  to  review  these  eight 
applications,  and  to  make  the  selection  of  the  architect.  The  Regional 
Engineer  has  agreed  to  sit  in  with  the  Committee,  and  we  hope  to  make 
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the  selection  of  the  architect  within  the  next  60  days.  As  soon  as 
possible  thereafter,  we  will  get  firm  estimates  for  the  construction 
of  the  National  Center  and  review  the  costs  of  these  estimates  with 
the  Administration,  and  hopefully,  the  Secretary  of  H.E.W.  will  maie 
his  recommendations  for  the  cost  of  the  program  and  for  the  cost  of 
the  Center  in  his  1973  budget  request.  We  want  the  Center  to  be  a 
model  because  it  will  help  to  serve  greatly  not  only  in  the  United 
States  for  the  program  we  will  be  conducting,  but  throughout  the 
world,  where  a dire  need  exists  for  services  to  deaf-blind  persons. 

This  program  does  not  extend  abroad,  but  we  will  invite  people  to 
come  for  observation.  This  will  be  an  inspiration  to  them.  We  don't 
want  any  fancy  buildings.  We  just  want  comfortable,  decent,  clean, 
nice  buildings  which  will  be  functional  and  \daich  will  conform  to 
the  character  of  the  sxirrounding  neighborhood. 

Incidentally,  Mr,  Chairman,  we  naturally  hope  and  trust  that  your 
Ccmnnittee  will  see  fit  to  appropriate  the  $600,000.  for  the  program  of 
the  National  Center  in  the  1972  budget,  which  you  have  before  you, 
which  by  the  way,  is  less  than  a minimum  need.  When  the  legislation 
was  being  projected  about  five  years  ago,  on  request  of  the  Administra- 
tion, we  made  a forecast  of  our  needs.  For  the  program  we  estimated  that 
$600,000.  would  suffice  for  the  first  three  years,  but  that  by  the  fourth 
year  we  would  need  instead  of  $600,000.  - $750,000.,  in  the  belief  that 
we  would  have  the  program  developed  sufficiently  to  require  this  amount. 
(We  are  now  talking  about  the  fourth  year  as  far  as  the  National  Center 
is  concerned.  It  might  be  well  to  point  out  that  while  the  fiscal  year 
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for  the  Government  is  July  1 to  June  30,  the  National  Center  fiscal 
year  begins  June  24  to  June  23,  running  almost  a year  after  the  fiscal 
year  of  the  Government.)  We  also  set  up  five  phases  of  development  in 
program,  all  of  which  have  been  met,  so  that  we  are  at  the  point  -vAiere 
we  actually  need  not  $750,000.,  but  $700,000.  which  we  hope  and  pray 
you  can  include  in  the  fiscal  1972  budget  vAiich  you  have  under  consider- 
ation. With  this  extra  $100,000.  we  will  be  able  to  move  ahead.  We 
presently  have  two  of  the  four  scheduled  regional  offices  set  up,  and 
we  would  like  to  proceed  with  the  other  two.  In  addition,  we  have  sev- 
eral staff  openings,  increases  in  o\ir  leasehold  expense  and  other  areas 
requiring  additional  funds.  Because  we  have  done  so  well  we  would  like 
to  be  able  to  continue  the  momentum  at  which  we  find  ourselves  and  to 
continue  to  develop  staffing  and  areas  of  program  that  will  build  up 
to  the  time,  about  two  yeaxs  ahead,  when  we  will  have  the  permanent 
Center  constructed  and  ready  for  occupancy.  We  are  sure  that  Dr.  James 
F.  Garrett,  the  S.H.S.  Director  of  the  National  Center  permanent  project, 
would  support  us  in  regard  to  the  necessity  for  additional  funds,  as  he 
and  other  members  of  the  S.R.S.  staff  are  keeping  in  very  close  contact 
with  the  work  of  the  Center,  A screening  committee  has  recently  reviewed 
our  Annual  Report  and  were  most  commendable  with  respect  to  the  conduct 
of  the  Center  and  the  progress  that  is  being  made.  We  feel  that  our 
request  for  the  extra  $100,000.  is  a valid  one,  based  on  accurate  esti- 
mates which  are  possible  at  this  time.  We  feel  that  our  original  esti- 
mate for  the  program,  made  some  four  or  five  years  ago,  was  not  too  far 
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l<tr.  Chairman  and  members  of  the  Committee,  if  Helen  Keller  had.  lived 
she  would  have  been  91  years  old  on  June  27,  1971.  I would  like  to  quote 
a few  lines  from  a speech  which  she  made  several  years  ago  at  Die  Industrial 
Home  for  the  Blind; 

"Ever  since  I realized  as  a young  girl  that  there  were  people 
without  sight  or  hearing  unbefilended,  untaught,  I have  passionately 
prayed  for  and  sought  a solution  of  their  problem.  The  conscious- 
ness of  the  heartbreaking  lot  of  this,  the  loneliest,  most  isolated 
and  defenseless  group  among  the  blind  has  always  been  a bitter  drop 

in  the  cup  of  my  own  blessings [Die  program  for  the 

deaf-blind  so  ably  conducted  by  the  Heme  {The  Industrial  Heme  for 
the  Blind)  is  practical  as  well  as  humane,  and  should  be  enlarged 
so  as  to  employ  a larger  number  of  persons  who  neither  see  nor  hear. 

It  is  also  urgent  that  similar  programs  be  established  in  cities 
throughout  the  United  States.  For  this  double  purpose  a national 
service  dedicated  to  the  deaf-blind  is  essential,  and  I pledge  myself 
to  do  what  I can  for  its  accomplishment." 

The  National  Center,  hfr.  Chairman,  represents  Helen  Keller's  life- 
long wish,  and  this  has  been  made  possible  by  the  creation  of  the  National 
Center  by  Congress.  We  are  pleased  and  humbled  to  help  to  carry  forward 
this  vitally  needed  national  service  to  deaf-blind  persons  toward  the 
goal  that  one  day  in  the  foreseeable  future,  this  program  will  provide 
for  the  needs  of  deaf-blind  youths  and  adults  throughout  the  nation. 

^^r.  Chaimnan  and  members  of  the  Committee,  thank  you  very  much  for 
this  opportunity  to  present  this  statement  to  you  and  the  Committee. 


PETER  J.  SALMON 
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SUBCOMMITTEE  RECESS 

Senator  Magnuson.  We  are  going  to  have  to  recess  this  meeting 
until  2 o’clock  for  some  other  commitments.  Dr.  Bates  was  next  on  the 
list.  Is  he  here  ? 

We  will  have  to  come  back  at  2.  Then  we  have  Norman  Levin  and 
Dr.  Kirsten,  Dr.  Stillman,  Dr.  Bernstein,  Mr.  Ogden,  and  Dr.  Keed; 
Dr.  Bernstein,  Mr.  Ogden,  and  Dr.  Reed  are  on  the  regional  medical 
program;  Dr.  Clifton,  Dr.  Seegmiller,  and  Dr.  Washburn  on  the 
National  Library  of  Medicine. 

We  will  have  to  hear  you  all  at  2 o’clock. 

We  will  recess  until  2. 

(Whereupon,  at  11 :45  a.m.,  the  subcommittee  was  recessed,  to  recon- 
vene at  2 p.m.) 


(Afternoon  Session,  2 O’Clock,  Friday,  July  16,  1971) 

DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
Nondepartmental  Witnesses 

STATEMENT  OF  JAMES  E.  BATES,  B.P.M.,  AMERICAN  ASSOCIATION 
OF  COLLEGES  OF  PODIATRIC  MEDICINE 

ACCOMPANIED  BY  ROBERT  W.  OLIVER,  EXECUTIVE  DIRECTOR 

INTRODUCTION  OF  ASSOCIATE 

Senator  Magnuson.  The  subcommittee  will  come  to  order. 

Senator  Cotton  w^as  unexpectedly  called  to  New  Hampshire.  He 
won’t  be  here.  There  will  be  some  other  Senators  here.  We  will  start 
right  off. 

Dr.  Bates.  I am  pleased  to  be  here  today  to  testify  for  the  American 
Association  of  Colleges  of  Podiatric  Medicine. 

My  name  is  James  E.  Bates.  Appearing  with  me  is  Robert  W.  Oliver, 
executive  director  of  the  American  Association  of  Colleges  of  Podia- 
tric Medicine. 

PREPARED  STATEMENT 

You  have  our  full  statement  for  the  record. 

Senator  Magnuson.  We  will  put  it  in  the  record  in  full. 

(The  statement  follows:) 
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My  name  is  James  E.  Bates,  I am  the  President  of  the  Pennsylvania 
College  of  Podiatric  Medicine  and  President  of  the  American  Associ- 
ation of  Colleges  of  Podiatric  Medicine.  Accompanying  me  today  is 
Robert  W.  Oliver,  Executive  Director  of  the  American  Association 
of  Colleges  of  Podiatric  Medicine. 

Mr.  Chairman  and  members  of  the  Committee,  I am  pleased  to  be 
afforded  this  opportunity  to  appear  before  you  to  outline  the 
views  of  the  American  Association  of  Colleges  of  Podiatric  Medicine 
on  appropriations  for  the  1971  Amendments  to  the  Health  Professions 
Educational  Assistance  Act. 

The  Association  of  Colleges  is  a voluntary,  not-for-profit  corpora- 
tion, and  its  member  colleges  of  podiatry  are  accredited  by  the 
American  Podiatry  Association's  Council  on  Podiatry  Education, 
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the  agency  recognized  for  this  purpose  by  the  Commissioner  of 
Education,  U.  So  Department  of  Health,  Education  and  Welfare, 
and  the  National  Commission  on  Accrediting,  Our  colleges  are 
private,  independent,  non-profit  institutions.  Their  educational 
programs  require  four  years  of  podiatric  medicine,  preceded  by  a 
minimum  of  two  years  pre-professional  education.  A substantial 
number  of  podiatry  college  graduates  also  complete  an  additional 
year  of  internship  in  hospitals  and  colleges  of  podiatry,  fre- 
quently followed  by  an  additional  year  of  specialized  residency 
training.  Podiatrists  are  licensed  by  examining  boards  in  every 
state  to  treat  the  foot  by  medical  and  surgical  means, 

PODIATRIC  MANPOWER  REQUIREMENTS 

As  a direct  result  of  the  provisions  of  the  Health  Professions 
Educational  Assistance  Act  of  1963  and  its  subsequent  amendments 
and  extensions,  the  colleges  of  podiatric  medicine  have  increased 
their  enrollment  by  84,6  percent  since  1964-65,  Further  during 
this  period,  there  has  been  an  increase  of  172  first-year  students 
representing  an  increase  of  105  percent.  Despite  this  increase  in 
the  number  of  graduates,  the  demand  for  podiatrists  in  this  nation 
still  outdistances  the  supply,  making  ever  more  critical  the  podia 
trie  manpower  problem.  The  importance  of  podiatry  is  illustrated 
by  the  fact  that  in  1967  the  Congress  included  podiatrists'  ser- 
vices for  Medicare  beneficiaries.  Also,  Title  XIX  programs  in  the 
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various  states  utilize  the  services  of  podiatrists.  Increasingly, 
podiatrists  are  being  sought  for  positions  on  community  health 
teams.  The  armed  services  have  more  than  doubled  the  spaces  for 
podiatrists  in  the  last  five  years  and  further  expansion  is 
projected.  And,  with  the  growing  importance  of  pre-pa id  group 
practice,  including  Health  Maintenance  Organizations,  podiatry 
education  is  further  challenged  to  provide  additionally  needed 
sources  of  podiatric  manpower. 

The  U,  S,  Department  of  Labor  in  Report  No,  323,  "Health  Manpower 
1966-75  - A Study  of  Requirements  and  Supply,"  stated;  "Some 
increases  in  facilities  are  expected  as  a result  of  funds  pro- 
vided by  the  Health  Professions  Educational  Assistance  Act  of 
1963,  However,  a great  deal  of  additional  action  is  necessary 
to  increase  the  capacity  of  the  schools," 

The  Bureau  of  Health  Professions  Education  and  Manpower  Training 
of  the  Department  of  Health,  Education,  and  Welfare  entitled 
"Podiatric  Education  and  Manpower,"  notes:  "The  ratio  of  active 

podiatrists  per  100,000  population  is  expected  to  increase  slightly, 
from  3.8  at  the  present  time  to  4,2  by  1980,  With  the  potential 
utilization  of  one  podiatrist  per  every  10,000  persons;  this  ratio 
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of  ten  podiatrists  per  100^000  population  prescribes  the  need  for 

24.000  active  podiatrists  by  1980,  compared  with  an  anticipated 

supply  of  9, 900.  ’’  The  report  goes  on  to  say:  "Increased  numbers 

of  podiatrists  are  needed  for  direct  services,  education  and 
researcho " 

Mr.  Chairman,  we  believe  that  given  the  fact  that  in  only  six  year 
we  have  been  able  to  increase  first-year  enrollments  over  100 
percent,  and  during  the  same  period  of  time  increase  graduates 
by  97.5  percent,  demonstrates  not  only  the  commitment  of  our 
colleges  to  the  goals  of  the  Health  Professions  Educational  Assist 
ance  Act,  but  more  importantly,  our  success  to  date  in  actually 
achieving  the  health  manpower  goals. 

However,  by  1980  there  will  be  approximately  9,900  licensed  podia- 
trists, as  compared  to  the  need  for  24,000,  a shortage  of  over 

14.000  podiatric  physicians.  In  reality,  therefore,  our  success 
to  date  is  in  fact  being  outstripped  by  the  increased  demands  for 
greater  podiatric  manpower  to  meet  the  foot  health  needs  of  our 
nation.  Mr.  Chairman,  you  and  your  committee  members  can  appre- 
ciate the  obvious  and  crucial  peed  for  continued  financial  assist- 
ance to  podiatric  colleges  if  we  are  to  provide  the  type  of  total 
health  care  to  the  people  of  our  great  nation. 
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HPEA  SUPPORT  OF  PODIATRIC  EDUCATION 
INSTITUTIONAL  GRANTS;  To  date,  colleges  of  podiatric  medicine 
have  used  their  Institutional  Grants  almost  exclusively  to  employ 
new  faculty,  converting  part-time  faculty  to  full-time  faculty, 
and  providing  supporting  staff „ As  a result,  the  education  of 
podiatrists  has  been  considerably  strengthened  and  enriched. 

SPECIAL  PROJECT  GRANTS;  Special  Project  Grants  have  been  used 
to  augment  the  faculty  programs  to  provide  additional  supporting 
personnel,  for  expanding  teaching  aids  in  both  the  basic  sciences 
and  clinical  sciences  as  well  as  for  related  faculty  improvement 
projects. 


CONSTRUCTION:  Of  the  five  colleges  of  podiatric  medicine,  one 

college  has  been  awarded  a Federal  construction  grant.  Of  the 
remaining  four  institutions,  three  have  approved  but  unfunded 
construction  grants.  Attached  to  my  statement  is  a plan  for 
"A  Systematic  Approach  for  Reducing  Podiatric  Manpower  Shortages." 
I am  including  this  for  the  record  as  this  plan  calls  for  the 
full  expansion  of  our  present  teaching  institutions,  plus  the 
construction  of  four  new  colleges. 
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STUDENT  LQZ^NS  AND  SCHOLARSHIPS;  The  support  received  to  date  has 
been  far  short  of  the  actual  need..  Between  academic  year  1968-69 
and  1969-70  student  loans  decreased  52,6%  in  a period  of  rising 
academic  costs.  We  find  it  rather  difficult  to  understand  that 
the  present  legislation  requires  increased  enrollments  to  be 
eligible  for  Institutional  and  Special  Project  Grants while  on 
the  other  hand  the  availability  of  loan  and  scholarship  funds  has 
been  drastically  reduced, 

CONTINUED  FEDERAL  ASSISTANCE 

INSTITUTIONAL  AND  SPECIAL  PROJECT  SUPPORT;  Our  colleges  have  two 
primary  types  of  support:  tuition  and  Health  Professions  Educa- 

tional Assistance  Act  funds.  May  I also  point  out  that  of  the 
seven  health  professions  receiving  support  from  the  HPEA  Act^ 
podiatry  is  the  only  profession  that  does  not  have  a percentage 
of  its'  institutions  affiliated  with  a university  complex.  Our 
financial  problems  are  severe  at  the  present  time;  and  without 
the  levels  of  Institutional  Grant  support  and  Special  Project 
support  contained  in  S.934,  all  our  colleges  will  find  themselves 
in  catastrophic  circumstances.  When  one  looks  at  the  projected 
shortages  of  podiatrists,  one  sees  the  dilemma  that  would  result 
if  we  were  not  to  receive  the  type  of  support  called  for  in  S,934. 
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CONSTRUCTION  SUPPORT;  As  I stated  earlier,  only  one  podiatry  college 
has  received  matching  construction  funds.  At  the  present  time,  con- 
struction grants  for  three  colleges  totaling  approximately  $8  million 
dollars  are  approved  but  unfunded.  All  five  colleges  of  podiatric 
medicine  have  expanded  their  student  enrollments  to  a point  that  if 
they  are  to  continue  to  accept  larger  classes  then  it  becomes 
imperative  that  funds  be  made  available  for  new  and  additional 
facilities.  The  appropriations  for  1972  should  include  at  least 
25  percentum  for  construction  grants  for  schools  of  podiatry,  phar- 
macy, optometry,  and  veterinary  medicine.  These  four  health  pro- 
fessions already  have  a backlog  of  nearly  $90  million  dollars  of 
approved  but  unfunded  construction  programs.  Forty  percent  of  the 
schools  and  32  percent  of  the  students  receiving  Health  Professions 
Educational  Assistance  funds  are  enrolled  in  these  health  profession 
schools. 

STUDENT  LOANS  AND  SCHOLARSHIPS:  The  Association  of  Colleges  urges 

the  Congress  to  appropriate  the  authorization  levels  contained  in 
S.934.  Past  experience  indicates  that  this  level  of  support  is 
necessary  if  we  are  to  ensure  for  the  future  a supply  of  practi- 
tioners without  limiting  matriculants  to  the  upper  socio-economic 


strata . 
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TRAINEESHIPS  AND  FELLOWSHIPS:  We  are  hopeful  that  the  Congress 

will  see  the  wisdom  in  supporting  grants  for  training, trainee- 
ships,  and  fellowships  (contained  in  H.R.  8629)  for  the  advanced 
training  of  individuals  to  enable  them  to  teach  or  improve  their 
teaching  skills.  This  particular  provision  would  greatly  assist 
our  institutions  in  upgrading  the  professions!  teaching  competence 
of  our  faculties. 

The  investment  by  the  Federal  government  in  our  colleges  of 
podiatric  medicine  has  enabled  us  to  far  exceed  our  own  goals 
of  providing  quality  foot  care  to  the  people  of  this  nation. 

Your  dollars  have  been  used  most  frugally.  With  continued  interest 
on  the  part  of  the  Federal  government  these  dollars  will  continue 
to  be  a good  investment.  We  have  the  ability  to  provide  the  man- 
power that  will  render  the  type  of  care  needed  by  our  citizens. 

We  are  dependent  on  the  continued  interest  and  support  of  the 
Federal  government  if  we  are  to  fulfill  these  unmet  needs  in 
health  manpower. 

Thank  you,  Mr.  Chairman.  If  there  are  any  questions  I will  attempt 


to  answer  them. 
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AMERICAN  ASSOCIATION  OF  COLLEGES 
OF  PODIATRIC  MEDICINE 

20  CHEVY  CHASE  CIRCLE,  N.W.,  WASHINGTON,  D.  C.  20015 


May  24,  1971 


A SYSTEMATIC  APPROACH  FOR  REDUCING 
PODIATRIC  MANPOWER  SHORTAGES 

First-Year  Podiatric  Students 

(A)  Given  present  levels  of  federal  support  the  five 
existing  colleges  plan  on  347  first-year  students  in  the 
academic  year  1971-72,  increasing  to  460  in  1974-75  and 
staying  at  about  that  level. 

(B)  If  the  existing  five  colleges  of  podiatric  medicine 
were  to  receive  full  funding  for  Institutional,  Special  Improve- 
ment, Continuation  and  Supplemental  Grants  and  funding  of 
approved  construction  in  three  of  our  colleges,  then  it  would 
be  possible  starting  with  the  academic  year  1971-72  to  increase 
first-year  enrollments  to  112  per  institution,  or  a total  of 
560  in  1971-72.  Considering  that  there  are  only  five  institu- 
tions this  is  the  maximum  number  considered  possible. 

(C)  If  one  new  school  could  be  opened  annually  beginning 

in  1973-74,  with  50  students  in  the  initial  class  and  112  students 
the  following  year,  the  number  of  schools  would  be  nine  in  1976- 
1977.  Thus  386  more  students  could  be  added  to  the  560,  for  a 
total  of  946. 


Graduates 

About  92  percent  of  the  entering  students  are  expected  to  be 
graduated  four  years  later.  Thus  the  numbers  of  graduates 
under  the  assumptions  outlined  above  become  as  follows: 
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Academic 

Year 

(A) 

Five  Schools 
Current  Estimates 

(B) 

Five  Schools 
Full  Expansion 

(c) 

Nine 

Schools 

1974-75 

330 

515 

515 

1975-76 

358 

515 

515 

1976-77 

408 

515 

561 

1977-78 

415 

515 

664 

1978-79 

420 

515 

767 

1979-80 

420 

515 

870 

Total  Graduates 

2,351 

3,090 

3,892 

Thus  the  numbers  of  graduates  may  be  increased  by  739  or  by 
1,541,  in  accordance  with  these  assumptions. 

Manpower  Requirements 

The  article  in  the  June  1970  issue  of  the  Journal  of  Podiatric 
Education,  prepared  by  the  Bureau  of  Health  Manpower  Education, 
indicates  a shortage  in  1980  of  about  14,000  active  podiatric 
physicians.  The  anticipated  supply  of  nearly  10,000  practi- 
tioners is  based  on  the  current  estimates  of  graduates  from 
the  five  existing  schools  (Assumption  A) . The  requirement 
for  about  24,000  physicians  is  based  on  a potential  for  utiliza- 
tion of  one  for  every  10,000  persons  in  the  United  States. 

The  shortage  of  about  14,000  podiatrists  in  1980  could  be  reduced 
by  only  five  percent,  if  the  five  schools  go  to  full  expansion 
(Assumption  B) . 

However,  if  the  number  of  schools  is  also  increased  to  nine, 
with  full  expansion  (Assumption  C) , the  shortage  could  be  cut 
another  six  percent. 


Robert  W.  Oliver 
Executive  Director 
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FUNDING  OF  PODIATRY  COLUEGES 

Dr.  Bates.  It  is  my  purpose  here  this  morning  to  urgently  request, 
Mr.  Chairman,  that  your  committee  place  itself  on  record  as  unani- 
mously supporting  the  funding  of  podiatry  colleges  at  an  appropria- 
tions level  equivalent  to  the  authorization  levels  contained  in  S.  934. 

I am  pleased  to  report  to  you  that  the  colleges  of  podiatric  medicine 
have  fulfilled  the  objectives  of  the  health  manpower  legislation  since 
our  inclusion  in  1965.  Let  me  emphasize  several  points : 

We  have  increased  first-year  student  enrollment  in  our  colleges  by 
105  percent; 

We  have  improved  the  quality  of  education ; 

We  have  trained  young  men  and  women  to  recognize  and  consequent- 
ly meet  the  health  needs  of  this  country,  despite  the  fact  that  there  is 
still  a critical  shortage. 

If  we  are  to  achieve  the  unmet  needs  of  podiatric  manpower  by  1980, 
vv^e  will  need  to  graduate  an  additional  14,000  doctors  of  podiatric 
medicine.  While  we  recognize  that  this  challenge  seems  insurmount- 
able, we  feel  that  this  must  be  given  a high  priority. 

You  gentlemen  are  gravely  concerned  with  the  spiraling  cost  to 
the  Federal  Government  in  supporting  health  education.  In  this  regard 
may  I stress  that  inadequate  foot  care  is  a hidden  cost  of  rising  taxes. 
Many  persons  become  wards  of  the  Government  because  they  are 
disabled  by  foot  ailments.  The  aged  become  bedridden  because  of  a 
lack  of  foot  care,  and  thousands  more  limp  through  life  suffering  need- 
lessly from  troubles  that  could  have  been  alleviated  by  podiatric  care. 

Our  teaching  institutions  today  provide  care  to  tens  of  thousands  of 
people  who  would  otherwise  find  even  minimal  relief  unavailable.  The 
profession  during  the  past  year  rendered  30  million  treatments,  and 
even  this  number  is  only  a small  percentage  of  those  that  needed  it. 
Many  areas  of  this  country  do  not  have  podiatric  manpower  even  on 
a minimal  basis. 

I am  fully  aware  that  the  authorization  bills  passed  by  the  House, 
8629,  and  the  Senate  934,  will  be  going  to  conference  in  the  near  future. 

Senator  Magnuson.  Here  we  go  again. 

Dr.  Bates.  I am  trying  to  avoid  that.  I was  here  this  morning. 

Senator  Magnuson.  Yes.  Then  you  know  about  pending  legislation. 
Go  ahead. 

Dr.  Bates.  The  House  bill  provides  an  $800  level  of  institutional 
support  per  student  of  podiatry ; whereas  the  Senate  bill  provides  a 
$900  level  plus  a $400  incentive  for  increasing  student  enrollments. 
Regardless  of  which  level  is  approved  in  conference,  the  final  result 
wfill  be  a very  low  level  of  support  for  podiatry  capitation  grants. 

It  is,  therefore,  imperative  that  podiatry  colleges  be  guaranteed  that 
they  will  receive  the  finally  approved  authorization  level  for  institu- 
tional grant  support.  Unless  this  can  be  accomplished,  I can  unfortu- 
nately assure  you  that  colleges  of  podiatric  medicine  will  most  cer- 
tainly be  placed  in  a position  of  severe  financial  distress. 

Podiatry  has  come  of  age  as  a full  member  of  the  health  team.  Much 
of  this  is  due  to  the  support  given  our  colleges  througili  the  Health 
Professions  Eduaotional  Assistance  Act..  It  is  difficult,  if  not  impossi- 
ble, to  fulfill  these  responsibilities  with  our  limited  resources.  We  do 
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not  have  the  income  from  hospitals,  research,  and  other  endeavors  of 
some  other  professions. 

We  have  the  ability  to  provide  the  manpower  that  will  render  the 
type  of  care  needed  by  our  citizens.  We  are  dependent  on  the  con- 
tinued interest  and  support  of  the  Federal  Government  if  w'e  are  to 
fulfill  these  unmet  needs  in  health  manpower. 

Thank  you,  Mr.  Chairman.  If  there  are  any  questions,  I will  attempt 
to  answer  them. 

Senator  Magnuson.  I have  no  questions  except  that  I appreciate 
that  we  are  all  talking  again  about  institutional  grants  and  the  re- 
lated health  professions.  More  direct  institutional  support,  and  we 
don’t  have  a bill. 

Mr.  Oliver.  We  are  aware  of  that,  sir. 

Senator  Magxuson.  It  is  good  that  you  are  giving  the  testimony 
because  if  it  does  happen  that,  as  I mentioned  this  morning  two  or 
three  times  to  other  people,  if  it  does  happen  that  they  get  the  bill 
signed,  sealed,  and  delivered  and  the  Budget  sends  up  a recommen- 
dation before  we  get  at  this  bill,  maybe  we  can  consider  it. 

But  I am  afraid  as  a practical  matter  the  House  won’t  do  it  because 
they  want  to  have  hearings  on  the  specific  appropriations  for  the  new 
authorizations  in  the  bill. 

Now  that  would  mean  a delay  at  least  imtil  next  fall,  and  then  the 
department  would  probably  come  up  in  a supplemental.  Then  we  can 
discuss  it.  We  can’t  put  money  in  this  bill  if  there  is  no  law",  no  author- 
ization, even  if  we  wanted  to. 

It  is  good  to  have  your  testimony  because  that  w"ill  be  a background 
for  us  if  and  when  it  does  come  up. 

Dr.  Bates.  That  w-as  our  purpose  in  wanting  to  bring  this  to  your 
attention. 

Senator  MAGXUsoN.We  w-ill  be  here  then  and  we  will  have  lots  of 
witnesses,  probably  the  same  people  will  come  back. 

I understand  the  problem  here.  You  are  a little  like  two  or  three 
Av*ho  testified  tliis  morning.  You  have  been  kind  of  orphans  around. 

Dr.  Bates.  We  feel  that  way. 

Senator  Magnuson.  Even  under  the  existing  authorizations  there  is 
still  some  reason  to  add  some  money  for  this  purpose.  We  will  take  a 
look  at  it.  Here  is  the  institutional  support  last  year  wihich  was  $147 
million.  The  budget  has  zero  now".  We  will  take  a look  at  it  then. 

The  same  is  true  here  with  the  nursing  people  and  several  others 
who  are  waiting  on  this  bill.  Construction  is  zero.  Even  if  w"e  put  some 
money  in  for  construction,  they  w"ouldn’t  spend  it  anyway ; they  would 
freeze  it. 

Mr.  Oliver.  One  of  our  great  concerns,  speaking  for  the  podiatry 
profession,  under  the  act  that  just  expired  is  the  fact  that  unfortunate- 
ly due  to  the  tremendous  financial  distress  of  many  medical  schools 
across  this  country  and  in  some  cases  dental  schools,  they  have  siphoned 
off  the  limited  amount  of  money  that  some  of  the  smaller  health  profes- 
sions were  going  to  get  to  meet  this  need.  As  a result  it  is  placing 
these  smaller  important  health  institutions  in  a very  difficult  financial 
position. 

Senator  Magnusox.  They  are  all  in  a difficult  financial  position,  big 
and  little.  I haven’t  heard  any  testimony  here  for  7 weeks  that  has 
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not  been  to  that.  There  has  not  been  a soul  who  showed  up  and  said 
they  are  satisfied  with  this  budget.  Not  a soul ! 

Mr.  Oliver.  I guess  that  relates  to  the  priorities. 

Senator  Magnuson.  And  the  priorities,  there  is  always  a difference 
of  opinion  about  priorities  within  these  large  amounts  and  it  usually 
involves  some  administrative  policy  dowmtown.  I suspect  the  reason 
that  they  have  not  done  much  about  this  is  because  they  were  anticipate 
ing  a new  group  of  programs. 

When  we  get  them,  then  we  will  take  a look  to  see  what  we  can  do, 
at  least  to  consider  something  under  the  new  authorization  for  you. 

Thank  you. 

Dr.  Bates.  Thank  you,  Mr.  Chairman. 

STATEMENTS  ON  LEAD-BASED  PAINT  POISONING  BY  COMMITTEE  OF  HOSPI- 
TALS OF  BROOKLYN  TO  ERADICATE  LEAD  POISONING,  SIERRA  CLUB,  EN- 
VIRONMENTAL ACTION,  AND  FRIENDS  OF  THE  EARTH 

Senator  Magnuson.  Statements  received  by  the  subcommittee  con- 
cerning lead-based  paint  poisoning  will  be  included  in  the  record. 

(The  statements  follow :) 
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STATE  UNIVERSITY 
OF  NEW  YORK 


DOWNSTATE  MEDICAL  CENTER 


• DEPARTMENT  OF  PEDIATRICS 


June  10,  1971 


Honorable  Senator  Warren  Magnus sen, Chairman 
Committee  on  Labor  - HEW 
Senate  Appropriations  1235 
New  Senate  Building,  Washington  D.C. 

Dear  Senator  Magnussen: 

Enclosed  you  will  find  a copy  of  the  Position  Paper 
on  Lead  Poisoning  written  by  the  Committee  of  Hospitals 
of  Brooklyn  to  Eradicate  Lead  Poisoning.  The  Committee 
is  made  up  of  physicians  and  other  hospital  staff  who 
are  working  daily  with  the  problems  of  lead-poisoned  patients 
and  doing  important  research  in  this  field.  This  document 
is  the  result  of  much  thought  and  consultation  within  a 
group  of  medical  professionals  who  are  extremely  familiar 
with  all  of  the  aspects  of  lead  poisoning. 

We  submit  this  Position  Paper  in  the  hope  that  it  will  help 
you  to  see  as  clearly  as  possible  the  need  for  high  priority 
action  regarding  this  danger  to  the  health  of  children. 

As  an  immediate  first  step  we  request  that  you  assist  in 
the  full  funding  and  implementation  of  the  Lead-Based  Paint 
Poisoning  Prevention  Act  signed  earlier  this  year  by 
President  Nixon. 

Sincerely  yours. 


J 

P 


J 

P 

C pitals 

of, Brooklyn  to  Eradicate  Lead  Poisoning 


Georg^  H.  Gaton,  M.S.W. 

Chairman,  Sub-committee  ori  Position  Paper 
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THE  ERADICATION  OF  CHILDHOOD  LEAD  POISONING 


INTRODUCTION 

The  material  that  you  are  about  to  read  represents  the  combined  work  of  the 
Committee  of  Hospitals  of  Brooklyn  to  Eradicate  Lead  Poisoning. 

Lead  Poisoning  is  a completely  preventable  medical,  social,  and  economic  disease. 

It  occurs  among  children  who  are  old  enough  to  walk  but  not  mature  enough  to  be 
discriminating  about  what  they  eat.  The  necessary  ingredients  for  the  occurrence 
of  lead  intoxication  are  a young  child  with  pica  (eating  of  non-food  substances),  and 
old  dilapidated  housing  with  peeling,  lead  containing  paint  and  plaster.  The  disease 
can  be  completely  eradicated  by  correcting  the  toxic  environment,  primarily  by  the 
elimination  of  poor  housing. 

Obviously,  the  cost  of  such  a total  program  would  be  very  large.  This,  however, 
must  be  evaluated  in  terms  of  what  is  already  being  spent  on  long  term  hospitalization 
of  threatened  and  affected  children,  screening  programs  and  patch  work  repairs  on 
inadequate  housing  that  remains  a potential  menace.  It  is  clear  that  lead  poisoning 
is  not  merely  a health  problem  but  a deeply  rooted  social,  economic  and  education 
equation  which  will  be  solved  only  through  the  combined  involvement  of  housing, 
social  and  education  as  well  as  health  agencies. 

The  three  statements  presented  in  this  position  paper  are  designed  to: 
inform  you,  to  arouse,  and  involve  you  along  with  this  committee  and  every 
responsible  segment  of  our  city  and  nation  who  cares  - in  the  struggle  that  it  will 
take  to  move  the  agencies  and  agents  of  power  in  this  nation  to  remove  this 
preventable  malady  from  our  midst. 

Everyone  from  the  President  of  the  United  States  to  the  last  man  of  us  - must  try  to 
break  the  gripping  chains  of  bureaucracy  and  priority,  to  at  once  rid  ourselves  of 
this  completely  preventable  disease.  We  cannot  allow  for  less  than  eradication  if 
we  are  to  SAVE  THE  CHILDREN. 

THE  CAUSE  AND  EFFECT  OF  LEAD  POISONING  IN  CHILDREN 

Lead  Poisoning  in  early  childhood  is  a chronic  disease  which  may  involve  most  of 
the  organs  of  the  body  including  the  brain,  intestine,  the  kidney,  the  blood  forming 
organs,  and  the  heart. 

Lead  ingestion  by  young  children  is  invariably  associated  with  the  phenomenon  of 
pica,  eating  non-food  material  such  as  lead  containing  chips  of  old  peeling  paint  and 
plaster.  Since  only  a small  amount  of  lead  is  absorbed  from  the  intestine  following 
each  ingestion,  repeated  intake  is  necessary  for  intoxication  to  occur.  It  begins  to 
accumulate  significantly  after  6 weeks  of  ingestion,  and  symptoms  may  occur  in 
about  3 months.  This  further  amplifies  the  need  to  identify  these  children  early, 
because  of  the  significant  damage  that  can  take  place  between  ingestion  and  the  appear- 
ance of  symptoms.  A few  chips  of  paint  may  contain  an  excess  of  100  times  the  safe 
amount  of  lead  which  may  be  ingested  daily.  Once  the  body  has  acquired  an  excessive 
load,  the  lead  is  stored  in  the  tissues,  chiefly  bone,  and  is  excreted  in  the  urine, 
very  slowly,  over  a long  period  of  time. 


2895 


When  the  lead  load  is  sufficient,  it  causes  overt  intoxication  with  widely  diffuse 
manifestations,  such  as  constipation,  anemia,  kidney  problems,  vomiting,  lethargy, 
convulsions,  coma  and,  at  times,  mental  retardation  and  even  death.  Children  with 
evidence  of  intoxication  must  be  hospitalized  and  promptly  treated.  Currently, 
efforts  are  being  directed  toward  early  detection  of  children  with  increased  body 
lead,  but  before  they  demonstrate  overt  signs  of  poisoning.  It  has  not  been  clearly 
established,  but  it  is  possible  that  long  sustained  low  lead  levels  may  be  associated 
with  long  term,  low  grade  brain  toxicity.  Some  of  the  disruptive  children  in  our 
schools  may  in  fact,  be  examples  of  the  subclinical  effects  of  lead.  These  youngsters 
might  have  been  spared  the  problems  of  adjustment  that  they  now  experience  if  they 
had  been  identified  and  promptly  removed  from  their  lead  containing  environment. 

In  addition,  they  need  to  be  helped  with  medication  to  assist  in  clearing  the  lead  from 
their  tissues  to  prevent  the  occurrence  of  severe  toxic  manifestations.  These  aims 
can  be  accomplished  on  an  outpatient  basis  only  if  these  children  can  be  returned  to 
housing  that  is  lead  free. 

THE  SOCIAL  ASPECT  OF  CHILDHOOD  LEAD  POISONING 

The  persistence  of  lead  poisoning  in  pre-school  children  living  in  our  urban  ghettos 
is  one  of  the  most  significant  indices  of  how  far  we  still  have  to  go  to  obtain  optimum 
health  for  our  children.  The  families  of  the  children  at  risk  are,  for  the  most  part, 
without  the  financial  resources  to  provide  their  growing  children  during,  and  after 
conception,  with  the  proper  nutrition,  housing,  and  other  basic  essentials  to  enable 
them  to  develop  normally,  both  physically  and  mentally.  Poverty  remains  implicated 
as  the  major  cause  of  lead  poisoning. 

When  ever  we  discuss  health  care  in  general  and  lead  poisoning  in  particular,  we 
are  obligated  to  place  heavy  emphasis  on  a number  of  factors  that  are  technically 
outside  of  the  pure  health  consideration,  but  they  nevertheless  play  a significant  role 
in  retarding  the  delivery  of  acceptable  health  care.  The  major  cause  of  lead  poisoning 
in  children  is  inadequate,  deteriorating  housing  which  has  not  been  corrected  because 
of  lack  of  funds.  The  fact  is  that  so  long  as  billions  are  going  into  defense  when  the 
health  of  the  country  requires  the  reconstruction  of  our  slums,  equality  for  minority 
groups,  and  the  reconstruction  of  our  economy,  lack  of  "budget"  is  no  excuse  for  the 
failure  to  remedy  housing  that  kills  young  children  and  deprives  them  of  their  full 
potential.  That  this  state  of  affairs  continues  to  exist  is  but  another  example  of  the 
need  to  reorder  our  priorities  so  that  they  relate  to  the  needs  and  concerns  of 
people.  The  social  ramifications  of  lead  poisoning  reaches  into  every  aspect  of 
ghetto  community  life,  where  the  ill  effects  of  poverty  and  poor  housing  dominates 
every  phase  of  daily  life. 

It  is  apparent  that  the  problem  of  lead  poisoning  reaches  into  and  challenges  the 
functioning  of  so  many  of  our  governmental  institutions,  and  that  it  must  be  seen 
as  much  more  than  a medical  problem  and  recognized  for  the  tremendous  socio- 
economic governmental  phenomenon  that  it  is.  We  have  seen  sincere  efforts  made 
by  some  of  our  public  health  and  other  governmental  officials  stymied  because  of 
the  bureaucracy,  low  priority  and  fragmentation  of  services  that  result  in  draining 
off  the  gains  that  could  be  made  toward  solving  the  problem.  We  must  find  a way 
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to  coordinate  the  efforts  being  made  by  various  groups  and  governmental  agencies 
into  the  effective  vehicle  that  would  end  the  fragmentation  that  is  hurting  the 
efforts  of  so  many.  We  need  the  governmental  officials,  the  politicians,  the 
community,  and  the  health  agencies  to  work  from  an  informed  coordinated  central 
base  and  short  of  this  we  will  simply  continue  fragmentation  of  effort  and  service 
by  various  well-intentioned  groups  and  in  the  end  do  very  little  toward  the 
eradication  of  Lead  poisoning. 

THE  DOLLARS  AND  "SENSE"  COST  OF  LEAD  POISONING 

The  menace  of  lead  poisoning  and  its  tragic  effects  on  the  children  of  our  ghetto 
communities,  is  not  only  a serious  medical  and  social  problem,  but  it  is  also  a 
very  serious  economic  problem  that  should  be  of  concern  to  all.  It  is  often  difficult 
to  maintain  a high  level  of  interest  in  a problem  that  does  not  affect  oneself  directly. 
So  it  must  be  made  clear  that  we  are  all  affected,  at  least  financially,  by  the 
continued  existence  of  lead  poisoning. 

The  price  that  we  are  paying  to  handle  it  by  current  methods  may  be  above  and 
beyond  what  it  would  cost  to  eliminate  it  at  its  source.  It  has  been  clearly 
established  that  old  and  deteriorating  housing  conditions  where  the  paint  and 
plaster  are  peeling  from  their  surfaces,  is  the  source  of  the  lead  that  poisons 
and  intoxicates  the  children.  If  this  source  were  not  available,  there  would  be 
no  lead  poisoning.  It  is  this  fact  that  makes  lead  poisoning  a completely  pre- 
ventable disease. 

That  our  society  continues  to  tolerate  a lethal  poison  within  our  midst  is  a terrible 
commentary  on  our  order  of  priorities;  a willful  disregard  for  the  loss  that  we  all 
inevitably  suffer  when  potential  human  resources  are  unfulfilled,  maimed,  and 
rendered  dependent  on  the  society. 

The  present  method  of  treating  this  illness  consists  of  two  parts;  firstly,  medical 
treatment  that  retards  the  effect  of  the  lead  poison;  and  secondly,  the  period  that 
the  child  spends  in  the  hospital  after  treatment  while  his  home  is  being  repaired. 

The  first  process  takes  about  7 days  to  complete;  the  second  requires  as  many 
as  50  days;  which  is  a total  of  approximately  57  days  that  the  child  may  spend  in 
the  hospital  because  of  lead  poisoning.  It  should  be  noted  that  many  children  have 
returned  to  homes  that  have  not  been  repaired  and  have  re-ingested  the  poisoned 
paint  or  plaster  and  have  had  to  be  hospitalized  again  and  again. 

We  know  that  almost  every  child  that  is  hospitalized  with  lead  poisoning  is  eligible 
for  Medicaid.  Since  hospital  rates  are  frequently  in  access  of  $100.00  per  day  and 
the  typical  hospital  stay  is  57  days  per  child,  it  can  cost  more  than  $5,  700.  00  per 
child.  Even  if  the  length  of  the  hospital  stay  is  cut  in  half  it  would  still  be  over 
$3,  000.  00  per  child.  Repeated  admissions,  of  course,  double  and  triple  these 
figures.  These  figures  must  be  looked  at  in  relationship  to  the  cost  of  rehabilitating 
an  apartment  which  has  been  estimated  by  private  contractors  at  approximately 
$2,  000.  00  per  unit.  As  has  been  repeatedly  stated  above,  the  only  way  to  insure 
against  lead  poisoning  and  its  tragic  effect  is  to  remove  the  poisoned  substances 
from  the  apartment.  When  we  contrast  the  cost  of  $2,  000.  00  to  do  this  against  the 
$5,  700.  00  or  more  per  child  that  can  be  spent  to  treat  it  medically  (these  figures 
do  not  take  into  account  the  loss  of  potential  because  of  the  irreversible  damage 
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to  the  children  and  the  proportion  of  deaths  that  regularly  occur)  the  gross 
misallocation  of  resources  becomes  clear. 

Indeed,  the  figures  that  we  are  presenting  here  suggest  that  for  every  child 
hospitalized  with  lead  poisoning  who  stays  the  time  required  to  have  his  home 
repaired,  we  are  spending  enough  money  to  completely  renovate  3 apartments. 

Here  we  have  only  discussed  the  financial  aspect  of  lead  poisoning.  We  must 
also  consider  the  waste  of  medical  and  technical  staffs  which  could  be  devoted  to 
seeking  methods  to  prevent  and  treat  other  illnesses  (such  as  Sickle  Cell  Anemia). 

In  lieu  of  a sweeping  new  housing  construction  program,  we  must  focus  our  energies 
on  the  project  of  rehabilitating  effectively  those  dangerous  homes  in  which  our  patients 
and  children  are  forced  to  live.  We  must  now  discuss  a serious  apartment  rehabilita- 
tion program  that  does  not  suffer  from  the  fragmentation  and  lack  of  clarity  that  is 
hopelessly  apparent  in  many  of  the  programs  presently  in  operation. 

We  should  also  consider  the  incalculable  hardship  visited  upon  the  family  of  those 
children  who  are  brain  damaged.  The  endless  clinic  visits;  the  severe  emotional 
strain  of  watching  a once  healthy  child  now  functioning  at  less  than  his  original 
capacity  and  the  endless  search  for  special  schools  that  are  too  few  in  number  to 
serve  the  children  in  need. 

How  much  talent  is  wasted  because  of  this  absolutely  preventable  disease.  It  is 
the  height  of  immorality  to  allow  a completely  eradicable  disease  like  lead  poisoning 
to  exist  unchecked  within  our  midst  - The  price  is  too  high  and  time  is  running  out. . . 

RECOMMENDATIONS 

The  body  of  the  paper  has  already  expressed  our  feelings  that  the  priorities  of  this 
nation  are  not  geared  toward  meeting  the  needs  of  the  larger  population.  The 
existence  of  lead  poisoning  verifies  this  statement. 

Lead  Poisoning  is  completely  preventable  and  the  solution  to  the  lead  problem 
requires  only  one  recommendation  which  we  will  state  as  : The  Elimination 

Of  All  Substandard  Housing  In  This  Country. 

There  are  interim  programs  to  be  initiated  until  the  housing  goal  is  completed. 

The  children  being  treated  for  Lead  Poisoning  must  not  return  to  a poisoning 
environment  after  treatment.  An  extended  care  facility  is  essential  if  we  are 
to  stop  the  cycle  of  repeated  lead  ingestion  and  poisoning. 

Fimds  must  be  made  available  to  expand  existing  programs  and  to  develop  adequate 
community  screening  programs  and  concomitant  back-up  facilities.  Appropriation 
of  funds  to  implement  the  "Lead  -Based  Paint  Poisoning  Prevention  Act"  (Public 
Law  91-695)  must  be  immediately  accomplished.  The  cost  for  hospital  care  is 
extremely  high.  Other  sources  of  fvmds  must  be  made  available  to  eliminate 
environmental  lead. 

There  are  things  each  of  us  can  do.  If  you  are  a private  citizen,  you  can  write 
to  your  legislative  leaders  and  urge  them  to  pass  legislation  and  appropriate  fimds 
to  create  better  housing.  If  you  are  a physician  or  health  worker,  you  can  educate 
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parents  and  colleagues  to  the  dangers  of  lead  poisoning.  If  you  are  the  parent 
of  a lead  poisoned  child  you  can  take  all  precautions  within  your  home  to  eliminate 
or  lessen  the  dangers.  Have  your  children  checked  at  a clinic  for  lead  poisoning. 
You  can  join  or  form  a parent's  action  group  to  help  pressure  those  who  can  bring 
about  change.  If  you  are  a state  or  federal  legislator  you  can  use  all  of  your  power 
to  appropriate  the  funds  needed.  If  you  are  the  President  of  this  nation  you  can 
help  change  the  priorities  and  use  some  of  this  nation's  wealth  to  bring  health  and 
equal  opportunity  to  millions  of  our  citizens. 

If  you  want  further  information  as  to  how  you  can  help,  please  write  or  call; 

Lead  Poisoning  Information,  Kings  County  Hospital,  451  Clarkson  Ave.  Brooklyn, 
New  York  --  Att:  Social  Service,  Pediatric  OPD,  Ground  Floor,  A Building, 

IN  2-4000,  Ext.  6795,  6793,  6827. 
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SIERRA  CLUB,  235  Massachusetts  Ave.,  N.E. j Washington,  D.C. 
EI'TVIROMSNTAL  ACTION,  13^6  Connecticut  Ave.,  N.W.,  Washington,  D.C. 
FRIENDS  OF  THE  EARTH,  620  C Street,  S.E.,  Washington,  D.C. 


July  9,  1971 


Hon.  Warren  G.  Magnuson,  Chairman 

Subcommittee  on  Labor,  and  Health,  Education,  and  Welfare,  and  Related  Agencies 
Committee  on  Appropriations 
U.S.  Senate 
V/ashington,  D.C.  205lO 


Dear  Mr.  Chairman: 

We  are  writing  to  urge  full  funding  of  a program  for  early  detection  and 
treatment  of  children’s  poisoning  from  lea.d-based  paint.  As  conservation 
organizations  we  have  decried  the  damage  being  done  to  the  environment 
by  lead  pollution  of  our  air,  soil,  water  and  food  supplies,  but  there  is 
another,  equally  as  serious,  form  of  lead  pollution  which  is  directly 
affecting  thousands  of  children.  The  environment  ijn  this  case  is  the  ghetto 
and  the  pollution  source  is  lead-based  paint,  cracked  and  peeling  from  old 
walls,  which  is  eaten  by  children  and  lingers  in  their  bodo  es  to  cripple, 
retard  and  kill. 

liJhile  we  wait  for  action,  an  estimated  250,000  to  U00,000  children  are 
affected  by  lead  poisoning  annually.  In  its  severe  forms  lead  poisoning 
has  a variety  of  debilitating  ph^'^sical  effects  which  range  from  kidney  disease 
to  blindness,  brain  damage,  mental  retardation  and  death.  We  consider  this 
to  be  an  intolerable  situation  in  light  of  the  fact  that  Congress  has  already 
enacted  legislation  authorizing  a program  which  would  prevent  this  fatal 
illness. 

In  January  of  thf.s  year  Congress  passed  the  Lead-Based  Paint  Poisord.ng 
Act,  P.L,  91-69$,  which  authorized  a total  of  $30  million  for  detection 
and  treatment  programs:  $10  million  for  community  education  and  screening 
programs,  $l5  million  for  detection  and  removal  of  lead  paintj  and  $5  million 
for  federal  research.  Even  though  the  law  has  passed,  it  has  yet  to  be 
funded  in  any  way.  We  deplore  the  fact  that  the  Administration  is  only 
asking  for  $2  million  to  be  used  for  pilot  programs  in  fiscal  year  1972, 

The  few  programs  undertaken  by  such  cities  as  New  York,  Chicago  and 
St,  Louis  could  use  more  than  $2  million  to  locate  and  treat  all  the 
poisoning  victims  in  their  cities  alone.  A program  begun  only  this  year 
in  the  inner  city  area  of  Washington,  D.C,,  showed  that  ten  percent  of 
the  children  tested  had  unsafe  levels  of  lead  in  their  blood,  and 
several  children  required  hospitalization.  Many  more  cities  are 
beginning  to  see  the  necessity  for  such  programs  and  are  requesting  funds. 
There  is  an  urgent  need  for  a fully  funded  program  which  will  attack 
this  problem  immediately. 
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The  concerns  of  conservationists  embody  a desire  for  a healthy  and 
livable  environnent  for  all  citizens.  Our  mranbers  by  and  large  live  and 
work  in  and  around  cities.  Their  concerns  arise  out  of  the  experiences 
they  have  had  in  cities  and  their  desire  to  see  the  problems  of  urban 
pollution  solved.  What  we  have  learned  about  pollution  and  its  effects 
have  pointed  to  the  need  to  address  ourselves  to  such  problems  as  poison- 
ing from  lead-based  paints. 

The  prior  ecological  ignorance  that  allowed  people  to  use  lead-based 
paint  should  not  be  compounded  by  failure  to  treat  the  victims  of 
that  ignorance.  And,  failure  to  appropriate  the  monies  and  initiate 
the  programs  wo\ild  be  a false  and  tragic  "economy."  Which  is  more 
expensive:  healthy  and  productive  citizens  or  sick  and  dependent  ones? 

The  \iltimate  result  of  any  form  of  pollution  is  that  it  has  a debilitat- 
ing and  even  lethal  effect  on  a life-support  system,  and  the  earth’s 
environment,  all  of  it,  is  our  life-support  system.  We  know  you,  too, 
to  be  concerned  ^d.th  the  problems  of  urban  pollution  and  urge  full 
funding  of  a program  for  combating  the  causes  and  effects  of  children’s 
poisoning  from  lead-based  paint. 

We  would  like  to  request  that  this  letter  be  made  a part  of  the 
hearing  record. 


Sincerely, 


W,  Lloyd  Tupling  V 
Washington  Representative 
Sierra  Club 


Environmental  Action 


George  Alders on 
Legislative  Director 
Friends  of  the  Earth 


cc:  Members  of  the  Subcommittee  on  Labor,  and  Health,  Education,  and  Welfare; 
and  Related  Agencies 
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STATEMENT  OF  NORMAN  LEVIN,  PRESIDENT,  WESTERN  HEALTH 
FACILITIES,  INC.,  SEATTLE,  WASH. 

ACCOMPANIED  BY  MICHAEL  STERNBERG,  COUNSEL 

NURSING  HOMES 

Senator  Magnuson.  Mr.  Norman  Levin. 

Mr.  Levin.  I would  like  to  preface  my  statement  by  an  introduction 
of  Michael  Sternberg,  legal  counsel. 

Second,  I would  like  to  say,  Senator,  that  I do  not  represent  an  as- 
sociation or  organization  of  that  nature  of  the  nursing  industry.  I am 
an  individual.  I want  to  make  that  clear  because  I often  differ  with 
the  statements  made  by  the  industry. 

Third,  you  will  be  pleased  to  hear  I want  to  deal  exclusively  with 
existing  legislation.  OK  ? 

Senator  Magnuson.  That  will  be  fine.  Of  course,  that  won’t  foreclose 
you  for  other  legislation. 

Mr.  Levin.  Eight. 

Senator  Magnuson.  Just  for  a while,  temporarily. 

Mr.  Levin.  Fourth,  to  give  you  the  alternative,  it  will  take  me  10 
minutes  to  read  this,  but  20  minutes  to  summarize  it. 

Senator  ]\Iagnuson.  Go  ahead. 

Mr.  Levin.  I might  say  the  second  page  is  the  nitty-gritty.  The  first 
page  will  give  you  a little  background  of  why  I am  here. 

Senator  Magnuson.  We  will  put  the  full  statement  in  the  record. 

Mr.  Levin.  Several  weeks  ago  the  nursing  home  industry  found  it- 
self cast  in  the  familiar  role  of  the  “heavy”  of  health  care.  As  you 
know,  the  heavy,  in  the  vernacular  of  the  theater,  is  the  bad  guy  no- 
body loves — a pariah  and  a reprobate.  The  plot,  dialog,  and  the  villain 
were  all  very  well  Imown  to  the  American  public  who  has  come  to  ex- 
pect nothing  but  the  worst  from  these  dramatic  exposes.  Only  the  hero 
had  been  changed,  and  instead  of  a Nader  high  school  medical  expert 
or  an  incognito  Congressman,  the  good  guy  in  the  white  hat  turned  out 
to  be  none  other  than  the  man  from  the  White  House — ^the  President 
of  the  United  States. 

What  does  one  say  about  charges  of  overcrowding  and  understaffing 
when  they  are  naade  by  the  Chief  Executive  of  this  country  ? How  does 
one  defend  against  a blanket  condemnation  of  nursing  homes,  char- 
acterized as  “warehouses  for  the  elderly”  ? By  writing  blustering  let- 
ters of  self-righteous  indignation  ? By  quoting  statistics  calculated  to 
impress  even  the  most  zealous  of  critics  ? 

No.  The  sad  truth  is  that  the  public  demands  only  one  class  of  nurs- 
ing homes — first  class — and  will  not  listen  to  refutations  or  arguments 
in  defense  of  anything  but  the  very  best.  And  therein  lies  the  rub,  for 
the  best  means  dollars,  dollars  not  available  in  the  past,  the  present,  or 
as  far  as  I can  determine,  the  future. 

Well,  if  the  public  demands  first  class,  and  the  Government  or 
private  industry  can  afford  only  steerage,  wherein  lies  the  solution? 
Certainly  not  in  the  irresponsible  harangue  I have  already  described, 
or  in  the  inflammatory  articles  one  reads  almost  daily  on  life  in  the 
deadful  nursing  home.  The  only  answer  is  to  come  to  grips  with  the 
real  issues  and  problems,  and  work  together — Government  and  private 
industry — in  their  resolution. 
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Wliat  then  are  some  of  the  more  salient  issues  with  which  we  wish 
to  deal?  No.  1 is  the  recognition  tliat  there  are  substandard  and  mar- 
ginal facilities,  and  that  they  must  not  be  encouraged  to  flourish  at 
the  expense  of  human  dignity  and  self-resj>ect.  We  want  that  firmly 
established.  We  are  not  kidding  anybody. 

No.  2,  the  nursing  home  is  an  important  and  legitimate  member  of 
this  country’s  health  care  team,  and  that  the  great  majority  of  homes 
are  doing  a magnificent  job  in  caring  for  the  sick  and  elderly. 

No.  3,  that  the  proprietary  facility  is  a positive  factor  in  the  delivery 
of  health  care  to  the  community ; and 

No.  4,  that  there  is  a correlation  between  good  care  and  dollars  spent 
for  same.  Permit  me  to  deal  briefly  with  each  of  these. 

There  are  few  nursing  home  operators,  indeed,  who  do  not  agree 
that  substandard,  unlicensed  homes  must  be  upgraded  or  shut  down. 
They  are  unconscionable,  and  a moral  blotch  on  the  reputation  of 
the  industry.  Why  then  doesn’t  the  State  agency  responsible  for 
policing  nursing  homes  simply  revoke  the  license  of  those  not  in 
compliance  with  State  law  and  prosecute  those  operating  without  a 
license?  The  answer,  very  sadly,  is  that  these  agencies  ignore  and 
thereby  encourage  the  existence  of  these  facilities  for  they  serve  as 
a cheaper  alternative  to  the  care  provided  by  homes  in  full  compli- 
ance with  State  and  F ederal  laws. 

And  yet  the  State  agency  faces  a terrible  dilemma : do  nothing  and 
encourage  substandard  care,  or  take  action  and  chance  and  resurrec- 
tion of  the  comity  poorhouse.  It  is,  therefore,  incumbent  upon  all 
responsible  Government  officials  to  recognize  the  whole  problem  with 
all  of  its  ramifications.  To  cite  the  existence  of  these  substandard 
homes  as  being  representative  of  the  nursing  home  industry  is  cynicism 
in  its  most  virulent  form. 

The  problem  of  receiving  recognition  as  a full  and  legitimate  partner 
in  the  deliverance  of  health  care  to  the  community  has  always  caused 
the  nursing  home  industry  great  anxiety  and  concern.  Many  of  us  felt 
that  with  the  advent  of  title  18  (medicare)  and  title  19  (medicaid) 
programs,  and  the  concomitant  creation  of  a new  hybrid  entity,  the 
extended  care  facility,  the  question  of  acceptance  would  no  longer  be 
applicable.  I regret  that  our  expectations  remain  unfulfilled,  the  Gov- 
ernment and  consumer  being  the  big  losers. 

There  are  a number  of  reasons  for  this  negative  attitude.  One  is  the 
inability  to  separate  in  the  mind’s  eye  the  new  from  the  old.  President 
Nixon  used  as  an  illustration  of  the  inadequacy  of  nursing  homes  the 
hearsay  that  numerous  physicians  refuse  to  visit  these  facilities  be- 
cause “they  found  them  too  depressing.” 

Now,  I think  it  is  about  time  we  put  an  end  to  this  old  canard.  It 
may  have  been  depressing  20  years  ago,  when  old  converted  mansions 
were  being  utilized  as  homes  for  aged  and  sanitariums,  but  to  state 
that  the  modern,  sophisticated  nursing  facility  is  more  depressing  than, 
say,  a general  hospital  is  pure,  unadulterated  nonsense. 

Granted,  there  may  still  be  in  existence  a number  of  old  homes  that 
could  be  described  as  “depressing,”  but  I assure  you  nursing  homes 
do  not  hold  a monopoly  on  this  description.  How  many  hospitals 
today  fall  imder  the  same  category  ? Has  anyone  heard  of  a medical 
doctor  refusing  to  attend  his  patient  in  that  type  of  hospital  ? Sickness 
can  be  depressing;  aging  can  be  depressing;  and  the  physician  who 
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who  refuses  to  care  for  either  because  he  is  depressed,  rates  very  low, 
in  my  estimation. 

This  party  insurance  carriers  have  steadfastly  excluded  nursing 
homes  from  their  medical  coverage  with  the  exception  of  an  occasional 
sop  here  and  there.  This  exclusion,  perhaps  more  than  any  other  fac- 
tor, has  prevented  the  use  of  extended  care  facilities  as  viable  alter- 
natives to  acute  hospital  care  for  subacute  patients. 

The  key  to  reducd  cost  of  institutional  health  care  lies  in  the  proper 
utilization  of  all  inpatient  facilities.  Ideally  the  acute  care  hospital 
should  direct  its  very  sophisticated  medical,  nursing,  and  physician 
capabilites  to  only  that  patent  requiring  this  intensive  care.  Assumiiig 
the  patient  continues  to  require  skilled  nursing  care  on  a less  intensive 
scale,  he  should  be  transferred  to  an  extended  care  facility. 

A very  interesting  monetary  phenomenon  then  occurs:  the  cost  of 
hospital  care  goes  up — perhaps  as  high  as  $250  per  day,  remember 
that  only  the  acute  ill  patient  is  being  cared  for,  but  the  overall  cost 
of  caring  for  that  patient  will  be  substantially  reduced.  This  is  due, 
of  course,  to  the  fact  that  the  operating  costs  of  the  extended  care 
facility  is  much  less  than  the  hospital. 

The  hospitals  have  frontloaded  the  cost,  preparation,  operating- 
room.  The  care  might  be  $250  a day.  The  care  on  the  remaining  por- 
tion of  that  will  be  appreciably  reduced. 

Congress  had  this  alternate  concept  in  mind  when  it  enacted  the 
title  18  program.  However,  in  just  years  extended  care  facility 
benefits,  as  a practical  matter,  have  been  eliminated.  At  the  instigation 
of  the  Social  Security  Administration,  the  fiscal  intermediaries — 
Blue  Cross,  Mutual  of  Omaha,  et  al — proceeded  to  tighten  up  the 
utilization  of  ECF’s  under  part  A of  the  program.  Strangling  would 
seem  to  be  a more  apt  description. 

Thousands  of  elderly  patients,  who  on  good  faith  and  upon  certifi- 
cation of  their  attending  physician  entered  the  nursing  home,  have 
found  that  the  doctor,  the  provider,  the  utilization  review  committee 
of  the  provider,  all  -were  being  overruled  by  the  intermediary. 

And  who  are  these  “experts”  empowered  to  retroactively  deny  medi- 
care benefits  over  the  protest  of  the  aforementioned  ? Perhaps  a panel 
of  physicians?  Or  perhaps  a qualified  groups  of  medical  authorities? 
Would  you  believe  that  it  is  most  frequently  a nurse,  acting  upon  very 
scanty  medical  information,  who  swings  the  ax  ? 

The  consequences  of  this  cruel  hoax  are  very  sad.  The  patient  finds 
himself  with  a bill  of  thousands  of  dollars,  very  often  precipitating  fi- 
nancial insolvency.  The  doctor,  because  of  patient  pressure,  becomes 
reticent  in  using  the  ECF  and  retains  the  patient  in  the  hospital  at  a 
far  greater  cost  to  the  program.  And  the  nursing  home,  alas,  is  faced 
with  the  unpleasant  task  of  trying  to  collect  for  services  rendered.  I 
might  add  that  the  nursing  home  is  the  “heavy”  again,  being  blamed 
for  the  whole  mess. 

The  appeal  procedure  is  even  more  ludicrous.  After  much  redtape 
and  shuffling  of  paper,  the  provider  is  requested  to  submit  from  the 
patient’s  chart  the  physician’s  orders,  nurses’  notes,  therapy  reports, 
and  whatever  else  may  be  of  assistance  in  reviewing  the  denial  of 
benefits. 

Weeks  and  months  go  by  before  a decision  is  reached,  and  the  an- 
swer is  invariably  to  confirm  the  denial.  As  if  that  were  not  sufficient. 
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the  Social  Security  Administration  has  taken  to  deny  benefits  already 
paid  for  if,  during  the  review,  it  is  found  that  the  portion  of  the  pa- 
tient’s stay  allowed  should  never  have  been  allowed  in  the  first  place. 
In  other  words,  the  appellant  chances  even  more  retroactive  denial  if 
he  is  bold  enougli  to  protest  the  initial  decision. 

Certainly  this  is  not  the  type  of  program  Congress  had  in  mind  for 
its  elderly  constituents.  These  inequities  must  be  corrected,  and  the 
use  of  extended  care  facilities  must  be  promoted  rather  than  discour- 
aged. 

The  issue  of  proprietary  facilities  in  the  health  care  field  is  particu- 
larly puzzling.  There  are  those  who  hold  to  the  belief  that  only  non- 
profit facilities  can  or  should  provide  institutional  health  care.  They 
base  this  contention  on  the  premise  that  a proprietary  facility  must  be 
first  concerned  with  providing  its  shareholders  with  a return  on  their 
investment.  Ergo,  the  prime  motivation  in  the  for-profit  operation 
must  be  profit,  and  not  the  best  care  for  its  patients.  They  furtner  pro- 
claim that  profit  and  care  are  incompatible,  and,  therefore,  the  proprie- 
tary operations  will  soon  meet  their  demise. 

I should  like  to  remind  these  Cassandras  that  there  exists  not  one 
shred  of  evidence  confirming  these  contentions.  Moreover,  I am  bored 
to  death  hearing  our  nonprofit  colleagues  malign  and  slander  those 
who  have  done  so  much  in  improving  our  industry. 

It  would  seem  that  our  sectarian  brothers  have  a few  more  impor- 
tant matters  with  which  to  be  concerned.  Where,  may  I ask,  is  the 
brotherly  loved  based  on  the  Judeo- Christian  ethic,  when  compliance 
with  title  VI  of  the  Civil  Eights  Act  of  1964  is  ignored  or  circum- 
vented with  impunity  ? 

According  to  the  provisions  of  this  act,  as  you  know : 

No  person  in  the  United  States  shall,  on  the  ground  of  race,  color,  or  national 
origin,  be  excluded  from  participation  in,  be  denied  the  benefits  of,  or  be  other- 
wise subjected  to  discrimination  under  any  program  or  activity  receiving  Fed- 
eral financial  assistance  from  the  Department  of  Health,  Education,  and  Welfare. 

I invite  you  to  visit  your  friendly  neighborhood,  sectarian-sponsored 
home  for  aged  and  count  the  number  of  black  faces  among  its  guests. 
You  will  be  disappointed,  I am  sure,  to  count  so  very  few.  This  is  due, 
I am  told  rather  unconvincingly,  to  long  waiting  lists  and  other  appro- 
priate criteria  for  admission.  I maintain  that  these  homes  may  have 
the  right  to  this  type  of  exclusiveness,  but  not,  I repeat,  not  when  they 
are  receiving  Federal  financial  assistance. 

Finally,  because  this  committee  is  vitally  concerned  with  appro- 
priations, I wish  to  take  a moment  to  talk  about  dollars.  It  is  incon- 
ceivable that  Congress  could  consider  a reduction  in  the  budget  for 
— ' skilled  nursing  and  aged  mental  health  care,  by  $500  million.  I am 
fully  cognizant  of  the  isolated  abuses  and  misuse  of  medicare  and 
medicaid  fmids.  These  cases  of  abuses  are  very  dramatic,  and  they 
provide  the  detractors  of  this  country’s  health  care  system  with  fuel 
for  their  inflammatory  attacks. 

The  truth  is  that  they  are  numerically  insignificant,  and  do  grave 
injustice  to  the  overwhelming  majority  of  honest  and  conscientious 
physicians,  hospitals,  and  nursing  homes. 

We  must  not  cut  off  our  proverbial  nose  to  spite  our  face.  The  great- 
est bargain  this  country  can  buy  is  an  updated,  financially  sound 
nursing  program.  As  I have  already  pointed  out,  the  nursing  home 
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can  provide  an  alternative  to  hospital  care  for  subacute  patients  at  a 
savings  of  millions  of  dollars. 

In  conclusion,  I wish  to  state  categorically  that  there  are  few 
nursing  home  operators  who  would  not  accept  the  highest  standards 
and  the  most  stringent  supervision  if  funds  were  made  available  to 
provide  only  first-class  care.  Give  us  the  tools,  the  money  to  provide 
this  care,  and  we  pledge  that  we  will  give  this  country  the  finest  sys- 
tem of  long-term  health  care  in  the  world. 

Thank  you  for  the  time.  Senator  Magnuson. 

Senator  Magnuson.  Thank  you.  Norm. 

You  are  right,  we  deal  with  money  here,  not  mainly  but  almost 
exclusively.  On  medicare,  the  1971  appropriation  was  $2,599  billion. 
The  1972  budget  is  $2,465  billion,  down  someAvhat. 

Mr.  LE^UN.  Yes,  sir. 

Senator  Magnuson.  This  is  total  for  everything.  It  includes  military 
service  credits  and  others,  and  hospital  insurance  for  the  uninsured, 
those  that  pay  in  that  $5  a month.  On  medicaid,  they  did  recommend 
$1  billion  more  for  maintennace  assistance,  the  budget. 

Mr.  LE^^:N.  Yes,  sir. 

Senator  IVIagnuson.  From  $5,617  billion  to  $6,655  billion  this  is 
grants  to  the  States  for  public  assistance. 

Now  maybe  you  can  help  me  a little  bit  here  because  of  your  experi- 
ence in  this  field.  When  you  take  in  a person  sent  to  you  by  the 
State 

Mr.  Levin.  Sent  to  us  generally  on  medicare  or  medicaid? 

Senator  Magnuson.  Either  one. 

Mr.  LE^’IN.  They  come  from  different  places.  Generally  a medicaid 
patient  from  a home,  but  a medicare  must  come  from  a hospital. 

Senator  Magnuson.  Do  they  pay  you  a per  diem  for  that? 

Mr.  Le^un.  They  do. 

Senator  ^Iagnuson.  Is  that  per  diem  too  low  ? 

Mr.  Levin.  The  per  diem  is  based  upon  cost,  at  least  projection  of 
cost.  The  catch  phrase  there  is  “reasonable.”  Keasonable  sometimes  in 
our  estimation  is  not  reasonable. 

Senator  Magnuson.  Do  they  review  that  cost  ? Do  they  shop  around  ? 
Say  home  A costs  x number  of  dollars  per  diem  and  home  C costs  x 
move.  Would  they  invariably  send  the  person  to  home  C ? 

Mr.  Levin.  The  problem  is  that  there  is  such  a great  variance  between 
those  providing  the  level  of  care  at,  say,  $15  a dayand  those  who  are 
providing  care  at  $30  a day.  That  has  always  been  a puzzler.  Why 
does  it  take  you  $30  a day  to  provide  a level  of  care  when  the  guy  next 
door  is  $15?  The  answer  is  that,  of  course,  there  are  no  bargains  in 
health  care. 

Senator  Magnuson.  Supposing  I am  in  charge  of  screening  people 
to  go  to  homes.  Do  I look  wholly  at  the  cost  ? 

Mr.  Levin.  No.  As  a matter  of  fact,  the  cost  only  comes  into  it  by 
virtue  of  your  relationship  to  the  intermediary.  The  hospital  making 
the  placement  is  not  concerned  with  the  cost  of  the  extended  care 
facility  to  whom  we  are  making  the  placement.  What  happens  is  that 
when  it  is  deemed  necessary  to  move  the  patient  from  the  hospital  in 
making  the  placement,  he  looks  for  a certified  facility  to  take  this 
patient  and  there  makes  the  placement.  But  he  doesn’t  know,  for  ex- 
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ample,  when  he  is  making  the  placement — that  is,  the  hospital  or 
physician — whether  the  patient  is  going  to  be  covered. 

There  is  no  presumptive  care.  One  risks  the  possibility  of  denial  of 
admission  if  the  person  reviewing  the  chart  feels  that  the  patient 
should  never  have  been  admitted  in  the  first  place,  because  he  did  not 
have  what  they  considered  skilled  nursing  care  on  a continuous  basis. 
It  is  really  in  the  eyes  of  the  i-eader  based  on  the  chart  I feel  this  man 
should  never  have  been  admitted  to  an  extended  care  facility. 

Senator  Magnuson.  Who  says  that  ? 

Mr.  Levin.  The  intermediary,  Social  Security  Administration. 

Senator  Magnuson.  Social  Security  ? 

Mr.  Levin.  Sure. 

Senator  Magnuson.  It  does  not  mean  that  when  a doctor  or  the  hos- 
pital says  that  ‘‘Mr.  A,  you  should  go  to  a nursing  home  and  here  is  a 
list,”  and  we  pick  out  this  one ; it  does  not  necessarily  mean  that  that 
Avill  be  paid  for. 

Mr.  Levin.  Not  at  all. 

Senator  Magnuson.  Because  Social  Security  reviews  it. 

Mr.  Levin.  Of  course. 

Senator  Magnuson.  Do  they  review  it  as  to  individual  cases,  or  do 
they  review  it  by  saying,  well,  this  nursing  home  is  on  one  of  the  lists  ? 

Mr.  Levin.  They  review  by  looking  at  a diagnosis  on  the  billing 
form  which  says  “diagnosis.” 

Senator  Magnuson.  Who  does  that  ? 

Mr.  Levin.  The  fiscal  intermediary.  Our  fiscal  intermediary  hap- 
pens to  be  Mutual  of  Omaha  in  Nebraska. 

Senator  Magnuson.  The  insurance  company  ? 

Mr.  Levin.  Yes.  They  review  this  on  behalf  of  the  Social  Security 
Administration.  They  say,  “This  is  an  interesting  diagnosis;  I don’t 
believe  this  guy  requires  care  under  the  program.  Consequently,  we 
deny  benefits  on  this  date  or  retroactively  or  how  long  it  takes  to 
determine  it.” 

The  guy  who  presumed  to  be  covered,  “The  doctor  said  I am  going 
to  be  covered,  I am  going  to  the  nursing  home.”  So  he  receives  notifica- 
tion : “According  to  our  interpretation,  you  are  not.”  They  may  repeal 
the  action,  a long  procedure. 

In  my  experience  and  under  the  program  since  its  inception  I have 
had  two  reversals  of  denial  of  benefits,  two  in  thousands  of  patients. 

Senator  Magnuson.  Is  the  insurance  company — I am  asking  this 
because  I don’t  know  all  these  procedures — can  the  insurance  com- 
pany deny  payment? 

Mr.  Levin.  Yes,  sir. 

Senator  Magnuson.  Then  what  does  Social  Security  do  them  ? 

Mr.  Levin.  Social  Security  generally  agrees  with  the  intermediary. 

Senator  Magnuson.  They  do  not  look  into  it  independently  ? 

Mr.  Levin.  No,  sir.  You  have  to  appeal  it. 

Senator  Magnuson.  You  have  to  appeal  it  back  to  them  ? 

Mr.  Levin.  Yes,  sir.  They  generally  sit  in  the  same  office  with  the 
intermediary  representative. 

Senator  Magnuson.  When  will  that  be  found  out?  Say  a nursing 
home  has  patient  A. 

Mr.  Levin.  Depending  on  how  quickly  the  workpapers  go  through. 
When  the  patient  is  admitted,  they  submit  a report  of  eligibility.  If 
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somebody  is  fouled  up,  it  may  be  2 months  before  a person  is  eligible 
for  it.  Then  one  can  submit  a billing.  Maybe  2 or  3 months  elapse 
before  the  first  billing  goes  in  so  that  they  can  make  a determination 
as  to  eligibility  on  the  basis  of  diagnoses. 

Senator  Magnuson.  What  happens  to  them  if  after  2 months  he 
has  been  in  there,  and  they  say  he  is  not  eligible  ? He  has  to  go  out 

Mr.  Levin.  Tough,  very  tough. 

Senator  Magnuson.  Unless  he  has  private  funds  ? 

Mr.  Levin.  Even  if  he  has  some  private  funds,  2 months  in  an  ex- 
tended care  facility  can  mean  $2,000  or  $3,000.  It  doesn’t  take  long  to 
wipe  him  out. 

Senator  Magnuson.  I say  unless  he  had  some  other  funding. 

Mr.  Levin.  Eight. 

Senator  Magnuson.  What  do  you  suggest  be  done  to  change  this? 

Mr.  Levin.  I suggest  the  eligibility  of  an  individual  to  be  presumed 
to  be  covered  based  upon  medical  diagnosis.  At  least  establish  a mini- 
mum of  days  based  upon  diagnosis.  Postoperative  cataracts  should 
be  in  a total  of  14  days,  hospital  and  EOF  together,  and  the  patient 
will  know  he  has  14  days  in  a hospital  extended  care  facility. 

Thereafter  it  is  subject  to  question.  The  person  must  know  when 
he  is  certified  by  the  physician  who  certifies  he  must  go  to  the  extended 
care  facility  for  the  same  reason  as  in  the  hospital  and  not  be  worried 
for  3 or  4 months  he  has  to  face  this  future  bill. 

Senator  Magnuson.  You  were  talking  about  white  hats  and  vio- 
lence in  here. 

Mr.  Levin.  That’s  right. 

Senator  Magnuson.  I get  the  impression  that  the  villain  in  this 
case  is  the  insurance  company. 

Mr.  Levin.  I get  the  impression  it  is  the  Social  Security  Adminis- 
tration and  the  gunman  is  the  fiscal  intermediary,  which  is  the  insur- 
ance company. 

Senator  Magnuson.  Wouldn’t  they  both  be  villains? 

Mr.  Levin.  One  to  a lesser  degree  than  the  other.  The  other,  it 
occurs  to  me,  is  merely  a pawn.  In  other  words,  you  hire  an  executioner. 

Senator  Magnuson.  In  the  Commerce  Committee,  of  which  I am 
chairman,  we  have  been  dealing  with  auto  insurance.  We  have  no 
problem  finding  out  where  the  villain  is  there  at  all.  You  don’t  have 
to  read  2 pages  before  you  know  who  the  villain  is.  But  something 
ought  to  be  done  about  this  because  the  social  security  officials  should, 
upon  certification  by  competent  medical  people,  say  to  the  insurance 
company,  “This  is  all  you  need.  You  pay.” 

Mr.  Levin.  I would  think  the  same.  Senator.  But  I see  they  are 
overruled.  The  physician  has  now  become 

Senator  Magnuson.  Yes;  but  the  Social  Security — maybe  I am 
getting  this  wrong — the  insurance  company  first  overrules  them,  is 
that  right? 

Mr.  Levin.  Yes;  that  is  correct. 

Senator  Magnuson.  The  minute  that  happens  to  patient  A,  Social 
Security  ought  to  move  quickly  and  say,  “You  go  ahead  and  pay  this, 
you  can’t  overrule  this,  it  has  been  certified.” 

Mr.  Levin.  I would  say  that  power  could  certainly  be  taken  away. 
I don’t  feel  that  the  insurance  company  should  make  that  type  of 
decision. 
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Senator  Magnuson.  They  make  a general  contract  and  they  are 
liable  under  it.  The  guidelines  of  what  they  pay  are  not  set  up  neces- 
sarily by  them  in  this  field.  They  are  set  up  by  some  competent  people 
wdio  say,  “This  person  belongs  in  an  extended  care  facility.”  Only  the 
attending  physician  on  examination  can  know  the  real  condition  of 
that  patient. 

I am  inclined  to  doubt  that  the  insurance  company  is  just  as  big 
a villain  as  Social  Security,  trying  to  cut  down  their  payments. 

Mr.  Levin.  I don’t  think  they  are  solely  to  blame.  They  certainly 
work  upon  a reimbursement  program.  If  Social  Security  says  to  them, 
“No,  look,  you  fellows,  we  are  spending  too  manj^  dollars  on  extended 
care  facilities.  Tighten  up.”  Then  they  have  no  alternative  but  to 
tighten  up. 

Senator  Magnuson.  If  Social  Security  says  you  can  only  spend  some 
dollars. 

Mr.  Levin.  It  was  not  a matter  of  that.  It  w^as  a matter  of  making  a 
projection  that  wasn’t  accurate.  I think  if  utilization  is  going  to  be 
put  into  effect,  it  has  to  apply  to  everything.  You  say,  “OK,  hospitals, 
get  your  people  out  faster.  Nursing  home,  you  get  your  people  out, 
and  then  go  to  intermediate  care  facilities  or  go  home.”  But  the  utiliza- 
tion was  directed  to  nursing  homes  because  it  is  a convenient  market, 
it  always  has  been. 

Senator  Magnuson.  Why  should  an  insurance  company  want  to  get 
cancelled  at  all  ? They  want  to  get  paid  ? 

Mr.  Levin.  Because  of  the  influence  of  the  Social  Security  Admin- 
istration. 

Senator  Magnuson.  So  we  are  getting  down  to  where  different  rules 
have  to  be  made  ? 

Mr.  Levin.  Yes,  sir. 

Senator  Magnuson.  It  doesn’t  make  any  difference  to  them  whether 
the  fellow  shouldn’t  be  there  or  should  be  there  as  a medical  matter  ? 

Mr.  Levin.  No. 

Senator  Magnuson.  Because  if  he  is  there,  they  get  paid  ? 

Mr.  Levin.  Of  course. 

Senator  Magnuson.  But  Social  Security  says,  “Well,  we  want  to 
take  a look  at  these  cases.”  Who  submits  the  final  bill  to  them.  Social 
Security  ? 

Mr.  Levin.  Oh,  no ; the  nursing  home. 

Senator  Magnuson.  You  submit  the  bill  to  the  insurance  company? 

Mr.  Levin.  Yes,  sir. 

Senator  Magnuson.  They  say  they  can’t  pay  it  ? 

Mr.  Levin.  Eight. 

Senator  Magnuson.  Because  Social  Security  has  said  that  this  fel- 
low, patient  A,  shouldn’t  be  there? 

Mr.  Levin.  Eight. 

Senator  Magnuson.  Is  this  because  of  their  guidelines,  their  rules,  or 
an  arbitrary  decision  by  one  or  two  people,  some  bureaucrat  ? 

Mr.  Levin.  They  maintain  the  definition  of  extended  care  was  really 
not  properly  defined  in  the  initial  years,  they  are  saying  that  according 
to  their  guidelines  they  never  meant  for  these  people  to  be  covered.  It 
was  really  more  a matter  of  being  like  a hospital.  If  a hospital  were 
not  present  or  if  a facility  like  this  were  not  present,  the  hospital 
would  be  taking  care  of  them. 
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I don’t  believe  it.  I believe  it  was  meant  as  an  alternative  to  hospital 
care.  Now  they  are  interpreting  it  as  another  hospital. 

Senator  Magnuson.  Our  whole  effort  is  to  get  as  many  people  out. 
In  fact,  I established  that  principle  years  ago  with  the  Veterans’  Ad- 
ministration. But  once  the  VA  certifies  that  this  fellow  who  is  in  a VA 
hospital  should  go  out,  the  bill  is  taken  care  of. 

Mr.  Levij^^.  You  bet.  We  contract  with  VA  and  say,  “You  will 
pay.” 

Senator  Magnuson.  That  is  taken  care  of. 

Mr.  Levin.  We  had  a former  colleague  of  yours,  Senator  Martin, 
who  died  in  one  of  our  facilities.  He  was  under  a VA  contract. 

Senator  Magnuson.  We  are  relieved  a little  bit  on  not  only  out- 
patients. We  even  got  a whole  care  program. 

Mr.  Levin.  Sure.  That  is  alternative. 

Senator  Magnuson.  Not  nursing  homes? 

Mr.  Levin.  Home  health  agencies. 

Senator  Magnuson.  In  the  home.  It  has  worked  very  well  with  the 
VA  because,  as  you  know,  the  startling  thing,  most  people  don’t  know 
it  in  the  United  States,  but  every  other  bed  there  is  a mental  case.  We 
have  found  we  can  do  a lot  with  them  by  getting  them  out  and  into 
home  care. 

I am  glad  to  get  this  cleared  up.  I am  going  to  ask  the  Department 
when  they  come  up  here  why  they  can’t  have  a little  better,  more  effi- 
cient guideline.  The  only  person  who  gets  hurt  in  the  long  run  is 
patient  A. 

Mr.  Levin.  There  are  a few  more  people,  but  they  are  hurt  differently. 

Senator  Magnuson.  He  is  the  main  guy? 

Mr.  Levin.  Not  at  all.  Often  the  nursing  home  facility,  because 
patient  A does  not  have  the  money  to  pay  the  bill,  he  is  written  off.  He 
has  already  been  provided  $2,000  worth  of  service. 

Senator  Magnuson.  The  nursing  home  has  a financial  stake  in  this, 
but  patient  A gets  kicked  out. 

Mr.  Levin.  No,  he  really  doesn’t. 

Senator  Magnuson.  You  don’t  kick  them  out  right  away  ? 

Mr.  Levin.  No,  we  don’t  kick  them  out.  Usually  they  are  eligible  for 
welfare  if  they  reach  that  point  where  they  can’t  pay  for  their  care. 
Welfare  will  pick  them  up  at  that  point. 

Senator  Magnuson.  Let  us  find  out  about  that  what  these  rules  are. 

Getting  back  to  the  appropriations,  do  you  have  anything  to  sug- 
gest there? 

Mr.  Levin.  I would  suggest.  Senator,  that  the  proposal 

Senator  Magnuson.  I can’t  give  you  much  encouragement  on  con- 
struction. 

Mr.  Levin.  I am  not  really  concerned  with  construction. 

Senantor  Magnuson.  Or  remodeling  because  even  if  we  put  it  in,  they 
freeze  it  down  there. 

Mr.  Levin.  Those  sources  are  available  from  conventional  sources  as 
w^ell,  although  we  have  utilized  FHA  very  nicely.  I am  concerned  that 
under  the  medicaid  program  under  title  19,  again  the  tightening  up 
seems  to  be  hitting  nursing  homes  by  reducing  benefits  after  60  days 
of  care. 

We  well  know  that  there  are  chronically  ill  people  who  need  care 
beyond  60  days.  The  program  as  it  is  written,  I understand  reduces  the 
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Federal  fund  by  one-third  after  60  days.  It  is  terrible.  That  is  the  part 
that  they  need.  We  are  talking  about  catastrophe. 

Senator  Magnuson.  On  medicaid  I agree,  we  are  going  to  take  a 
look  at  it.  There  is  another  double  problem  money  wise,  because  there 
is  the  matching,  the  States  have  to  match.  Some  of  the  States  have 
fallen  so  far  behind  that  they  have  to  look  at  their  appropriation, 
what  we  give  them  in  medicaid,  whereas  medicare  is  coming  out  of  a 
big  trust  fund. 

The  total  amount  that  was  appropriate  compared  to  the  amount  of 
money  that  moves  around  in  medicare  is  very  small.  It  is  administra- 
tive only.  There,  of  course,  they  can  change  their  rules  and  won’t 
bother  the  trust  fund  at  all  on  these  oases.  They  wouldn’t  amount  to 
anything. 

The  trust  fund  is  now  up  in  billions.  Ever^^body  pays  in.  But  in 
medicaid  I clearly  agree  witn  you  it  has  been  quite  a mess,  administra- 
tive-wise. No  one  seems  to  know  downtown  exactly  what  to  do  about  it. 
We  don’t  get  too  much  help  from  downtown.  Every  time  we  have  a 
meeting  on  an  appropriation  bill  involving  any  part  of  HEW,  we 
find  a new  person  sitting  across  from  us.  They  change  so  fast  down 
there,  from  the  Secretary  on  down. 

Mr.  Levin.  The  sorry  thing  about  it.  Senator,  is  that  many  of  the 
States  have  merely  taken  State  dollars  that  they  formerly  invested  in 
welfare  programs  and  they  replaced  them  with  title  19  dollars.  Nothing 
was  changed  in  terms  of  level  of  care,  nothing  was  changed  in  terms 
of  standards.  It  is  just  a matter  of  making  it  easy  for  the  State  to  get 
Federal  dollars.  That  wasn’t  the  intent  of  title  19  either. 

Senator  Magnuson.  We  will  get  them  up  here  and  see  what  we  can 
find  out.  I think  this  condition  that  you  suggest  here  is  something 
that  just  commonsense  could  change. 

Mr.  Levin.  Just  a matter  of  putting  the  number  of  days  by  a diag- 
nosis. Certainly  it  is  not  a fault-proof  system,  but  at  least  it  gives 
someone  an  insurance  I am  going  to  be  taken  care  of. 

Senator  Magnuson.  Even  if  a fellow  stays  longer  than  he  should,  so 
what  ? 

Mr.  Levin.  The  average  length  of  stay  in  our  State  is  30  days. 

Senator  Magnuson.  So  what  ? They  ought  to  lean  on  the  side  of  not 
denying  somebody  the  care,  even  though  they  might  find  somebody 
that  probably  should  not  be  there  as  long  as  he  is.  There  is  plenty  of 
money  in  here  to  take  care  of  that.  And  all  this  adds  up  to  the  fact  that 
some  of  these  people  are  hollering  that  they  don’t  want  health 
insurance. 

If  these  sorts  of  things  keep  up,  it  will  mean  national  health  insur- 
ance. Then  you  will  have  more  bureaucrats.  Maybe  that  is  the  only 
answer.  I don’t  know. 

Mr.  Levin.  I have  no  aversion  to  bureaucrats  provided  they  treat  the 
programs  they  are  to  administer  properly. 

Senator  Magnuson.  One  other  part  of  your  statement  here  I was 
going  to  ask  a question  on.  I know  the  growth  of  nuising  homes  all 
over  the  country  has  been  fantastic.  Everybody  finally  became  aware 
that  it  becomes  a part  of  the  whole  health  problem  of  the  country  and 
a very  significant  part.  It  is  sort  of  paradoxical  and  ironical  coupled 
with  the  fact,  too,  that  the  whole  purpose  of  the  health  program  is  to 
keep  people  living  longer. 
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As  they  live  longer,  the  more  we  have  the  responsibility  to  see  that 
that  end  of  life  is  going  to  be  taken  care  of.  So,  we  are  spending  money, 
hundreds  of  millions  of  dollars,  to  do  one  thing  and  skimping  on  the 
other  end. 

Mr.  Levin.  You  see,  we  live  in  a different  culture  here  in  many  places 
where  the  elderly  are  revered  and  placed  in  homes.  It  is  a little 
different. 

Senator  Magnuson.  I remember  the  poorhouses. 

Mr.  Levin.  Yes. 

Senator  Magnuson.  Off  the  record. 

(Discussion  off  the  record.) 

Senator  Magnuson.  On  the  record. 

Do  most  States  have  about  the  same  type  of  licensing,  or  does  it 
differ? 

Mr.  Levin.  It  differs  from  State  to  State.  I think  that  today  there  is 
a great  similarity  between  the  licensing  agents,  one  State  to  the  other 
differ  very  little. 

Senator  Magnuson.  What  about  inspections?  Is  there  lack  of 
inspections  ? 

Mr.  Levin.  I mentioned  in  this  statement  that  I think  all  of  us  would 
be  receptive  to  inspection,  but  the  inspector  generally  says,  “We  want 
the  highest  standards.”  You  ask  him  who  is  going  to  pay  for  it?  He 
says,  “I  am  not  interested  in  who  is  going  to  pay  for  it.  I am  interested 
in  inspecting.” 

We  can’t  give  $50  worth  of  care  if  all  we  are  getting  is  $11.79,  which 
in  our  State  is  top  rate. 

Senator  Magnuson.  How  much  ? 

Mr.  Levin.  $11.79.  You  can’t  find  a third-rate  hotel  room  for  $11.79. 

Senator  Magnuson.  What  would  the  average  be  ? 

Mr.  Levin.  $330  a month. 

Senator  Magnuson.  Of  course,  a lot  of  people  don’t  differentiate 
between  retirement  homes  and  nursing  homes.  They  are  two  different 
concepts.  Retirement  homes,  and  we  have  several  as  you  know,  at  home, 
they  appeal  to  the  ambulatory  and  you  can  go  down  and  have  a hot 
meal  once  a day. 

Mr.  Levin.  Self-care. 

Senator  Magnuson.  That  sort  of  thing.  A lot  of  them  ultimately 
have  to  go  to  a nursing  home. 

Mr.  Levin.  Of  course.  That  requires  a lot  of  skilled  care.  You  have 
to  compete  with  hospitals  and  everybody  else  for  your  nurses  and  the 
like. 

Senator  Magnuson.  Are  there  any  homes  large  enough  to  have  resi- 
dent doctors? 

Mr.  Levin.  Yes;  there  are. 

Senator  Magnuson.  There  are  ? 

Mr.  Levin.  Yes,  sir. 

Senator  Magnuson.  Some  of  them  just  have  visiting  doctors. 

Mr.  Levin.  Most  of  them  have  consulting  physicians.  Most  of  the 
patients  are  taken  care  of  by  their  own  attending  physicians.  All  the 
patients  admitted  there  are  attended  by  their  attending  physicians. 

Senator  Magnuson.  If  he  is  available. 

Mr.  Levin.  Yes;  if  he  is  not  available,  usually  you  have  a house 
doctor  who  will  take  the  call.  It  should  be  desirable  to  have  a resident 
physician,  but  again  who  is  going  to  pay  for  him  ? 
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Senator  Magnuson.  You  would  have  to  have  a pretty  large  place. 

Mr.  Levin.  Yes;  it  would  have  to  be  probably  200  beds  and  up. 

Senator  Magnuson.  Yes;  you  would  have  to  have  a larger  place. 
AYould  you  say  that  our  State  has  licensing  laws  tougher  or  more 
lenient  than  other  States  or  about  in  the  middle  ? 

Mr.  Levin.  I would  say  that  our  State  generally  exceeds  the  stand- 
ards of  most  States  in  terms  of  licensing  requirements. 

Senator  Magnuson.  Now^  you  don’t  have  any  complaint  about  phy- 
sicians, but  you  do  suggest  that  there  might  be  sometimes  not  as  much 
cooperation  as  possible  ? 

Mr.  Levin.  Yes,  probably  because  the  nursing  home  industry  is 
looked  upon  much  as  a stepchild  in  the  health  care  community.  We 
had  lunch  today  with  a physician.  He  was  talking  about  a compre- 
hensive program  of  hospitals  and  doctors  and  everybody  else  but 
nursing  homes. 

I am  sure  he  did  not  recoj^ize  that  they  do  play  an  important  role. 

1 called  him  on  that.  He  said,  ‘‘Probably  you  are  right,  probably  be- 
cause we  didn’t  have  it  foremost  in  our  minds.”  The  nursing  homes 
are  there. 

My  quarrel  is  not  with  the  physician. 

Senator  Magnuson.  Now  if  a person  had  private  hospital  insurance, 
they  had  full  coverage  for  which  there  are  policies,  can  he  get  a nursing 
home  included  in  that  ? 

Mr.  Levin.'  There  are  some,  but  they  are  very,  very  limited. 

Senator  Magnuson.  Does  the  premium  go  up  pretty  high? 

Mr.  Levin.  I think  it  goes  beyond  that  because  it  makes  good  sense 
to  know  that  for  every  day  of  hospital  care  you  might  be  afforded 

2 days  of  nursing  home  coverage.  It  is  a simple  matter  to  do,  but 
they  are  not  doing  it  because  no  one  is  there  to  say  you  have  to  find 
alternatives. 

Senator  Magnuson.  Most  of  them  stop  the  day  you  leave  the  hos- 
pital ? 

Mr.  Levin.  That’s  right. 

Senator  Magnuson.  Still  there  again  there  is  a paradoxical  thing, 
because  we  are  trying  to  get  people  out  of  hospitals  when  they  can 
be  taken  care  of  in  extended  care  facilities  or  any  other  nonhospital 
facility. 

Mr.  Levin.  Exactly,  or  home  for  that  matter. 

Senator  Magnuson.  You  would  think  that  they  would  be  in  favor 
of  it,  because  if  they  have  to  stay  in  the  hospital  a little  longer  because 
they  don’t  have  insurance  in  a nursing  home,  it  is  going  to  cost  them 
that  much  more. 

Mr.  Levin.  You  would  think  that  would  be  the  case. 

Senator  Magnuson.  You  would  think  they  would  have  that  in  there 
because  it  would  cost  them  less. 

Mr.  Levin.  Exactly. 

Senator  Magnuson.  To  pay  out. 

Mr.  Levin.  But  they  don’t,  because  it  will  take  someone  like  your- 
self to  tell  them  that  they  have  to. 

Senator  Magnuson.  We  have  tried  a lot  of  things  with  insurance 
companies.  I guess  you  are  right,  we  will  finally  end  up  passing  a 
law  unless  they  come  around  themselves.  You  will  find  sometimes  just 
the  introduction  of  a law  might  do  it  when  they  know  you  are  serious. 
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If  you  don’t  do  it,  they  will  go  on  with  it.  But  I am  glad  to  get  your 
testimony.  We  just  have  to  take  a good  long  look  at  this  medicaid 
thing.  There  are  more  complaints,  more  trouble,  more  confusion. 
There  are  no  basic  .guidelines  on  eligibility  or  payments,  as  someone 
says,  equitable  one  way  or  another.  In  other  words,  to  sum  it  up,  there 
must  be  a better  way  to  do  it  than  the  way  they  are  doing  it. 

Mr.  Levin.  That  is  a fair  enough  summary. 

Senator  Magnuson.  Thank  you  very  much.  I am  sorry  to  keep  you 
waiting  this  morning. 

Mr.  Levin.  Not  at  all.  It  is  a pleasure. 

STATEMENT  OF  OLLY  NEAL,  LEE  COUNTY  COOPERATIVE  CLINIC, 
ARKANSAS  COMPREHENSIVE  HEALTH  CENTERS,  OFFICE  OF 
ECONOMIC  OPPORTUNITY 

HEALTH  MANPOWER 

Senator  Magnuson.  We  have  Mr.  Oily  Neal. 

Mr.  Neal.  Senator  Magnuson,  first  I don't  presume  to  appear  here 
to  give  you  statistics  on  what  the  amount  of  money  ought  to  be  for 
the  two  programs  I shall  speak  about.  What  I would  like  to  do,  though, 
is  to  give  you  a little  bit  of  information  that  will  influence  you  some- 
how in  determining  what  is  a reasonable  amount  of  funding  for  the  two 
areas  I presume  to  speak  about. 

I recognize  that  I do  not  have  the  machinery  to  pull  together  the 
statistics  and  interpret  them.  I represent  a segment  of  the  Nation’s 
population  that  is  aptly  described  as  “medically  underdeveloped.”  I 
should  add  “economically  and  socially  underdeveloped.” 

I am  the  administrator  of  a small  health  project  in  Lee  County,  Ark. 
Bordering  on  the  Mississippi  Eiver,  Lee  County  reflects  the  prevailing 
socioeconomic  pattern  of  the  Mississippi  Delta.  The  black  majority  is 
politically,  socially,  and  economically  disenfranchised. 

The  large  plantations,  which  until  recently  depended  on  an  ample 
supply  of  labor  to  produce  good  cotton  and  soybean  crops,  are  now 
largely  mechanized.  For  the  large  part  combines,  herbicides  and  cot- 
ton pickers  have  replaced  unskilled  laborers.  Chemicals  and  mecha- 
nization, with  the  help  of  a single  seasonal  employee,  accomplish  work 
which  would  have  previously  engaged  25.  As  a tractor  driver,  a Lee 
County  resident  can  expect  to  work  94—102  days,  earning  $1,000- 
$1,500  per  year. 

Since  in  our  society  those  things  which  assure  the  physical  and  men- 
tal well-being  of  individuals — adequate  housing,  health  and  sufficient 
food — are  dependent  on  the  ability  to  purchase,  lack  of  income  pro- 
foundly affects  the  life  style  and  life  expectancy  of  Lee  County 
residents.  Almost  one-half  of  the  housing  units  in  our  country  are 
judged  to  be  substandard  according  to  the  1970  Census. 

State  Health  Department  statistics  for  1968  show  the  infant  mortal- 
ity rate  for  Lee  County  to  be  36.2  per  thousand  live  births.  31.3  percent 
of  the  poverty  population- — and  that  represents  74  percent  of  our 
county  population — earns  less  than  $1,000  per  year  allowing  an  aver- 
age food-buying  power  capable  of  providing  15  percent  of  the  USDA 
economy  diet. 
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Another  26.4  percent  earning-  between  $1,000  and  $1,999  per  year 
can  meet  46  percent  of  the  USD  A economy  diet.  The  problems  of  our 
area  can  be  attributed  to  tlie  following : 

1.  Inability  of  the  poor  to  purchase  medical  services  at  the  local, 
regional  and  State  levels.  The  lack  of  sufficient  income  services  as  a 
deterrent  from  seeking  medical  help  not  only  at  the  local,  but  also  'at  the 
more  distant  facilities  where  specialized  care  must  be  sought.  In  many 
cases,  not  because  of  a required  fee,  but  because  the  poor  cannot  meet 
transportation  costs  necessary  to  underwrite  the  trip. 

2.  Inability  of  local  health  facilities  to  meet  the  health  needs  of  the 
population  because  of  understaffing  and  underfunding. 

3.  Inability  or  unwillingness  by  some  health  providers  to  sensitize 
themselves  to  the  needs  of  poor  people  and  consider  their  lives  as 
sacred  and  worthy  of  maintenance  as  their  middle-  and  upper-class 
counterparts.  Segregated  facilities  and  the  fact  that  whites  are  waited 
on  before  blacks  in  some  physicians’  offices  indicates  to  the  majority 
of  our  area  population  that  their  value  and  worth  are  determined  by 
their  race,  thus  creating  a psychological  state  hardly  conducive  to 
good  health. 

In  1969  with  14,000  of  Lee  County’s  18,000  residents  living  in  fam- 
ilies earning  less  than  $3,000,  undernutrition  and  its  attendant  pro- 
liferate illnesses  are  rampant.  A doctor- to-resident  ratio  of  1 : 5,000 
(all  physicians  white),  a black-to- white  population  ratio  of  3:  2 and 
an  extremely  pronounced  Southern  tradition  in  effect  does  little  to 
relieve  the  crisis. 

In  fact,  the  reverse  is  true  for  this  combination  causes  the  situation 
to  become  progressively  worse.  There  was  no  major  medical  institu- 
tion or  group  of  liberal  physicians  who  would  come  in  to  break  this 
devastating  cycle. 

Lee  County  did  not  exude  the  glamor  and  attractiveness  for  liberals 
as  did  those  communities  who  had  experienced  riots  and  racial  up- 
heaval. In  1970  Lee  County,  Ark.,  bore  the  Lee  County  Cooperative 
Clinic  naturally,  experiencing  the  most  extreme  forms  of  pains  and 
convulsions  attendant  to  natural  childbirth.  Local  rejection  by  the 
power  structure  (all  white)  was  total.  Physicians  were  and  are  almost 
impossible  to  recruit.  Any  money  sources  are  rapidly  drying  up. 

But  Lee  County  Cooperative  Clinic  can  and  must  survive,  for  here 
is  a facility  born  of  absolute  need  and  not  to  determine  if  a system  of 
health  care  delivery  will  work ; born  of  the  womb  of  a plantation  econ- 
omy where  there  had  been  no  prenatal  care;  and  delivered  by  a daddy 
whose  only  experience  had  been  driving  the  mules  (later  the  tractors) , 
chopping  and  picking  the  cotton  for  less  (in  most  cases)  than  $1,000 
per  year.  Certainly  this  does  not  prepare  one  for  the  business  obstetrics 
of  running  a health  delivery  system. 

But  Lee  County  Cooperative  Clinic  has  survived  because  the  need 
dictated  no  less.  Lee  County  Cooperative  Clinic  does  not  have  $1  mil- 
lion. Lee  County  Cooperative  Clinic  does  not  have  sufficient  staffing 
and  understanding  to  handle  a million-dollar  budget  at  this  point. 

GEO  has  shown  it  is  inclined  to  fund  comprehensive  care  centers 
at  the  $1  million  and  above  range,  but  she  should  have  the  funds 
and  the  flexibility  to  fund  smaller  sums  based  on  their  proven 
performance. 

Now  w^e  have  before  us  the  Emergency  Health  Personnel  Act  of 
1970.  What  shall  we  do  with  it?  If  this  Nation  of  ours  believes  that 
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good  health  is  a necessary  ingredient  for  good  citizenship  and  prog- 
ress, then  we  must  not  allow  this  bill  to  be  a pacifier  to  those  who  have 
raised  loud  voices  and  linger  and  die  a life  of  niiproductivity. 

Can  we  make  this  act  productive  ? If  it  is  to  be  productive,  we  must 
provide  the  administering  agency  with  the  wherewithal  and  guidance 
to  make  it  so. 

1.  The  act  provides  for  an  advisory  council  of  which  four  mentbers 
shall  be  appointed  from  the  general  public  representing  the  consumers 
of  health  care.  Since  it  is  estimated  that  areas  with  the  most  severe 
health  manpower  shortages  are  the  rural  poor  and  urban  ghetto  areas, 
it  is  absolutely  necessary  that  these  members  be  cognizant  of,  relevant 
to  and  responsive  to  the  needs  of  these  target  communities.  It  is  ad- 
ditionally necessary  that  these  members  be  residents  of  such  target 
communities. 

Other  members  of  the  council  must  be  selected  based  on  their  proven 
ability  to  relate  to  and  effectively  respond  to  the  needs  of  the  target 
communities.  For  it  would  be  a farce  to  select  a council  that  had  neither 
the  ability  nor  inclination  to  prod  the  administering  agency  so  that  it 
does  not  become  a bureaucratic  jungle  such  as  many  of  onr  other  Fed- 
eral agencies  have. 

2.  It  must  be  clear  that  the  affiliates  of  American  medical  and  dental 
associations  cannot  be  a determinant  certifying  element.  These  local 
societies,  in  many  instances,  have  shoAvn  themselves  to  be  patently 
racist  and  unresponsive  to  the  needs  of  the  poor  and  disadvantaged. 
We  must  realize  that  other  health  organizations — that  is.  National 
jMedical  Association  affiliates — are  frequently  more  cognizant  of  and 
more  responsive  to  the  needs  of  certain  commnnities  in  spite  of  the 
fact  that  their  affiliate  may  not  be  in  the  immediate  area  of  concern. 
That  section  of  the  act  must  not  become  a block  to  the  effective  imple- 
mentation of  this  proposal. 

3.  Sufficient  support  must  be  provided  for  practicing  physicians 
placed  by  the  Service.  It  must  be  recognized  that  most  areas  with  a 
critical  health  manpower  shortage  are  in  that  predicament  because  of  a 
lack  of  both  health  manpower  and  financial  resources.  Therefore,  it  is 
inappropriate  to  place  Service  physicians  Avithout  providing  financial 
resources  to  cover  some  transportation  and  drug  needs.  It  has  been 
determined  that  in  our  county  the  greatest  force  prohibiting  active  and 
regular  utilization  of  seinfices  aA^ailable  is  the  lack  of  transportation  to 
enrollment  and  disbursement  points.  Our  oAvn  survey  has  indicated 
that  one  of  the  major  barriers  to  quick  recuperation  from  minor  ill- 
nesses is  the  inability  of  patients  to  afford  prescribed  drugs  and  for 
other  treatments  as  adAUsed. 

4.  Adequate  funds  must  be  provided  to  properly  implement  this 
program.  In  April  1970,  CBS  News  Reporter  George  Flarmon,  speak- 
ing on  a CBS  special,  “Health  in  America,”  said : “.  . . a Federal  budget 
that  appropriates  $400  per  person  for  defense  is  considered  inflation- 
ary Avhen  it  appropriates  $13  per  person  for  health.”  Our  national 
priorities  must  be  reordered,  to  say  the  least. 

Our  Nation  has  frequently  taken  pride  in  the  fact  that  it  has  the  big- 
gest and  the  best.  After  Russia  successfully  launched  the  first  space- 
craft, America  flexed  her  muscles  and  in  A^ery  short  order  caught  and 
surpassed  the  Russians  in  the  space  race.  There  are  many  indications 
that  one  of  the  difficulties  facing  America  in  her  attempt  to  get  out 
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of  Vietnam  is  her  conciiern  for  her  reputation  of  having  never  lost  a 
war. 

But  the  i\jnerican  mood  is  changing.  We  don’t  necessarily  need  to 
be  the  biggest.  We  don’t  need  to  necessarily  win  them  all.  What  we 
need  is  a quality  of  life  that  will  allow  us  to  continue  on  the  premise 
“that  even  the  lowest  can  reach  the  highest.” 

The  quality  life  for  many  of  our  citizens  is  far  short  of  that  point 
now  and  the  health  crisis  can  be  seen  as  one  of  the  major  contributing 
factors  rural  poor  and  urban  ghetto  residents  become  less  alarmed 
about  the  health  of  their  infants  and  children  because  their  own  lives 
have  conditioned  them  to  live  with  pain  and  suffering.  Poor  health, 
malnutrition,  and  critical  and  threatening  environments  are  the  pools 
of  genocide.  Let  us  not  nurse  these  tools,  but  let  us  abort  them  here  and 
now. 

I implore  you  to  use  your  influence  and  legislative  authority  to 
make  the  intent  of  Emergency  Health  Personnel  Act  responsive  and 
relevant  to  the  needs  and  aspirations  of  those  who  face  this  very 
critical  health  crisis  by  making  sufficient  funds  available  to  provide 
support  services  necessary  for  service  physicians. 

Thank  you. 

Senator  Magnuson.  I appreciate  your  testimony.  I am  sorry  that  a 
couple  other  Senators  aren’t  here,  but  Avhen  you  talk  to  the  chairman 
about  the  emergency  health  personnel,  that  is  my  act.  I will  try  to 
see  that  my  baby  gets  fed  the  best  I can.  It  has  only  been  in  existence 
now  about  6 months. 

Mr.  Neal.  There  have  been  no  appropriations. 

Senator  Magnuson.  We  started  with  three  in  the  supplemental, 
which  wasn’t  enough,  $3  million.  The  budget  has  come  up  with  10. 
The  authorization  is  $20  million  so  I am  hopeful  to  raise  that  figure 
if  necessary.  What  really  has  happened  is  that  down  at  NIH  and  the 
Public  Health  Service  they  haven’t  quite  formulated  all  their  plans 
yet.  Therefore,  the  Budget  said  to  them,  as  I understand  it,  “We  will 
start  you  out  with  the  10.  Then  when  you  get  your  plans  a little  more 
formulated,  we  will  be  glad  to  recommend  a supplemental.” 

What  you  point  out  is  happening  down  in  your  county  is  just 
exactly  what  we  were  thinking  about.  I will  tell  you  there  is  a great 
deal  of  enthusiasm  among  these  younger  people  to  go  out  and  do  this, 
get  out  into  the  rural  areas  just  as  much  as  in  the  ghettos  and  take  the 
year  or  two  in  that  setting  to  deliver  health  care. 

What  you  say  is  so  true.  It  is  not  only  getting  the  person  there  or 
getting  someone  to  go  to  Lee  County  and  find  out  about  it  and  work 
with  you,  but  see  that  he  has  the  tools,  the  auxiliaries,  and  OEO 
should — I don’t  knoAv  why  they  don’t — ^take  care  of  the  transportation 
and  the  other  things  around  the  periphery. 

Did  you  receive  any  money  from  OEO  ? 

Mr.  Neal.  Yes,  sir;  we  have  been  funded  for  2 fiscal  years  from 
OEO  and  are  expecting  some  funds  for  the  third  fiscal  year  beginning 
September  1. 

Senator  Magnuson".  How  much  did  you  get  a year? 

Mr.  Neal.  The  first  year  for  a 6-month  period,  $39,000.  The  second 
period,  a 12-month  period,  was  $139,000.  One  of  the  problems  is  that 
Ave  have  used  one  of  OEO’s  other  services,  VISTA,  and  because  Ave 
are  a rural  area,  it  necessitates  an  extensive  use  of  transportation. 
Everybody  is  out  from  the  center  itself. 
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OEO  has  recently  restricted  the  mileage  for  volunteers  to  500  miles 
a month.  That  may  sound  large  for  a person  in  Washington,  but  for 
Lee  County  where  the  average  patient  lives  10  miles  from  the  center 
and  with  many  of  the  patients  living  as  much  as  25,  that  is  a restricted 
amount.  OEO  says  to  us,  “Considering  the  size  of  your  budget,  only 
so  much  money  can  go  into  transportation,  so  we  must  restrict  you 
at  this  point.” 

Then  it  has  said,  in  addition,  this  year  it  is  operating  on  what  is 
properly  described  as  a continuing  resolution,  so  we  could  not  be 
funded  at  a level  higher,  even  though  it  had  cut  a higher  activity. 

Senator  Magnuson.  They  have  not  even  passed  the  OEO  bill  yet. 
It  does  not  look  like  to  me  that  it  is  going  to  be  passed  before  we  get 
all  our  appropriations  marked  up.  It  is  over  in  the  House. 

VISTA  is  being  phased  out. 

Mr.  Neal.  We  are  aware  of  that. 

Senator  Magnuson.  That  is  being  frozen  out. 

Mr.  Neal.  The  problem  we  are  having  is  that  she  does  not  seem  to 
recognize  that  we  are  not  similar  to  the  other  health  centers. 

Senator  Magnusox.  They  have  you  fellows  in  between. 

Mr.  Neal.  Eight.  We  are  expected  to  survive  on  something  that  is 
not  going  to  be  available. 

Senator  Magnusox.  We  will  see  what  we  can  do. 

We  will  ask  OEO  about  this.  They  can  spend  under  the  continuing 
resolution.  As  a matter  of  fact,  I am  not  so  sure  that  they  cant  spent 
more,  because  the  budget  amount,  if  they  reauthorize  it  again,  is  not  as 
much  as  they  had  last  year.  They  can  spend  one-twelfth  of  it  every 
month. 

We  dont  Imow  what  to  do  on  OEO  because  we  dont  have  an 
authorization. 

Mr,  Neal.  My  main  interest  has  been  because  of  my  employment  in 
the  Lee  County  area.  I have  some  exposure  to  the  other  areas  in 
Arkansas  and  some  of  the  other  States,  particularly  in  Mississippi  and 
Alabama.  The  same  problem  exists,  except  in  most  instances  the  other 
areas  have  not  managed  to  get  off  the  ground  as  we  have,  which  I 
think  may  be  attributed  to  some  good  luck. 

Senator  Magxusox^.  Well,  probably  more  because  people  like  you 
took  an  interest.  We  will  find  out  from  OEO  about  this  particular  prob- 
lem. You  will  have  to  be  a little  patient  with  the  Emergency  Health 
Service  Act. 

Mr.  Neal.  Thank  you  very  much. 

STATEMENT  OF  C.  ROBERT  OGDEN,  CHAIRMAN,  ADVISORY  COMMIT- 
TEE, WASHINGTON/ ALASKA  REGIONAL  MEDICAL  PROGRAM 

REGIOXAL  MEDICAL  PROGRAMS 

Senator  Magxusox.  Now  we  have  Dr.  Bernstein,  Mr.  Ogden,  and 
Dr.  Eeed. 

Mr.  Ogdex.  Senator,  there  are  three  of  us  here  to  testify  concerning 
the  budget  for  regional  medical  programs  for  1972. 

I am  C.  Robert  Ogden,  chairman  of  the  Washington/Alaska  re- 
gional medical  program’s  advisory  committee. 

Senator  W^gxusox.  We  will  put  all  the  statements  in  the  record  in 
full. 
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INTRODUCTION  OF  ASSOCIATES 

Mr.  Ogden.  We  have  shortened  them  up  in  order  to  save  time.  Sit- 
ting next  to  me  is  Dr.  Arthur  Bernstein  from  New  Jersey,  a prac- 
ticing cardiologist  wlio  pnictices  principally  at  Beth  Israel  Medical 
Center  in  Newark.  Pie  is  on  the  edge  of  the  Newark  ghetto.  Pie  will  talk 
about  the  activities  of  RMP  in  an  uihan  ghetto  setting. 

To  his  right,  Dr.  Joseph  Reed  of  West  Virginia  is  engaged  in  family 
practice  in  a community  of  about  10,000  people  in  a rural  area  of  an 
economically  deprived  part  of  the  coimtry.  Pie  is  a considtant  to  a 
school  health  project  sponsored  by  the  West  Virginia  RMP.  His  proj- 
ect is  PTpshur  County,  and  he  will  talk  about  the  impact  of  regional 
medical  programs  in  the  rural  setting. 

When  they  have  finished  ivitli  their  remarks,  I will  talk  about  RMP 
in  large  cities  and  remote  areas. 

Senator  Magnuson.  We  are  glad  to  have  you  all  here. 

STATEMENT  OF  ARTHUR  BERNSTEIN,  NEW  JERSEY  REGIONAL 
MEDICAL  PROGRAM 

REGIONAL  MEDICAL  PROGRAMS 

- Senator  Magnuson.  We  will  now  hear  from  Dr.  Bernstein. 

Dr.  Bernstein.  Mr.  Chairman,  I will  make  my  remarks  brief  at  this 
point.  You  have  my  statement  which  contains  most  of  what  I will  say, 
but  I would  like  to  emphasize  certain  points  that  I believe  are  worth 
emphasizing,  as  regional  medical  programs  are  concerned  in  New 
J ersey . 

Senator  Magnuson.  Doctor,  before  you  get  started,  so  that  the  rec- 
ord is  clear,  because  we  don’t  deal  so  much  in  philosophy  here  as  we 
do  in  dollars,  although  we  would  like  to  deal  in  philosophy. 

For  the  purpose  of  the  record,  the  RMP  appropriations  last  year, 
or  appropriations  that  we  recommended,  were  $111  million.  The 
budget  has  come  up  here  with  $52.7  million.  But  of  the  $111  million, 
$44.5  million  was  impounded.  That  is  pretty  nearly  a 50-percent  cut. 

Now  they  claim  that  the  reason  they  asked  for  $52  million  instead 
of  even  last  year’s  amount,  which  I don’t  think  was  sufficient  because 
we  are  just  getting  going  with  these  programs,  the  reason  they  asked 
for  $52  million  is  that  they  are  going  to  release  the  $44.5  million,  and 
that  added  to  the  $52  million  would  be  enough. 

Mr.  Ogden.  I will  have  some  remarks  to  make  about  that. 

Senator  Magnuson.  I just  wanted  the  record  to  be  clear  on  the  figure. 

Mr.  Ogden.  I appreciate  that. 

Senator  Magnuson.  Go  ahead. 

Dr.  Bernstein.  The  figure  Mr.  Ogden  will  discuss  Avith  you. 

I would  like  to  mention  a few  of  the  things  that  can  be  done  with 
the  regional  medical  program,  and  why  the  funds  should  be  increased 
despite  what  you  have  just  said,  because  I think  Ave  need  more  than 
that.  I think  your  original  idea  of  $111  million  is  inadequate. 

First  of  all,  I think  this  is  a good  way  to  lower  the  cost  of  medical 
care.  In  NeAv  Jersey,  this  is  a big  problem  today.  Everybody  talks 
about  it.  Here  is  the  way  to  do  it. 

We  have,  and  I have  presented  to  you  for  the  record,  some  recom- 
mendations made  by  our  regional  medical  program,  in  Avhich  we  have 
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tried  to  show  how  we  can  recognize  and  cut  down  the  cost  of  experisive 
medical  facilities  such  as  cardiovascular  facilities.  And  instead  of 
having  one  in  every  hospital,  each  of  which  cost  anywhere  from  a half 
to  $3  or  $4  million,  we  have  tried  to  get  them  together  and  have  them 
combine  their  facilities. 

We  have  had  a pacemaker  program.  Every  hospital  wants  to  measure 
the  working  of  a pacemaker,  because  if  you  don’t  measure  that,  you 
have  90  percent  of  these  pacemaker  patients  come  in  as  emergencies 
when  their  pacemakers  fail.  We  found  that  if  you  study  them  at 
monthly  or  3-month  intervals,  we  can  cut  those  down  so  that  only  10 
percent  become  emergency. 

This,  too,  makes  a big  difference  for  the  patient  and  cuts  down 
cost.  By  computerizing  them  and  havmg  a center  in  one  hospital, 
we  can  use  computers  throughout  the  State.  New  Jersey  is  a long, 
narrow  State,  You  can  send  the  signal  from  the  pacemaker  anywhere 
in  the  State  to  the  central  computer;  and  instead  of  having  a com- 
puter in  every  hospital,  which  would  raise  costs  tremendously,  we  have 
been  able  to  save  a tremendous  amount  of  money  by  having  just  the 
station,  the  sending  unit,  in  one  area,  the  central  unit  at  another,  and 
in  that  way  we  cut  down  costs.  This  is  one  example  of  what  regional 
medical  programs  can  do. 

Renal  programs,  we  have  a great  deal  of  experience  wnth,  and 
we  have  set  up  renal  centers  for  that  and  set  up  standards  for  this. 
This  is  the  first  area.  I could  expand  on  that  but  I won’t.  We  have 
improved  medical  knowledge.  We  have  set  up  now  in  one  of  our  medi- 
cal schools — as  you  know,  the  medical  schools  in  New  Jersey  are 
rather  new — so  that  this  program  has  been  really  started  as  a grass- 
roots project  by  the  physicians  of  the  State  themselves,  and  the  medi- 
cal schools  have  been  brought  in  and  we  are  working  with  them. 

We  are  now  setting  up  an  institute  for  continuing  physician  educa- 
tion at  the  colleges,  and  we  will  work  with  the  directors  of  medical 
education  at  all  of  the  hospitals  so  that  in  this  way  we  can  improve 
the  bringing  of  medical  care  tliroughout  the  State.  This  is  one  of  the 
purposes  of  the  regional  medical  program. 

If  we  have  enough  money,  we  can  do  a much  better  job  of  that. 

We  also  have  set  up  a taped  message  where,  for  instance,  in  an 
emergency  when  a physician  at  3 a.m.  needs  some  knowledge  on  a 
specific  subj  ect,  he  can  use  the  telephone  to  call  into  a central  number 
and  have  a 5-minute  tape  which  will  tell  him  what  to  do,  say,  in  the 
case  of  acute  heart  failure.  So  that  if  he  is  stuck  somewhere  out  in  the 
country,  he  can  get  immediate  help. 

This,  too,  improves  medical  care  and  improves  care  for  the  individual 
patient,  which  I think  is  vital.  We  have  just  had  to  cut  that  program 
down  so  that  we  can  only  run  it  in  the  daytime.  We  can’t  rim  it  at 
night  any  more  because  of  this  reduced  funding.  We  just  have  to  cut 
it  down,  we  can’t  afford  it  any  longer,  whidi  I think  is  penny  wise  and 
pound  foolish. 

Consumer  input : This,  I think,  is  the  most  important  part.  I hate  to 
call  patients  consumers.  It  seems  like  a degrading  term,  but  really 
this  has  been  the  golden  opportunity  to  bring  together  physicians, 
patients,  hospital  administrators,  nursing  home  administrators,  if  you 
want,  and  everybody  else  into  a unit  where  they  can  talk  to  one  another, 
the  medical  schools;  and  in  our  regional  advisory  group  ive  have 
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representatives  of  all  these  areas,  so  that  people  talk  together,  and  for 
the  first  time  we  can  hear  what  the  patient  has  to  say. 

AVhat  are  his  problems  ? The  hospital  administrators,  what  are  their 
problems,  the  nursing  home  i)roblems?  We  can  get  them  together  in 
one  place.  This  is  vital,  too.  This  is  one  of  the  other  things  that  the 
regional  medical  program  has  done,  that  has  been  of  great  value. 

I have  talked  about  improved  patient  care.  I have  presented  to  you 
a stmke  program.  For  the  first  time,  we  have  been  able  to  set  up  a 
stroke  program. 

Senator  Magnuson.  Let  me  ask  you  this.  What  does  your  region 
consist  of  ? 

Dr.  Bernstein.  New  Jersey,  the  entire  State.  At  one  time,  we  were 
about  to  be  dismembered  so  that  Delaware  Valley  was  going  to  grab 
the  lower  half  of  the  State  and  New  York,  the  upper.  New  Jersey 
would  have  been  disemboweled. 

Senator  Magnuson.  AWien  we  talk  about  region,  there  are  places 
where  there  are  multistate  regions.  In  our  part  of  the  country,  it  is 
A^laska  and  Washington. 

Dr.  Bernstein.  This  is  the  State  of  New  Jersey. 

Then  improved  patient  care.  I talked  about  this  stroke  program. 
This,  too,  takes  money.  We  have  started  this  so  that  the  poor  stroke 
patient  who  has  been  sorrily  neglected  really  in  all  of  our  medical  areas 
and  medical  care,  will  now  for  the  first  time  receive  proper  care. 

Also  Ave  have  a cancer  program  for  the  patient  with  cancer.  As  you 
well  know  from  your  own  interest,  the  cancer  patient  today  has  many 
modalities  of  surgery,  radiation,  and  chemotherapy.  We  have  set  up 
programs  in  which  we  now  have  cancer  meetings  in  every  hospital  in 
which  every  patient  is  presented  to  the  tumor  board,  where  the  best 
therapy  for  that  patient  is  decided.  This,  too,  costs  money,  because  it 
costs  money  to  have  separate  panels. 

Senator  Magnuson.  Thousands.  That  is  just  one  example.  Then  the 
the  regional  centers  in  their  desire — sometimes  there  is  not  enough 
money  when  you  get  down  to  that  feature  of  it — for  the  ambulatory 
features  of  a regional  medical  program.  Just  think  what  you  could 
do  if  the  regional  medical  area  could  finally  go  out  and  see  that  every 
woman  had  a pap  test.  You  could  do  that  from  a truck,  could  you  not  ? 

Dr.  Bernstein.  Yes ; you  could. 

Senator  Magnuson.  You  could  save  thousands  of  lives. 

Dr.  Bernstein.  That  is  correct. 

Senator  Magnuson.  Thousands.  That  is  juts  one  example.  Then  the 
stroke  problem,  the  coronary  care  units  in  the  areas,  I suppose  they 
have  one  in  Spokane,  Ave  have  the  fire  department  trying  to  keep  one 
alive  in  Seattle.  I had  to  just  fight  to  get  $50,000  after  the  city  had 
contributed,  and  the  doctors  are  contributing  their  time.  ^ 

Even  there  a couple  hundred  have  been  saved  in  a year's  operation. 

Mr.  Ogden.  Fortunately  iioav  by  public  subscription  there  has  been 
$200,000  raised  to  continue  that. 

Senator  Magnuson.  When  you  get  out  in  the  rural  areas,  more 
sparsely  populated  areas  of  the  United  States 

Dr.  Bernstein.  That  is  correct.  Many  of  these  programs  can  be  used 
in  rural  areas.  NeAv  Jersey  has  some.  We  are  beginning  to  Avork  out 
some  of  these  programs  in  that  area.  We  have  been  particularly  inter- 
ested in  the  ghetto  area  That  is  the  last  part  of  my  presentation. 
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We,  for  instance,  wanted  to  know  what  is  really  wrong.  Is  there  a 
health  need  in  the  ghetto?  We  all  talk  about  it,  but  nobody  has  ever 
really  done  any  careful  study. 

We  took  one  of  the  Newark  model  city  areas  and  examined  884 
persons.  I might  state  we  interviewed  a thousand  and  asked  them  to 
come.  We  got  884.  This  shows  the  interest  of  the  patients  in  the  ghetto 
area  in  their  own  health,  if  you  give  them  a chance. 

We  did  this  with  a mobile  unit.  That  is  exactly  the  way  we  did  it 
because  they  are  suspicious  of  the  clinic.  They  don’t  have  doctors  as 
it  turns  out.  So  we  brought  the  facilities  to  them.  We  tested  only  four 
things.  We  did  an  electrocardiogram.  We  took  a chest  X-ray,  took 
their  blood  pressure,  and  listened  to  their  hearts  for  murmurs  or  ir- 
regularities. 

That  is  all  we  did.  In  that  simple  screening  one-third  of  those  ex- 
amined had  one  or  more  abnormalities,  believe  it  or  not.  Under  the 
age  of  20  one-quarter  of  them  had  one  or  more  abnormalities.  So 
there  is  a tremendous  need  for  health  care  in  the  ghetto  that  has  never 
been  recognized. 

Then  the  followup  of  getting  physicians  for  them  and  so  on,  I 
won’t  take  your  time  now.  But  these  are  the  things  that  need  funding 
and  need  money  in  order  to  do  it. 

We  wanted  to  fund  another  program  of  that  type  and  we  couldn’t 
because  we  had  no  money.  Our  funds  were  cut  from  $3  million  to 
$1.25  million  this  year.  We  were  approved  for  $3  million  and  only 
got  $1.25  million.  So  that  in  the  final  analysis  we  wound  up  with 
10  programs  eliminated,  one  of  them  being  a hemodialysis  training 
program.  In  other  Avords,  we  keep  talking  about  training  doctors  to 
do  these  new-  things.  This  had  to  be  cut  out. 

A cancer  course  for  nurses.  It  turns  out  although  we  train  nurses 
for  cardiac  care,  we  have  not  trained  them  to  take  care  of  colostomies. 
This  had  to  be  given  up.  These  are  two  examples  of  programs. 

Comprehensive  health  service  in  the  ghetto  was  cut  down.  We  had 
12  programs  that  had  to  be  reduced  in  their  funding.  We  had  to  cut 
out,  I am  sorry  to  say,  a cancer  screening  and  education  program,  the 
A^ery  type  of  thing  that  AA^e  Avanted  to  do  Avhere  Ave  Avere  going  to  do 
pap  smears  in  Avomen  at  various  places.  That  had  to  be  cut  out. 

Then  12  Avere  at  reduced  levels.  In  order  not  to  take  any  more  of 
your  valuable  time,  I think  this  Avill  give  you  some  idea  hoAV  in  the 
State  Avhere  the  medical  schools  Avere  not  leaders,  the  physicians  of 
the  State  themselves  along  Avith  the  consumers,  the  patients,  the  hos- 
])ital  administrators,  got  together  and  tried  to  prepare  a program 
that  Avould  help  and  benefit  the  health  of  that  State. 

Senator  Magnusox.  I think  Avhat  I say  is  typical  throughout  the 
ITnited  States  or  throughout  the  areas  that  established  it. 

I Avant  to  say  again  this  is  one  program,  it  seems  to  me,  that  out 
of  all  the  places  possible  Ave  ought  not  to  alloAv  that  cut.  We  don’t 
Avant  to  cut  them  anyplace  if  Ave  can  help  it,  but  this  one  is  just 
starting  to  shoAv  real  promise. 

(The  prepared  statement  folloAvs :) 
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I am  Arthur  Bernstein,  a practicing  physician,  and  I have  been  in- 
timately connected  with  the  New  Jersey  Regional  Medical  Program  since 
its  inception  in  1967  as  an  officer  and  as  the  official  representative 
of  the  New  Jersey  Heart  Association  on  the  Regional  Advisory  Group,  the 
policy-making  body  of  the  New  Jersey  RMP . 

I am  deeply  concerned  with  the  continued  viability  of  Regional  Medi- 
cal Programs  as  an  important  link  between  governmental  programs  and  the 
providers  of  medical  care  in  the  state  of  New  Jersey. 

1 am  also  concerned  that  a reduction  in  federal  funds  available  for 
Regional  Medical  Programs  will  destroy  the  effectiveness  of  the  voluntary 
associations  that  have  been  established  among  physicians,  hospitals  and 
medical  schools  under  this  program.  Over  the  past  four  years,  these  vol- 
untary relationships  have  produced  significant  gains  in  the  improvement 
of  the  quality  of  patient  care,  the  more  effective  utilization  of  exist- 
ing medical  facilities,  the  moderation  of  the  cost  of  care  through  the 
regionalization  of  services,  and  the  continuing  education  of  physicians 
and  allied  health  personnel.  If  I may,  I would  like  to  describe  the  ef- 
fect the  RMP  has  had  on  health  in  my  state. 

The  medical  schools  of  New  Jersey  are  just  five  years  old  and  are 
still  developing  as  contributors  to  the  total  health  care  system  in  the 
state.  It  is  only  recently  that  the  College  of  Medicine  and  Dentistry 
of  New  Jersey  was  established  with  a four^year  branch  in  Newark  and  a 
two-year  branch  in  Piscataway  on  the  campus  of  Rutgers  University. 
Consequently,  until  recently  medical  leadership  in  the  state  has  been~a  - 
grass  roots  movement  of  interested  private  practicing  physicians  working 


2923 


through  their  community  hospitals  and  professional  societies  and  the  vol- 
untary health  agencies  in  the  categorical  diseases.  In  fact,  the  initial 
planning  grant  application  for  the  establishment  of  a Regional  Medical 
Program  in  New  Jersey  was  strongly  backed  by  physician  leaders  of  the 
State  Medical  Society,  the  State  Society  of  Osteopathic  Physicians  and 
Surgeons,  the  Academy  of  Medicine  and  the  Heart  and  Cancer  Societies,  as 
well  as  the  State  Health  Department,  the  Hospital  Association  and  the 
fledgling  medical  schools.  Immediately  upon  receiving  the  planning  award, 
over  100  physicians  formed  themselves  into  task  forces  on  heart  and  re- 
lated diseases,  cancer,  stroke  and  continuing  education.  These  task 
forces  met  monthly  over  a period  of  six  months  in  community  hospitals 
throughout  the  state  and  identified  22  initial  project  proposals  to  meet 
their  needs  for  implementing  the  latest  advances  in  medical  science 
through  educational  programs  for  doctors  and  nurses  in  coronary  care, 
cineangiography  and  hemodialysis,  demonstrations  of  multi-specialty  team 
conferences  for  the  management  of  cancer  patients  and  hospital  networks 
for  the  improvement  of  care  to  patients  with  stroke.  Although  the  Re- 
gional Advisory  Group  selected  and  approved  only  nine  of  these,  private 
practicing  physicians  continue  to  be  the  principal  source  of  ideas  for 
bringing  greater  quality  of  service  and  more  accessible  services  to  pa- 
tients. Private  physicians  in  their  community  hospitals  play  a prominent 
role  as  directors  of  operational  projects  as  in  the  case  of  current  ac- 
tivities in  organizing  multi-discipline  treatment  of  cancer,  computerized 
pacemaker  evaluation,  computerized  radiotherapy  dosimetry,  regional  stroke 
intensive  care  services,  rheumatic  fever  prevention,  hospital-based  family 
health  care  service  and  upgrading  of  licensed  practical  nurses  to  serve  in 
coronary  care  units. 
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The  permanent  councils  of  the  New  Jersey  Regional  Medical  Program 
are  made  up  primarily  of  practicing  physicians  with  participation  from 
medical  school  faculty,  personnel  of  state  agencies,  allied  health  per- 
sonnel, hospital  administrators  and  the  consumers  of  services.  These 
councils  voluntarily  serve  to  review  all  project  applications  for  their 
technical  competence  and  applicability  to  the  current  organization  of 
medical  care.  In  addition,  and  perhaps  most  importantly,  these  councils 
voluntarily  have  established  guidelines  for  specialized  care  services  and 
have  offered  these  guidelines  to  their  medical  peers  for  implementation 
on  a voluntary  basis.  Two  of  these  guidelines  - one  for  cardiovascular 
surgical  units  and  one  for  hemodialysis  centers  - have  been  formally 
adopted  by  the  state  comprehensive  Health  Planning  Agency.  On  several  oc- 
casions the  area-wide  (bj  comprehensive  health  planning  agencies  have 
sought  the  expert  consultation  and  advice  of  our  physician  councils  to  as- 
sist them  in  planning  new  facilities  and  services.  Thus  the  Regional  Medi- 
cal Program  provides  a ’’broker  role”  by  involving  the  private  physician 
voluntarily  in  the  government's  health  planning  efforts.  This  relation- 
ship is  unprecedented  at  least  in  the  state  of  New  Jersey  and  is  evidence 
that  physicians  are  not  only  willing  to  accept  change  but  will  participate 
in  the  mechanism  of  change.  They  support  the  concept  of  regionalization 
of  scarce  facilities  and  personnel  in  order  to  avoid  the  escalation  of  the 
cost  of  medical  care  - a great  step  forward. 

Over  the  years  patients  and  their  families  have  read  about  the  great 
advances  in  medical  science  achieved  at  the  National  Institutes  of  Health 
and  in  the  research  hospitals  of  the  nation's  medical  schools,  and  they  “ 
have  complained  to  their  physicians  about  how  long  it  takes  for  these 
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discoveries  to  reach  them  in  the  office  of  their  family  physician  or  at 
their  bedside  in  their  community  hospital.  Or  putting  it  another  way, 
sharing  the  dividends  of  billions  of  tax  dollars  spent  on  medical  re- 
search has  become  a consumer  demand.  The  reduction  of  the  time  lag  and 
the  equitable  distribution  of  medical  advances  has  become  one  of  the  pri- 
mary missions  of  the  Regional  Medical  Program. 

In  our  very  first  year  the  New  Jersey  Regional  Medical  Program  went 
to  the  community  to  seek  its  participation  in  identifying  needs  in  pa- 
tient care.  Regional  workshops  were  held  in  five  areas  of  the  state  to 
which  were  invited  physicians,  consumers,  administrators  and  health  of- 
ficials. They  were  asked  to  give  their  opinion  of  what  their  community 
required  in  facilities,  services  and  manpower  in  order  to  bring  better 
patient  care  to  all  segments  of  the  community.  These  ideas  were  incor- 
porated into  the  development  of  our  projects. 

A critical  shortage  of  trained  nurses  to  staff  coronary  care  units 
throughout  the  state  resulted  in  the  development  of  three  regional  train- 
ing centers  for  intensive  training  in  coronary  care  nursing.  A near  ab- 
sence of  a cadre  of  personnel  to  staff  newly  organized  hemodialysis  ser- 
vices for  patients  with  end-stage  kidney  disease  resulted  in  a regional 
training  program  for  nurses  and  technicians  and  orientation  programs  for 
physicians.  These  two  programs  enabled  many  hospitals  throughout  the 
state  to  open  new  service  units  for  patients  who  previously  might  have 
left  the  state  for  care  that  they  could  not  obtain  at  home,  or  more  often 
were  committed  to  premature  deaths. 

• A critical  inadequacy  in  sophisticated  services  to  victims  of  stroke 
was  expressed  in  the  regional  workshops.  In  fact,  diagnostic  services 
for  the  prevention  of  stroke  exist  in  only  rare  instances.  This  led  to 
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the  development  of  a state-wide  plan,  regional  centers  for  care  of  the 
acute  stroke  victim  and  for  the  diagnosis  of  pre-stroke  syndromes  with 
preventive  therapy.  The  first  of  these  centers  has  just  been  activated 
in  a six-hospital,  two-county  area  of  the  state. 

Another  method  of  responding  to  patient  needs  was  to  identify  hos- 
pitals where  staff  physicians  through  their  own  initiative  and  expertise 
had  developed  highly  sophisticated  up-to-date  diagnostic  or  treatment 
facilities  and  to  extend  the  service  area  of  these  physicians  through 
communication  and  computer  linkages  to  other  hospitals,  thus  making  their 
expertise  available  to  an  ever-widening  number  of  patients.  An  example 
of  this  is  our  computerized  pacemaker  evaluation  project  which  links  the 
Pacemaker  Evaluation  Clinic  of  Newark  Beth  Israel  Medical  Center  to  ten 
other  hospitals  scattered  throughout  the  state,  extending  pacemaker 
evaluation  services  from  Beth  Israel's  own  caseload  of  200  to  a total 
caseload  of  1,000  patients  throughout  the  state.  This  not  only  brings 
sophisticated  technology  to  all  areas  of  the  state,  even  the  most  rural, 
but  also  prevents  costly  duplication. 

The  strong  interest  on  the  part  of  attending  physicians  on  the  staff 
of  Middlesex  General  Hospital  in  New  Brunswick  to  bring  medical  services 
to  the  urban  disadvantaged  population  has  resulted  in  the  establishment 
of  a hospital-based  family  health  care  unit  which  will  serve  as  a model 
for  the  state  as  one  method  for  meeting  the  health  care  needs  of  the 
medically  disadvantaged.  The  family  care  unit  will  bring  comprehen- 
sive care  to  4,000  medically  indigent  persons,,  including  those  under 
Medicaid  who  at  the  present  time  have  no  family  physician  or  who  receive 
episodic  care  in  the  emergency  room  or  outpatient  clinics.  This  demon- 
stration will  be  followed  closely  by  all  of  the  hospitals  in  our  state 
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whose  service  areas  encompass  ghetto  neighborhoods  so  that  the  lessons 
learned  may  be  extended  to  the  150,000  ghetto  residents  in  the  state. 

Approximately  5%  or  41,000  of  hospital  admissions  in  the  state  are 
for  cancer.  Because  of  the  complex  nature  of  this  disease,  the  various 
treatment  modalities  to  be  selected  and  the  honest  differences  of  opinion 
among  physicians  in  the  management  of  this  disease  as  well  as  the  scarcity 
of  experienced  oncologists,  it  is  recommended  by  the  American  College  of 
Surgeons  that  each  cancer  case  be  reviewed  by  a conference  of  the  several 
physician  specialists  whose  expertise  is  called  upon  in  the  course  of 
treatment  - the  internist,  the  surgeon,  the  radiation  therapist,  the 
chemotherapist  and  others  as  required  - for  the  review  of  treatment  pre- 
scribed and  an  assesbuient  of  the  patient's  progress.  Through  the  Tumor 
Conference  Board  project  of  the  New  Jersey  Regional  Medical  Program, 
175,000  patients  per  year  have  been  brought  under  this  multi-specialty 
review.  This  is  an  excellent  example  of  how  the  quality  of  medical  care 
can  be  improved  and  made  less  costly  through  the  elimination  of  needless 
therapy. 

An  established  goal  of  the  NJRMP  is  to  increase  the  availability  and 
accessibility  of  services  to  the  urban  disadvantaged.  In  order  to  plan 
these  services  on  a regional  basis  one  has  to  have  a fairly  clear  picture 
of  the  amount  of  need  that  exists,  specifically:  How  many  disadvantaged 

persons  do  not  seek  medical  attention?  What  is  the  incidence  of  specific 
medical  conditions,  such  as  hypertension,  cardiovascular  disease,  stroke, 
tuberculosis  and  other  pulmonary  conditions?  What  are  the  socioeconomic 
factors  in  this  population  that  must  be  considered  in  the  design  of  new 
and  adequate  services?  In  order  to  obtain  specific  answers  to  these  ques- 
tions we  took  a mobile  examination  facility  into  the  model  neighborhood 
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of  the  Newark  Model  City  area  and  examined  884  persons  by  administering 
an  electrocardiogram,  chest  X-ray,  blood  pressure  test  and  chest  auscul- 
tation. The  abnormal  findings  were  surprisingly  high:  One-third  of  those 

examined  had  one  or  more  abnormality,  many  of  which  were  previously  un- 
known; two-thirds  had  no  regular  place  of  medical  care;  and  one-fourth  of 
the  young  people,  those  under  20,  screened  had  one  or  more  abnormality. 
These  results  challenged  us  to  work  with  community  hospitals  in  the  devel- 
opment of  more  comprehensive  and  more  accessible  ambulatory  care  services, 
such  as  the  family  health  care  unit  at  Middlesex  General  Hospital  which 
will  include  health  education  and  preventive  medicine  as  a part  of  the 
routine  care.  The  survey  also  provided  some  guidelines  for  the  determi- 
nation of  health  priority  needs  for  the  Model  Cities  programs. 

As  early  as  December,  1967  the  executive  committee  of  the  New  Jersey 
Regional  Medical  Program's  Regional  Advisory  Group  recorded  its  concern 
for  provision  of  comprehensive  care  for  all  the  people  of  New  Jersey.  The 
depth  of  their  concern  was  proven  the  following  month  when  the  chairman 
selected  a special  committee  to  study  a request  from  the  New  Jersey  Depart- 
ment of  Community  Affairs  seeking  funding  for  health  planners  in  the 
federally-designated  Model  Cities  of  Newark,  Hoboken  and  Trenton.  The  de- 
cision was  made  to  support  the  request  and,  at  the  same  time,  a 20-member 
Urban  Health  Task  Force  was  created  with  strong  representation  from  con- 
sumer and  minority  groups  as  well  as  physicians  and  health  professionals. 

By  the  summer  of  1968  the  three  positions  had  been  filled  and  plan- 
ning activities  had  begun.  The  urban  health  coordinators,  working  with 
elected  citizens'  health  panels,  had  identified  the  priorities  for  health 
services  and  developed  an  operational  framework  for  action  in  each  of  the 
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cities  by  April,  1969.  They  also  had  helped  plan  the  health  component  of 
Parts  I,  II  and  III  of  the  Model  Cities  applications. 

The  assignment  of  full-time  urban  health  coordinators  (funded  com- 
pletely by  the  NJRMP)  to  Newark,  Hoboken  and  Trenton  was  considered  suc- 
cessful and  a supplemental  application  to  expand  the  program  to  New 
Jersey's  other  federally-designated  Model  Cities  was  submitted  to  the 
Division  of  Regional  Medical  Programs  in  May,  1969.  The  following  Sep- 
tember the  project  was  approved  pending  funding.  Planning  activities 
began  immediately  so  that  when  funds  were  released  in  April,  1970  urban 
health  coordinators  were  assigned  to  six  additional  cities.  A confer- 
ence for  representatives  of  the  nine  Model  Cities  was  held  and  the  Urban 
Health  Task  Force  was  expanded  to  include  a representative  from  each 
Model  City. 

The  Urban  Health  Component  received  continued  funding  through  the 
New  Jersey  Regional  Medical  Program's  1971-1972  grant  award  in  April,  1971. 
Since  then  the  component  has  expanded  again.  Tlie  NJRMP  signed  a contract 
with  the  New  Jersey  Department  of  Community  Affairs  in  June  to  provide 
health  planning  assistance  to  the  13  cities  in  the  state's  seven  Community 
Development  Programs.  The  13  include  Asbury  Park,  Bridgeton,  Camden,  Cape 
May,  Long  Branch,  Orange  and  the  North  Hudson  Council  of  Mayors,  comprised 
of  Guttenberg,  Kearny,  North  Bergen,  Secaucus,  Union  City,  Weehawken  and 
West  New  York.  As  in  the  federally-designated  Model  Cities,  urban  health 
coordinators  will  plan  and  organize  facilities  and  manpower  resources  to 
increase  the  effectiveness  of  local  health  care  delivery  systems.  This 
will  be  achieved  by  involving  citizens'  panels,  defining  priorities  and 
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securing  operational  grants  through  existing  federally-  and  state-supported 
programs . 

It  is  well  known  that  the  educational  programs  available  to  physi- 
cians for  their  continuing  education  are  numerous,  duplicative  and  gen- 
erally uncoordinated.  In  New  Jersey  we  have  attempted  to  bring  order  out 
of  this  chaos  by  establishing  strong  relationships  with  hospital  directors 
of  medical  education.  These  full-  or  part-time  hospital  staff  members  are 
generally  responsible  for  organizing  programs  for  the  attending  staff  in 
addition  to  their  responsibilities  for  interns  and  residents.  Working 
with  their  organization  in  New  Jersey,  we  inventoried  current  hospital 
programs  and  educational  resources  and  developed  a plan  for  a state-wide 
Institute  of  Continuxjig  Physician  Education  within  the  organizational 
framework  of  the  College  of  Medicine  and  Dentistry  of  New  Jersey.  Tiiis 
institute,  to  be  launched  this  year,  will  bring  "town”  and  "gown"  to- 
gether by  involving  the  faculty  of  the  medical  school  in  a coordinated 
and  carefully  planned  series  of  educational  programs  related  to  problems 
of  patient  care  with  the  hospital  directors  of  medical  education  serving 
as  liaison.  Those  hospitals  which  are  too  small  or  have  inadequate  re- 
sources to  support  their  own  director  of  medical  education  will  be  linked 
to  larger  hospitals  in  a sharing  program.  At  a state-wide  meeting  to  an- 
nounce this  program,  enthusiastic  response  was  received  from  private  phy- 
sicians as  well  as  from  hospital  trustees  and  administrators  who  saw 
economies  in  the  program  as  well  as  improved  effectiveness. 

This  institute  will  also  enable  us  to  integrate  all  of  the  new  edu- 
cational programs  developed  in  our  operational  projects,  particularly 
seminars  in  cancer  chemotherapy  and  surgery  and  our  cancer  grand  rounds. 
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a series  of  programs  providing  multi-specialty  case  conferences.  These 
seminars  and  conferences  were  attended  by  a total  of  3,500  physicians 
during  the  past  12  months. 

We  are  joining  the  medical  libraries  of  the  state’s  98  community 
hospitals  in  an  information  network  linked  to  the  National  Library  of 
Medicine  to  expand  the  delivery  of  current  medical  knowledge  to  the  phy- 
sician in  his  own  hospital.  An  integral  part  of  this  network  will  be  a 
telephone  access  library  of  recorded  tapes  on  medical  subjects,  each  pre- 
pared by  a practicing  physician  in  this  state  on  a voluntary  basis.  Since 
its  inception  over  8,000  calls  have  been  made  by  physicians  for  these  six- 
minute  messages  on  heart  disease,  cancer,  stroke  and  other  subjects  in- 
cluding medical  emergencies  and  drug  information. 

All  of  these  programs  have  been  developed  under  the  guidance  and 
continuing  critical  review  of  the  Regional  Advisory  Group,  the  New  Jersey 
Regional  Medical  Program’s  policy-making  and  review  body  which  includes 
practicing  physicians,  hospital  administrators,  representatives  of  the 
state  medical  college,  government  health  agencies,  voluntary  health  agen- 
cies, medical  societies,  the  state  Comprehensive  Health  Planning  (a)  and 
(b)  Agencies  and  consumers.  The  present  composition  of  the  RAG  includes 
five  black  members,  one  of  whom  is  a ghetto  resident.  Another  consumer 
representative  is  a labor  union  official  active  in  minority  community  af- 
fairs representing  the  interests  of  black  people. 

The  RAG  maintains  a close  surveillance  of  and  interest  in  all  the 
activities  of  NJRMP.  At  each  regular  meeting,  they  receive  minutes,  a 
full  report  of  the  headquarters  and  RMP-operated  project  budgets,  a de- 
tailed report  of  staff  activities  and  reports  from  all  the  standing  coun- 
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oils  and  committees.  They  discuss  all  the  operational  projects  during 
the  planning  stage  and  completely  review  each  operational  project  appli- 
cation before  formal  action  is  taken.  Each  project  is  reviewed  by  the 
appropriate  council  and  a report  submitted  to  the  RAG  before  the  project 
is  presented. 

The  RAG  is  the  major  decision-making  body  of  NJRMP.  They  meet 
monthly  to  establish  program  priorities,  review  and  approve  all  major 
expenditures  and  approve  all  operational  project  requests.  They  review 
ongoing  operations,  staff  activities  and  the  activities  of  the  councils 
and  task  forces.  They  have  established  a working  relationship  with  one 
another  and  have  developed  three  major  operational  goals  of  the  program. 
As  each  new  activity  is  reviewed,  its  relationship  to  these  goals  is 
considered.  Rather  than  reviewijig  Individual  proposals  on  their  own 
merits,  the  RAG  considers  each  in  the  context  of  these  three  major  goals: 

1.  Increasing  the  accessibility,  quality  and  quantity  of  health  care 
for  the  urban  disadvantaged. 

2.  Increasing  the  efficiency  and  effectiveness  of  existing  services 
and  facilities. 

3.  Increasing  the  skills  and  knowledge  of  health  practitioners. 

The  RAG  represents  a wide  range  of  viewpoints  including  those  of  the 
providers  of  care  as  well  as  those  of  disadvantaged  consumers.  Program 
issues  are  hammered  out  in  frank,  open  discussions  with  all  interests  ex- 
pressed and  the  necessary  compromises  taking  place  in  order  to  initiate 
new  program  activities.  Each  has  learned  the  importance  of  understanding 
and  listening  to  the  other  and  recognizing  valid  arguments  for  each  side 
of  an  issue.  Despite  the  wide  differences  and  the  viable  nature  of  the 
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issues,  compromise  has  been  reached  and  the  program  has  moved  forward 
with  the  application  for  a considerable  number  of  new  operational  proj- 
ects. 

NJRMP  region  includes  the  entire  state  and  an  excellent  cooperative 
relationship  has  been  established  with  Comprehensive  Health  Planning. 

Four  RAG  members  also  are  members  of  the  state-wide  planning  council  for 
the  Comprehensive  Health  Planning  (aj  Agency.  Staff  members  of  each 
agency  attend  meetings  of  the  other. 

Although  the  RAG  membership  is  limited,  as  many  members  as  necessary 
or  desirable  may  be  appointed  to  the  councils  and  task  forces.  For  ex- 
ample, the  Council  on  Heart  and  Related  Diseases  has  ten  subcommittees 
with  a total  membership  of  100.  Each  subcommittee  is  concerned  with  a 
specialized  area  of  heart  and  related  diseases.  Thus,  all  of  the  major 
medical  interests  concerned  with  these  disease  entities  are  involved  in 
RMP  activities.  In  another  instance,  the  Urban  Health  Task  Force  was 
originally  composed  of  health  officials,  providers  and  others  interested 
in  improving  health  care  services  for  the  disadvantaged  population.  Re- 
cently, the  Task  Force  has  expanded  its  membership  to  include  one  ghetto 
consumer  from  each  of  the  nine  Model  Cities  citizens*  review  groups.  The 
only  stipulation  on  any  council  is  that  one  member  be  a member  of  the  RAG 
in  order  to  achieve  continuity  of  policy.  The  RAG  member  is  responsible 
for  reporting  council  activities  to  the  RAG  at  its  regular  meetings. 

From  these  planning  and  operational  activities,  the  councils  have 
developed  guidelines  in  several  areas.  These  incude: 

1.  Recommendations  for  cardiovascular  surgical  units 

2.  Recommendations  for  coronary  cineangiography  units 

3.  Recommendations  for  coronary  care  units 
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4.  Manual  on  Stroke 

5.  Recommendations  for  cancer  therapy  on  a regional  basis 

6.  Cardiovascular  Drug  Manual 

Four  of  these  have  been  published;  the  remainder  are  in  preparation. 

These  guidelines  aid  the  orderly  and  economical  development  of  facili- 
ties and  establish  high  standards  of  medical  care. 

In  the  project  review  process,  the  concept  of  the  project  is  re- 
ported to  the  appropriate  council  or  task  force  for  its  appraisal.  Fol- 
lowing approval  of  the  concept,  it  is  then  discussed  by  the  RAG  and  ap- 
proved for  project  development.  After  staff  development,  when  the  proj- 
ect is  written,  it  is  reviewed  by  the  appropriate  council  and  referred  to 
the  RAG  with  the  council's  recommendations.  As  required  by  law,  the  fi- 
nal approval  of  the  project  rests  with  the  majority  vote  of  the  RAG  be- 
fore the  project  is  submitted  to  RMPS  for  funding.  Projects  affecting 
the  two  established  314 (b)  agencies  are  referred  to  their  planning  com- 
mittees for  review  following  approval  by  the  RAG. 

The  NJRMP  originally  received  federal  approval  for  22  programs  to- 
talling $2.9  million  for  fiscal  1971.  According  to  Harold  Margulies,  M.D., 
director.  Regional  Medical  Programs  Service,  "Reviewers  were  impressed 
with  the  progress  of  the  Region  (NJRMP)  to  date  and  concurred  that  the 
Region  is  ready  to  assume  increased  responsibility..."  He  went  on  to  say 
that  "Notable  strengths  of  the  Region  include  a well  trained,  diversified, 
capably  directed  Core  (Headquarters)  Staff,  a Regional  Advisory  Group, 
task  forces  and  councils  which  are  representative  of  and  sensitive  to  the 
needs  of  the  Region,  including  health  problems  of  urban-ghetto  areas  of 
the  State."  However,  the  reallocation  of  funds  authorized  by  Congress 
for  all  56  Regional  Medical  Programs  in  turn  reduced  the  New  Jersey 
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award  to  $1,225,000.  This  forced  the  New  Jersey  Regional  Medical  Program 
to  eliminate  ten  approved  programs  and  severely  curtail  others. 

The  following  programs  were  eliminated: 

REGIONAL  TRAINING  CENTER  FOR  CARDIAC  NURSING  (#3R)  - To  meet  the 
current  shortage  of  skilled  nurses  to  staff  intensive  care  units  through- 
out the  state,  Newark  Beth  Israel  Medical  Center  would  train  80  nurses  in 
four  courses  in  one  year.  Approved:  $66,252. 

HEMODIALYSIS  TRAINING  PROGRAM  (#9)  - Trained  staff  is  needed  for  the 
growing  number  of  hospitals  providing  the  life-saving  technique  of  hemo- 
dialysis to  patients  with  kidney  disease.  This  program  would  train  18 
personnel  for  hospital  units  and  conduct  seminars  for  current  staff,  pa- 
tients and  families  on  new  developments  in  the  treatment  of  kidney  prob- 
lems, home  care  and  organ  transplantation.  Approved:  $49,056. 

CANCER  CARE  COURSE  FOR  NURSES  (#11)  - To  improve  the  care  of  cancer 
patients  in  hospitals,  long-term  care  institutions  and  at  home,  50  nurses 
would  be  trained  in  the  latest  skills  and  procedures  for  managing  pa- 
tients following  surgery,  chemotherapy  and  radiation  therapy  as  well  as 
in  special  skills  for  the  terminal  case.  Bloomfield  College  would  serve 
as  the  educational  center.  Approved:  $67,343. 

REGIONAL  BLOOD  FREEZING  PROJECT  (#17)  - Many  serious  medical  condi- 
tions require  blood  that  is  guaranteed  safe  from  life-threatening  trans- 
fusion reactions.  Others  need  special  types  or  fractions  of  whole  blood 
that  are  not  normally  available  in  large  amounts  from  conventional  blood 
banks.  The  Essex  County  Blood  Bank  has  developed  a program  for  the  col- 
lection and  long-term  storage  of  rare  and  unusual  bloods  utilizing  liquid 
nitrogen  as  a freezing  mechanism.  This  project  would  expand  the  Essex 
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County  Blood  Bank  to  serve  the  entire  state  in  a cooperative  effort  with 
other  established  regional  blood  banks.  Approved:  $63,720. 

MODEL  CITIES  COMMUNITY  HEALTH  IMPROVEMENT  PROGRAM  (#18)  - Over  a 
five-year  period,  consumer  health  planning  committees  in  the  Model  Cities 
would  be  provided  with  a mobile  examination  facility  and  staff  with  re- 
ferral service  and  provision  for  initial  medical  care  payment  to  determine 
actual  medical  care  needs  of  ghetto  residents.  Appropriate  improvements 
could  then  be  made  in  the  health  care  delivery  system.  New  services  would 
be  established  based  upon  current  data,  with  physicians,  hospital  adminis- 
trators and  community  health  agencies  participating  in  the  recommendations 
for  improving  health  services  to  the  poor.  Approved:  $859,737. 

COMPREHENSIVE  FAMILY  HEALTH  SERVICE  - Newark  Beth  Israel  Medical 
Center  (#19)  - To  help  fill  the  physician  deficit  in  Newark,  a compre- 
hensive family  oriented  health  service  for  15,000  persons  in  the  immediate 
neighborhood  of  the  hospital  would  be  established  under  cooperative  fund- 
ing. A consumer  advisory  council  would  participate  in  policy  and  procedure 
development.  Full-time  medical  and  allied  staff  would  serve  in  a comfort- 
able, dignified  setting  on  an  appointment  basis.  Outreach  services  for 
counseling  are  planned.  Approved:  $1,452,370. 

NURSING  EDUCATION  FOR  LEADERSHIP  AND  CLINICAL  TEACHING  (#21)  - The 
Rutgers  Continuing  Education  Department  would  prepare  200  selected,  clini- 
cally experienced  nurses  for  teaching  responsibilities  in  their  own  hos- 
pitals. Special  areas  of  training  would  include  cardiovascular- 
cardiopulmonary  nursing,  diabetes,  liver  disease,  renal  disease,  stroke, 
drug  addiction  and  alcoholism.  Approved:  $49,974. 
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CANCER  SCREENING  AND  EDUCATION  PROGRAM  (#23)  - In  a county-wide 
three-year  demonstration  program  serving  a population  of  500,000  in  Mid- 
dlesex County,  nurses  from  all  six  hospitals  in  the  area  would  be  trained 
to  administer  Pap  smears  to  all  women  18  years  and  older.  In  addition, 
the  Pap  test  would  be  promoted  in  home  care  services,  industry,  health 
services  for  the  disadvantaged  and  private  physicians'  offices.  A public 
education  program  would  encourage  participation,  and  a computerized  data 
system  would  analyze  reports  and  promote  follow-up  treatment.  Approved: 
$216,067. 

TRAINING  COURSE  FOR  NEW  JERSEY  TUMOR  REGISTRY  SECRETARIES  (#24)  - 
Hospital  staff  who  maintain  essential  data  on  hospitalized  and  discharged 
patients  under  treatment  for  cancer  would  be  trained  to  assist  physicians 
in  a fol]ow-iip  of  these  patients  by  maintaining  complete  and  accurate 
records,  preparing  reports  and  summaries  of  each  case,  and  analyzing  the 
caseload  of  each  hospital  so  that  improvements  in  the  management  of  pa- 
tients could  be  made.  Standards  of  the  American  College  of  Surgeons 
would  be  adopted  and  close  relationship  to  Memorial  Hospital  in  New  York 
City  maintained.  Approved:  $20,092. 

PRIMARY  RHEUMATIC  HEART  DISEASE  (#25)  - Throat  cultures  would  be  taken 
from  public  school  children  in  New  Brunswick  following  absences  because  of 
sore  throat  and  all  positives  would  be  referred  to  their  private  physicians 
for  follow-up  prophylactic  treatment.  A cooperative  project  was  planned 
including  the  College  of  Medicine  and  Dentistry  of  New  Jersey  at  Piscataway, 
Middlesex  General  Hospital,  St.  Peter's  Hospital,  the  Visiting  Nurse  Asso- 
ciation, County  Medical  Society  and  Heart  Association,  and  the  State  De- 
partment of  Health.  Approved:  $66,517. 
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The  following  are  current  programs  operating  at  reduced  levels  of 
funding: 

EXTERNAL  CARDIOPULMONARY  RESUSCITATION  PROGRAM  (#4)  - New  Jersey  Re- 
gional Medical  Program  is  granting  funds  to  the  New  Jersey  Heart  Associa- 
tion to  organize  training  programs  throughout  the  state  in  this  technique. 
Personnel  of  hospitals,  first  aid  and  rescue  squads,  police  and  fire  de- 
partments and  other  emergency  agencies  are  receiving  basic  and  refresher 
training  in  emergency  life-saving  procedures.  More  than  10,000  people 
have  already  been  trained.  Approved:  $63,894.  Reduced  to:  $23,232. 

EVALUATION  OF  THE  STATUS  OF  IMPLANTED  PACEMAKERS  (#6)  - The  diag- 
nostic facilities  of  the  NJRMP-sponsored  Pacemaker  Evaluation  Clinic  at 
Newark  Beth  Israel  Medical  Center  are  being  extended  by  teletype  linkage 
to  ten  hospitals.  This  network  will  provide  computerized  evaluation  to 
at  least  500  additional  patients  by  the  end  of  the  first  year  without 
duplication  of  laboratory  personnel  and  equipment,  and  will  serve, the 
population  of  the  entire  state.  The  network  will  eliminate  90%  of  all 
emergency  operations  to  replace  failing  pacemakers  and  will  result  in  a 
saving  of  lives  as  well  as  of  hospital  days  and  beds.  Emergency  proce- 
dures are  twice  the  cost  and  require  considerably  longer  hospitalization 
than  planned  procedures.  The  psychological  effect  of  the  continual  need 
for  emergency  procedures  cannot  be  measured,  but  its  elimination  is  an 
obvious  benefit  to  the  patient  and  his  family.  Approved:  $79,893.  Re- 
duced to:  $56,921. 

ESTABLISHMENT  OF  TUMOR  CONFERENCE  BOARDS  (#7)  - New  Jersey  Regional 
Medical  Program  has  established  a program  in  28  hospitals  of  multi- 
specialty review  of  cancer  cases  as  recommended  by  the  American  College 
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of  Surgeons.  More  than  10,000  patients  each  year  are  brought  under  team 
review  of  the  status  of  their  disease,  treatment  modes  and  rehabilitation 
plan.  More  than  3,500  practicing  physicians  throughout  the  state  have 
attended  NJRMP  post-graduate  courses  in  Cancer  Chemotherapy,  Diagnosis, 
Prevention  and  Treatment.  Approved:  $162,578.  Reduced  to:  $52,907. 

URBAN  HEALTH  COMPONENT  (#12)  - This  project,  now  in  its  second  year 
of  operation,  serves  a population  of  200,000  disadvantaged  residents  in 
the  nine  federally-designated  Model  Cities  Programs  as  well  as  300,000 
residents  of  13  recently- approved  State  Community  Development  Cities. 

Each  city,  at  the  invitation  of  the  mayor,  is  provided  with  NJRMP  plan- 
ning staff  to  plan  and  organize  facilities  and  manpower  resources  to  in- 
crease the  effectiveness  of  local  health  care  delivery  systems.  To  date, 
the  staff  has  secured  more  than  $6  million  from  sources  other  than  Re- 
gional Medical  Programs  to  fund  health  programs  in  these  cities.  Ap- 
proved: $235,873.  Reduced  to:  $168,668. 

HOSPITAL-BASED  FAMILY  HEALTH  CARE  SERVICE  (#13)  - New  Jersey  Regional 
Medical  Program  has  developed  a demonstration  program  of  comprehensive 
health  care  especially  directed  to  the  disadvantaged  and  others  without 
established  sources  of  medical  care.  Family  health  care  teams  at  Middle- 
sex General  Hospital  in  New  Brunswick  will  serve  a patient  population  of 
4,000  stressing  prevention  as  well  as  treatment.  Medicaid  and  Medicare 
beneficiaries  are  included.  This  program  is  a prototype  for  other  com- 
munity hospitals  in  the  state  which  have  a responsibility  to  provide  im- 
proved health  services  to  the  poor.  Approved:  $235,066.  Reduced  to: 

$127,000. 
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REGIONAL  PROGRAM  FOR  CONTINUING  PHYSICIAN  EDUCATION  (#14)  - New 
Jersey  Regional  Medical  Program  is  organizing  and  staffing  a new  Insti- 
tute of  Continuing  Education  for  Physicians  within  the  College  of  Medi- 
cine and  Dentistry  of  New  Jersey.  This  Institute,  utilizing  all  of  the 
faculties  of  the  College,  will  work  with  Directors  of  Medical  Education 
in  the  state's  125  hospitals  to  provide  a coordinated  program  of  educa- 
tion for  physicians  in  practice.  Approved:  $77,735.  Reduced  to: 

$45,236. 

COMPREHENSIVE  STROKE  CARE  AND  EDUCATION  PROGRAM  (#15)  - Under  NJRMP 
funding,  six  hospitals  in  Monmouth  and  Ocean  Counties  with  1,375  combined 
annual  stroke  admissions  will  cooperate  to  improve  care  for  stroke  victims. 
A medical  team  will  provide  consultation  services  to  private  physicians 
in  prevention,  diagnosis  and  treatment  of  acute  stroke.  A centralized 
teaching  program  for  hospital  and  community  nurses  will  upgrade  the  knowl- 
edge and  practice  of  nurses  in  bedside  care  and  rehabilitation.  Approved: 
$153,973.  Reduced  to:  $25,800. 

PROFESSIONAL  AND  PATIENT  STROKE  EDUCATION  PROGRAM  (#16)  - New  Jersey 
Regional  Medical  Program  will  produce  video  tape  case  histories  for  the 
education  of  physicians,  nurses,  patients  and  families.  Ten  Bergen  County 
hospitals  serving  a population  of  1 million  will  participate  in  this  pro- 
gram to  upgrade  the  care  of  stroke  patients.  Approved:  $79,152.  Reduced 

to:  $49,868. 

DECENTRALIZED  R.N. , L.P.N.  CARDIAC  NURSE  TRAINING  (#20)  - Licensed 
Practical  Nurses  will  be  trained  in  specific  aspects  of  coronary  care 
nursing.  Standards  for  training  and  utilization  of  trained  Licensed 
Practical  Nurses  in  coronary  care  units  will  be  established,  and  Nursing 
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Supervisors  will  be  shown  how  to  conduct  similar  training  programs  in 
their  own  hospitals.  Approved:  $91,258.  Reduced  to:  $31,108. 

REGIONAL  RADIATION  AUTOMATED  DOSIMETRY  PROJECT  (#22)  - The  New  Jersey 
Regional  Medical  Program  will  link  22  New  Jersey  hospitals  to  Memorial 
Hospital  for  Cancer  and  Allied  Diseases  in  New  York  City  in  an  electronic 
network  to  provide  radiation  therapy  consultation.  The  computer  program 
at  Memorial  Hospital  will  determine  precise,  effective  and  safe  radiation 
doses  for  10,000  New  Jersey  cancer  patients.  Approved:  $197,831.  Re- 
duced to:  $55,852. 

NEW  JERSEY  MEDICAL  LIBRARY  AND  INFORMATION  NETWORK  (#26)  - The  latest 
medical  knowledge  is  being  made  available  to  New  Jersey  physicians  by  the 
NJRMP's  Medical  Tapes  by  Telephone  program.  A library  of  266  tapes  pro- 
vides medical  information  useful  to  physicians  in  their  daily  practice. 

More  than  10,000  requests  for  tapes  have  been  received  over  a two-year 
period.  This  is  the  first  step  in  a projected  program  to  establish  an  in- 
formation network  linking  the  medical  libraries  of  community  hospitals  in 
the  state  with  the  library  of  the  College  of  Medicine  and  Dentistry  of  New 
Jersey  and  to  join  this  network  with  national  medical  library  resources. 
Approved:  $132,507.  Reduced  to:  $52,740. 

NEW  JERSEY  CONSUMER  HEALTH  RADIO  PROGRAM  SERIES  (#27)  - The  College 
of  Medicine  and  Dentistry  of  New  Jersey  at  Newark  will  prepare  health 
messages  for  broadcasting  over  New  Jersey’s  49  local  radio  stations,  de- 
livering current  health  information  and  news  to  an  audience  which  includes 
hard-to-reach  urban  and  rural  disadvantaged  persons.  Advice  on  prevention, 
new  discoveries,  available  services  and  emergency  alerts  will  be  presented 
regularly  throughout  the  year.  Approved:  $56,163.  Reduced  to:  $8,852. 
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All  of  these  programs  meet  the  goals  of  the  President's  1971  Health 
Message  which  called  for  improving  the  delivery  of  health  care  for  the 
disadvantaged,  reducing  the  cost  of  medical  care,  and  utilizing  health 
manpower  in  the  most  effective  manner. 

The  application  of  computer  technology  to  medical  care  calls  for  a 
cooperative  working  relationship  between  all  sectors  of  the  medical  care 
system,  from  medical  schools  and  hospitals  to  private  practicing  physi- 
cians. The  mission  assigned  to  Regional  Medical  Programs  has  been  the 
establishment  of  this  relationship  which  is  now  functioning  through  suc- 
cessful operational  programs.  This  investment  of  four  years  of  voluntary 
effort  on  the  part  of  practicing  physicians  throughout  the  state  should 
now  be  fully  used  as  the  organizational  framework  tor  achieving  progress 
in  medical  care. 

We  have  progressed  from  an  initial  planning  grant  award  of  $274,417 
in  1967  to  a three-year  level  funding  of  $1,225,000.  But  the  current 
budget  level  has  forced  us  to  curtail  many  of  our  activities,  thus  seri- 
ously hampering  our  growth  and  effectiveness.  We  are  threatened  with 
the  loss  of  physician  and  consumer  support. 

If  we  are  to  represent  a serious,  locally  responsible  arm  of  the 
nation's  effort  to  provide  better  care  for  more  of  our  citizens,  the  Re- 
gional Medical  Programs  will  require  the  full  expenditure  of  the  $150 
million  authorized  by  Congress  for  fiscal  1972. 

Thank  you. 
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STATEMENT  OF  JOSEPH  B.  BEED,  REGIONAL  MEDICAL  PROGRAM, 
UPSHUR  COUNTY,  W.  VA. 

Senator  Magnuson.  Dr.  Reed. 

REGIONAL  MEDICAL  PROGRAMS 

Dr.  Reed.  I guess  you  might  say  I am  a hillbilly  doctor  from  West 
Virginia,  having  been  born,  raised,  educated,  and  finally  trained  in 
postgraduate  work  in  West  Virginia.  I did  venture  to  serve  Uncle  Sam 
for  a couple  of  years  in  Fort  Knox,  but  came  back  to  practice  in  West 
Virginia. 

I have  a certain  appreciation  of  the  problems  of  the  State  that  per- 
haps some  of  my  fellow  physicians  are  not  completely  aware  of  from  a 
different  aspect. 

I speak  from  a rather  narrow  viewpoint  actually,  having  been  only 
concerned  or  primarily  concerned  as  a consultant  to  one  single  regional 
medical  program.  The  regional  medical  program  in  West  Virginia  has 
tried  to  be  an  innovator,  educator,  and  stimulant,  trying  to  start, 
establish,  and  fund  initially  new  programs,  but  not  trying  to  take  on 
the  long-term  operation  of  these  programs. 

If  they  are  not  funded  now,  then  two  or  three  things  will  be  lost. 
One,  the  efforts  that  have  been  expended  up  to  this  time;  two,  the 
programs  themselves  which  I feel  are  worthy  programs  will  have 
great  difficulty  in  starting ; and,  three,  it  is  often  said  that  physicians 
are  prima  donnas  and  can’t  get  along  with  other  people. 

Be  that  as  it  may,  I think  this  is  the  real  reason  that  funding  should 
be  continued  for  these  programs,  because  the  physicians  have  begun 
to  place  reliance  on  the  Federal  workers  and  I think  have  begun  to 
establish  a real  working  relationship  here  that  if  it  is  not  carried  on 
at  this  point,  htey  will  say  this  is  another  reason  why  we  should  not 
deal  with  the  Government. 

I would  like  to  speak  particularly  about  the  school  health  program 
which  I have  been  a consultant  to.  If  you  will  refer  to  the  bottom  of 
the  first  page  of  my  printed  statement,  this  is  a school  health  program 
for  Upshur  County,  a county  of  approximately  18,000.  We  have  six 
divisions.  We  provide  service  for  a drawing  area  of  approximately 
25,000  people. 

At  present  our  school  health  program  includes  only  the  giving  of 
immunizations,  the  State  law  requires  tetanous,  polio,  smallpox, 
rubella,  and  as  of  this  year  will  require  rubella  and  the  tuberculosis. 
We  have  very  infrequent  screening,  only  on  recommendations  of 
teachers.  We  have  an  occasional  inquiry  by  one  county  health  nurse. 

Tlie  program  as  we  proposed  it  will  include  primarily  two  aspects. 
First  and  I feel  perhaps  the  most  important  is  the  education  of  the 
students.  Funding  will  be  provided  to  train  teachers  in  the  fifth,  sixth, 
and  seventh  grades  in  teaching  physiology  and  health,  in  the  fifth 
grade  to  deal  primarily  with  the  pulmonary  system,  in  the  sixth  grade 
with  cardiovascular  system,  and  in  the  seventh  grade  nervous  system. 

This  training  will  include  the  effects  of  drugs,  alcohol,  and  tobacco 
on  health  in  general. 
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The  second  phase  of  the  program  is  liealth  screening  and  supervi- 
sion to  be  administered  by  AKh[.  We  hope  to  obtain  the  services  of  a 
pediatric  nurse  practitioner  which  hopefully  in  another  year  will  come 
from  another  one  of  the  regional  medical  programs  in  West  Virginia 
sponsored  by  the  university. 

We  also  hope  to  train  a new  type  of  health  personnel,  allied  health 
personnel  which  we  have  chosen  to  assist  a school  health  aide.  That 
is  a graduate  that  will  be  taken  with  no  medical  training  whatsoever 
and  adapted  to  use  in  many  of  the  jobs  that  school  nurses  customarily 
do,  to  aid  the  school  health  nurses. 

Also  these  school  health  aides,  we  hope,  will  be  able  to  aid  dental 
hygienists  and  P.S.  nurse  practioners.  The  dental  hygienist,  we  hope 
to  employ.  These  are  hard  to  find  in  this  section  of  the  country.  The 
physician  will  be  used  only  as  a consultant  and  not  a primary  work 
force. 

I might  quote  briefly  from  the  second  page.  During  the  last  year  I 
examined  90  students  as  a preliminary  to  this  project ; 39  of  these 
children  were  found  to  have  significant  uncorrected  dental  problems. 
The  amazing  thing  to  me,  and,  I think,  a very  important  reason  for 
the  education  of  the  students  as  being  the  basic  part  of  our  problem, 
is  that  only  nine  of  the  parents  accompanying  these  children  appre- 
ciated that  the  children  had  dental  problems. 

There  were  actually  39  that  were  found. 

The  eye,  ear,  and  emotional  problems.  Also  the  problem  of  rubella 
shots  which  had  been  offered  in  the  school,  but  only  58  of  the  90  had 
obtained  them.  ' 

Senator  Magnuson.  Doctor,  that  dental  problem  is  not  only  in 
West  Virginia.  I hope  I Avill  get  my  bill  passed,  which  I put  in  for 
dental  health.  I think  we  are  going  to  pull  it  out.  The  figures  are 
staggering.  Some  have  never  been  to  a dentist  even. 

Dr.  Reed.  I don’t  think  that  we  can  at  this  stage  hope  to  accom- 
plish a correction  of  all  this,  but  my  hope  is  that  we  can  train  the 
people  to  understand  what  they  can  do  to  prevent  it. 

Senator  Magnuson.  You  have  to  make  a start. 

Dr.  Reed.  This  is  one  of  the  outstanding  ideas. 

Senator  Magnuson.  And  training  of  auxiliaries  is  very  important. 
You  create  a desire.  Our  problem,  as  you  people  know  better  than  I 
do,  is  health  manpower,  the  delivery  of  health  care  in  this  country. 
I think  our  research  programs  by  and  large  are  pretty  good,  but  the 
delivery  of  the  health  care,  if  you  can  get  these  young  people  inter- 
ested a great  number  of  them  may  go  on  and  become  these  auxiliaries, 
the  manpower  that  we  are  going  to  need,  and  that  is  so  rare  today. 

Dr.  Reed.  One  of  the  things  that  has  come  to  me  is  the  need  for 
adapting  physicians  to  use  the  auxiliary  personnel. 

One  of  the  parts  of  RMP  I would  like  to  speak  briefly  to  that  I have 
been  related  with  is  the  peer  review  for  physicians’  voluntary  self- 
assessment.  My  association  with  this  has  been  as  a member  of  the  State 
medical  council  and  as  an  actual  participant  in  the  program.  The  idea 
of  this  is  to  select  or  to  approach  physicians  to  volunteer  to  participate 
and  then  sitting  down  with  them  and  saying,  what  area  of  your  records 
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of  your  practice  do  you  wish  us  to  review  ? Then  going  over  the  criteria 
that  they  themselves  feel  are  necessary,  admitting  these  criteria  to  a 
peer,  to  someone  who  is  especially  capable  in  the  area,  having  their 
comments  and  then  going  and  screening  the  records  to  find  what  the 
individual  is  actually  doing  compared  to  what  he  should  do. 

The  idea  of  this,  then,  is  to  glean  not  only  his  weak  points,  but  his 
strong  points,  so  he  will  know  where  he  can  improve  and  what  else  he 
can  do  to  strengthen  his  practice. 

Another  program  that  is  being  developed  by  the  regional  medical 
program  is  the  idea  of  the  visit  or  professor  that  comes  down  for  1 or 
3 days  and  shares  with  us,  consults  with  us.  Not  only  do  we  learn  from 
him,  but  he  learns  about  our  actual  problems.  It  is  an  idea  of  getting 
feedback  into  the  teaching  centers. 

In  summary,  I think  that  the  regional  medical  program  as  I see  it 
in  West  Virginia  does  have  merit  in  that  it  can  be  the  only  link  with 
the  providers  at  the  local  level. 

Senator  Magnuson.  Do  you  get  any  funds  from  Appalachia  at  all  ? 

Dr.  Reed.  Not  in  this  program. 

Senator  Magnuson.  You  donk  get  any  direct  in  the  program? 

Dr.  Reed.  Not  in  the  school  health  program.  I am  not  really  well 
acquainted  with  the  other  programs. 

Senator  Magnuson.  Well,  some  Appalachia  funds  have  been  used 
for  health  programs,  but  they  mainly  are  in  conjunction  with  the 
county  health  agency.  They  don’t  go  beyond  that. 

Dr.  Reed.  In  mental  health  we  do  have,  I am  pretty  sure  of  that. 

(The  prepared  statement  follows:) 
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My  name  is  Joseph  B.  Reed  and  I am  a doctor  of  medicine  engaged  in 
general  practice  in  the  rural  County  of  Upshur  in  the  State  of  West  Virginia. 

I was  born  and  raised  in  the  small  town  of  Burlington  in  Mineral  County, 
West  Virginia  where  1 attended  public  school.  My  first  two  years  of  college 
were  spent  at  Potomac  State  College  in  Keyset  and  the  rest  of  my  undergraduate 
work  and  medical  school  were  completed  at  West  Virginia  University  in  Morgan- 
town. 

After  medical  school,  I served  my  internship  at  Memorial  Hospital  in 
Charleston,  in  the  southern  part  of  the  state. 

The  reason  for  mentioning  these  facts  is  to  show  that , having  lived 
and  worked  in  so  many  geographic  locations  within  the  state,  I have  gained 
a greater  knowledge  of  the  people  of  West  Virginia  and  their  health  needs 
than  most  West  Virginia  physicians  possess. 

Also,  I have  been  an  officer,  secretary-treasurer,  of  the  Central  West 
Virginia  Medical  Society,  a member  of  the  State  Medical  Council  and  a member 
of  the  Committee  on  Medical  Education  and  Hospitals , all  of  which  have  given 
me  additional  insights  into  the  health  problems  of  rural  West  Virginia  where 
there  is  such  a maldistribution  of  physicians  and  allied  health  personnel. 

Therefore,  it  was  with  keen  interest  that  I attended  the  first  health 
planning  conference  that  was  held  by  the  West  Virginia  Regional  Medical  Program 
in  Elkins . 

This  was  the  first  contact  which  I had  with  the  RMP,  but  it  was  not  the 
last.  While  I v/as  involved  with  work  for  the  Medical  Council  and  for  the 
Committee  on  Medical  Education  and  Hospitals,  I met  Dr.  Daniel  Hamaty  who 
was  among  those  who  originated  the  concept  of  a voluntary  self  audit — peer 
review  program  for  West  Virginia  physicians.  This  concept  became  a reality 
when  it  was  approved  by  the  National  Advisory  Council  and  funded  by  the  WVRMP. 

1 had  the  experience  of  participating  in  this  project  and  I feel  that  the 
benefits  of  this  project  alone  justify  the  expenditure  of  RMP  funds  in  West 
Virginia. 

This  project  provides  for  the  voluntary  participation  of  the  individual 
physician  who  decides  the  particular  type  of  critical  illness  he  wishes  ex- 
amined. The  criteria  the  physician  strives  to  meet  are  of  his  own  choosing, 
and  only  specially  trained  assistants  are  used  to  abstract  data  from  the 
physician's  records.  The  participating  physician  knows  who  is  reviewing 
his  records  but  the  physician  remains  anonymous  to  the  reviewers.  At  the 
completion  of  the  audit,  the  results  and  comments  of  the  peers  are  presented 
to  the  participating  physician. 

The  results  help  the  physician  identify  his  strengths  as  well  as  his 
weaknesses;  his  needs  in  continuing  education;  and  desirable  changes  in 
practice  management  or  organization. 

However,  this  was  not  the  only  project  with  which  1 am  personally 
familiar  that  has  had  initial  benefits  and  has  the  potential  of  having  a 
really  dramatic  impact  on  the  medical  delivery  system  in  our  sparsely  popu- 
lated state,  I have  had  the  pleasure  of  working  with  Director  Holland  and 
Dr.  Hall  on  the  project  entitled,  "Toward  a More  Progressive  School  Health 
Program  for  Rural  Communities." 
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This  project  is  developing  a system  for  making  in-roads  toward  the 
improvement  of  family  health  maintenance  in  a rural  area  with  limited  health 
resources.  From,  my  own  experience  I can  tell  you  that  in  addition  to  lack 
of  resources  there  exists  among  the  people  a considerable  lack  of  knowledge 
and  understanding  of  good  health  practices  in  everyday  living  as  a preventive 
measure  in  acquiring  and  retaining  good  health. 

What  we  plan  to  develop  in  our  county  is  a model  school  health  program 
that  can  be  replicated  within  the  constraints  of  limited  financial  and 
human  resources  in  rural  West  Virginia  and  similar  areas. 

For  this  project,  the  examinations  of  90  first-grade  students  were 
done  to  find  out  how  much  actual  pathology  they  had  and  to  find  out  how 
many  were  receiving  adequate  treatment. 

Briefly,  here  are  some  facts  that  were  discovered  by  the  examinations 
of  the  first  90  children: 

(1)  Thirty-nine  children  had  dental  problems. 

(2)  Twenty  children  had  eye  problems. 

(3)  Fourteen  children  had  ear  problems. 

(4)  Nineteen  children  had  some  degree  of  emotional  problems. 

(5)  Ten  children  had  some  degree  of  heart  murmur. 

(6)  Only  58  children  had  had  rubella  shots. 

(7)  Only  one  child  had  had  a flu  shot. 

(8)  Only  one  child  had  had  a TB  time  test. 

As  .you  can  see,  there  is  a glaring  deficit  of  dental  care,  and,  even  more 
frightening,  a serious  lack  of  apparent  concern  or  knowledge  on  the  part  of 
the  parents.  Eye  and  ear  problems  could  be  picked  up  most  of  the  time  by 
screening . 

What  we  have  here,  then,  is  a good  example  of  what  the  WVRMP's  project 
in  Upshur  County  means  to  the  present  and  future  health  of  the  citizens. 

But,  we  no  sooner  get  started  on  this  project  until  it  is  time  to  start 
cutting  corners  on  costs.  The  WVRMP , like  all  other  RMP's,  was  informed  of 
the  budget  cut. 

I believe  that  West  Virginia’s  program  is  similar  to  many  other  programs. 
The  staff  had  spent  several  years  getting  ready — building  the  contacts,  the 
rapport  with  the  medical  association  and  its  major  committees,  and  the  associa- 
tions with  the  institutions  and  other  health  personnel.  The  W^^RMP  was  ready 
to  move  in  several  areas.  There  was  mutual  confidence  and  respect  among  the 
rural  providers  and  the  program's  personnel.  Suddenly,  there  was  a slow  down; 
the  momentum  changed;  and  there  began  developing  a credibility  gap  among  the 
providers.  Of  course,  the  budget  cut  was  responsible  and  the  only  thing  that 
will  restore  the  program's  image  and  bring  back  the  program's  credibility  is 
to  restore  the  money  that  has  been  appropriated  but  not  spent. 
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In  my  opinion,  the  full  $150,000,000  authorized  for  fiscal  1972  should  be 
appropriated  and  made  available  to  the  programs. 

After  all,  the  RMP's  are  the  only  link  with  the  providers  at  the  local 
level.  They  should  be  encouraged — not  penalized.  This  is  not  a situation 
where  all  the  signals  are  called  from  Washington.  The  Regional  Medical  Programs 
are  decentralized.  They  are  responsive  to  local  planning  and  local  implementa- 
tion, and  they  are  responsible  for  bringing  together  the  many  facets  of  the 
health  care  delivery  system  that  ultimately  will  lead  to  more  equitable 
distribution  and  more  effective  utilization  of  health  resources  in  rural  West 
Virginia  and  other  similar  states  in  our  country. 
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STATEMENT  OF  C.  ROBERT  OGDEN,  CHAIRMAN,  ADVISORY  COM- 
MITTEE, WASHINGTON/ ALASKA  REGIONAL  MEDICAL  PRO- 
GRAM— Resume  d 

IMPOUNDING  OF  APPROPRIATED  FUNDS 

Senator  Magnuson.  All  right,  Bob. 

Mr.  Ogden.  Thank  you,  Senator. 

As  you  know,  I am  chairman  of  the  Washington/ Alaska  regional 
medical  program  and  was  a charter  member  of  the  regional  advisory 
conmiittee,  having  been  appointed  in  April  1966  right  at  the  begimiing 
of  the  regional  medical  program.  I represent  consumers.  I have  been 
appointed  to  the  National  Advisory  Council  of  the  regional  medical 
program  and  hope  to  have  some  opportunity  to  relate  to  BMP  and  con- 
tribute to  the  improvement  of  our  medical  care  delivery. 

I testified  here  in  December  1969  to  acquaint  you  with  the  needs  of 
our  region  and  detailed  planning  to  achieve  goals  to  meet  the  needs. 
I am  here  today  to  report  not  only  on  our  progress  but  to  protest  the 
impeding  of  the  progress  by  impounding  of  appropriated  funds  by 
the  0MB. 

Before  citing  some  specific  examples,  I would  like  to  commend  this 
committee  and  the  chairman  for  your  past  responsiveness  to  our  needs. 
If  it  is  not  inappropriate  to  mention  this,  I fully  agree  with  your  com- 
ment in  the  letter  to  Secretary  Richardson,  dated  April  1st  of  this 
year,  in  which  you  said : 

The  RMPs  provide  you  and  the  Congress  with  the  only  direct,  effective,  organ- 
ized access  to  the  private  health  care  providers.  All  of  your  proposals  for  im- 
proving the  Nation’s  health  system  depends  on  the  creation  of  a cooperative, 
flexible  response  by  those  who  make  up  the  RMPs.  Where  is  this  duplicated? 

You  state  further : 

If  you  are  sincere  about  launching  HMOs  to  provide  comprehensive  health 
services,  and  I assume  you  are,  it  appears  to  me  you  vull  urgently  need  the 
assets  inherent  in  the  RMPs. 

I thoroughly  agree  with  those  statements.  I can  tell  you  it  has  not 
been  an  easy  task  to  establish  these  linkages  between  practitioners, 
hospitals,  clinics,  and  medical  schools.  These  have  grown  slowly.  Thou- 
sands of  volunteer  hours  have  gone  into  this  program. 

As  a businessman  I can  tell  you  that  a considerable  amount  of  Fed- 
eral funds  have  been  consumed  in  the  process.  Now  just  as  we  have 
gained  the  confidence  of  the  private  health  community  and  encouraged 
their  development  in  our  programs,  the  budget  cuts  by  the  Department 
of  Health,  Education,  and  Welfare  and  impounding  of  funds  by  0MB 
are  frustrating  our  activity  and  are  risking  our  future  credibility. 

Let  me  outline  in  brief  what  I mean  and  lam  going  to  omit  a num- 
ber of  things  that  are  in  the  testimony  and  hit  on  some  highlights.  We 
had  two  subregional  offices  we  had  to  close,  one  in  eastern  Washington 
and  one  in  southeastern  Alaska,  because  of  the  budget  cutting.  This  is 
hampering  us  a great  deal  in  contracts  that  need  to  be  kept  up  on  a 
regular  basis. 

We  have  had  a protest  resolution  from  our  eastern  Washington 
Advisory  Committtee.  We  have  a whole  file  of  letters  from  disap- 
pointed southeastern  Alaskans.  In  particular,  we  have  to  eliminate  our 
Federal  representatives  in  our  continuing  medical  education  program. 
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For  5 years  we  have  labored  to  build  a network  of  volunteer  physi- 
cians in  19  communities  in  Washin^on  and  Alaska  whom  we  call  our 
community  continuing  education  coordinators.  These  were  practicing 
physicians  responsive  to  the  opinions  and  needs  of  hospital  staffs  in 
their  areas  and  coordinate  the  continued  education  efforts  in  local 
communities. 

We  have  quarterly  1-day  workshops  for  these  people.  They  have  be- 
come a cadre  of  practitioners  through  which  change  at  the  local  level 
can  be  accomplished.  For  some  3 or  4 years  these  men  requested  that 
the  weekly  televised  continuing  education  programs  that  we  are  pro- 
ducing presented  only  clinical  information. 

This  year  for  the  first  time  they  have  been  requesting  programs  re- 
lated to  medical,  social  changes.  The  use  of  physician  assistants,  medi- 
cal, medics,  peer  review,  HMO’s,  but  unfortunately  because  of  these 
budget  cuts  we  have  had  to  reduce  our  production.  We  are  not  going 
to  be  able  to  give  them  all  this  material  and  our  material  is  used  by 
some  15  other  regional  medical  programs  around  the  country  and  eight 
to  10  major  medical  institutions  and  they  also  will  be  denied  this 
material. 

We  had  to  cut  out  the  workshops  for  these  people  because  we  did 
not  have  the  budget.  Cutting  out  field  representatives  who  meet  with 
these  people  has  been  a serious  thing  for  us,  too,  right  now  when  the 
Federal  programs  to  meet  the  health  care  crisis  new  programs,  are 
obviously  imminent. 

An  understanding  and  support  by  practitioners  is  critical.  It  seems 
to  me  foolish  economy  to  reduce  our  ability  to  communicate.  Paren- 
thetically the  reduction  in  travel  budgets  of  the  field  staff  hits  us 
particularly  hard.  Our  regional  medical  program  covers  five  time 
zones,  700,000  square  miles,  which  is  a fifth  of  the  land  mass  in  the 
ITnited  States.  We  have  medical  communities  as  far  apart  as  Los 
Angeles  and  New  York. 

Our  ability  to  travel  and  communicate  by  phone  is  of  tremendous 
importance  to  us.  Subregional  coordinators  and  field  staff  and  travel 
budgets  have  all  had  to  be  cut.  Many  small  hospital  laboratory 
technicians  we  have  found  in  the  hospitals,  in  the  small  hospitals 
in  particularly,  in  Washington  and  Alaska,  are  not  up  to  date.  This 
is  a serious  problem. 

lYhen  a laboratory  technician  comes  to  one  of  our  programs,  we 
have  sent  in  a replacement  for  him.  We  are  now  unable  to  fund  the 
replacement  and  if  the  local  hospital  cannot  afford  to  pay  a double 
salary  to  hire  somebody  and  send  a laboratory  technician,  he  doesn't 
get  the  upgrading  he  needs.  This  is  very  important  because  young 
dostors  today  have  been  trained  at  major  medical  centers.  They  are 
trained  to  rely  on  laboratory  technicians. 

If  the  technician’s  work  is  poor,  then  the  quality  of  medical  care 
suffers  from  it.  These  budget  cuts  have  retarded  and  maybe  killed  an 
innovative  plan  we  had  to  rotate  nurses  in  Washington  and  southeast- 
ern Alaska.  That  will  hurt  the  updating  of  schools  in  that  area. 

I don’t  have  to  tell  the  committee  also  of  the  incidence  of  alcoholism 
in  Alaska.  It  is  a serious  problem  there.  We  sponsored  two  highly 
successful  workshops  for  nurses  on  alcoholism  in  Juneau  and  Ketchi- 
kan last  year.  These  grew  to  include  not  only  the  nurses,  but  physi- 
cians and  clergy  and  policeman. 
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The  public  in  Anchorage  and  other  areas  wanted  these  workshops, 
but  we  have  been  unable  to  fund  them. 

We  have  had  to  cut  back  on  our  heart  program.  We  had  planned 
to  establish  cooperating  on-going  training  programs  at  community 
colleges  for  coronary  care  nurses.  These  have  been  wiped  out. 

The  hospital  inservice  programs  can  train  only  a limited  number  of 
nurses.  We  have  found  in  the  past  that  this  inservice  training  simply 
is  inadequate.  There  is  little  quality  control  of  the  curriculum  and  in- 
sufficient use  of  the  nurses’  time.  It  seems  to  me  ironic  that  when  the 
need  for  greater  attention  to  the  quality  of  health  care  is  emphasized 
and  when  area  wide  health  education  centers  are  seen  as  necessary,  the 
funds  for  the  prototypes  for  such  centers  are  held  back. 

In  my  opinion,  frankly,  in  a broad  sense  regional  medical  programs 
are  today  area  health  education  centers.  When  S.  935  comes  up  for 
consideration  in  the  next  few  weeks,  I sincerely  hope  RMP  will  be 
firmly  designated  as  the  lead  agency  in  establishing  health  education 
centers. 

Improvement  in  cancer  has  always  been  a major  goal.  We  are  look- 
ing forward  to  the  Fred  Hutchinson  Cancer  Clinic  which  the  chair- 
man of  this  committee  has  obtained  for  Seattle  and  which  will  aid  in 
cancer  research  and  treatment  for  all  of  the  ^^orthwest. 

The  regional  medical  prosframs  face  a tremendous  financial  problem. 
The  legislation  extending  RMP’s  was  $150  million  for  1971.  You  men- 
tioned a moment  ago  that  Congress  appropriated  some  $111  million 
for  PMP’s  for  fiscal  1971.  It  was  about  $10  million  above  the  1970 
budget  and  would  have  permitted  some  growth  in  regional  medical 
program  activities. 

In  terms  of  grant  funds,  it  would  have  been  roughly  from  $78  to  $88 
million.  After  the  funds  were  obligated  and  after  the  regions  had  plan- 
ned on  expenditures  and  established  the  programs,  then  these  funds 
were  partly  withdrawn  as  a rasult  of  the  0MB  decisions  to  impound 
$24.5  million.  There  was  another  $10  million  supplemental  appropria- 
tion. It  was  also  frozen. 

The  RMP  grant  funds  were  reduced,  resulting  in  these  cutbacks  and 
termination  of  programs  that  both  Drs.  Bernstein  and  Reed  talked 
about. 

Mr.  Chairman,  I think  that  it  is  essential  to  approve  the  recom- 
mended budget  of  $119  million  as  requested  by  the  Regional  Medical 
Program  Service.  In  my  prepared  testimony  I used  the  figure  of  $136.9 
million.  Yesterday  I was  out  at  Rockville  and  talked  to  Dr.  Margulies. 
This  figure  is  in  error.  The  RMP’s  request  is  for  $119,  not  $136.9.  I 
Avould  like  to  make  specifically  that  correction. 

Our  RMP’s  requested  $79.5  million  for  grants  in  1972,  requested  the 
use  of  $34.5  million  carryover  plus  the  $5  million  for  the  cancer  center, 
which  is  $119.  Now  I consider  that  the  minimum. 

The  administration  requests,  as  I understand  it,  $34.5  carryover, 
$5  million  for  the  cancer  center  and  some  $35.5  for  grants,  wihich  is 
$75  million.  I look  on  that  as  totally  inadequate  for  this  reason : $79.5 
million,  as  requested  by  RMP’s,  will  simply  cover  the  existing  obli- 
gations and  still  does  not  allow  for  growth.  The  $34.5  or,  if  you  put 
in  the  other  $10  million  supplemental  which  was  not  included  in  the 
$34.5  million,  even  the  $44.5  million  carryover  would  not  all  go  for 
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grants.  Some  of  it  Avill  go  for  tlie  clearinghouse  for  smoking  and 
health,  some  of  it  for  program  administration. 

There  is  some  $45  million  in  an  api)roved  but  unfunded  project  not 
in  the  $79.5  million  requested  by  KMP.  Also  we  should  have  funds  to 
implement  the  portions  of  the  President's  health  proposals  which 
clearly  fall  within  the  framework  now  established  by  RMP.  In  these 
days  of  budgetary  stringency  and  with  due  regard  to  Prs.  Benistein 
and  Reed,  who  talked  about  $150  million,  which  is  the  authorization 
in  their  prepared  testimony,  I think  to  talk  about  the  authorization 
is  unrealistic.  You  have  made  that  j)oint  to  a number  of  the  witnesses 
here. 

I do  consider  $119  million  the  minimum.  It  is  clear  anything  ap- 
propriated above  that  will  go  to  approved  but  unfunded  projects. 

So,  we  appeal  to  you,  Mr.  Chairman,  to  labor  for  us  as  you  have 
done  before  to  shoot  for  sometliing  between  $119  and  $150  million. 

Now  of  the  President’s  proposal,  the  area  health  education  centers 
are  down  our  alley.  We  are  already  at  work  in  other  areas  of  the  ad- 
ministration’s proposals  such  as  improved  and  expanded  service  by 
physicians,  nurses,  and  allied  health  people,  increasing  utilization  of 
other  types  of  personnel,  mechanisms  to  provide  quality  control  and 
approved  standards  of  hospitals,  improved  utilization  of  all  pieces  of 
health  care,  equipment,  and  tecihnology. 

Health  maintenance  organizations  are  already  involved  in  studies 
of  various  needs  in  monitoring  care  and  we  can  apply  this  knowledge 
in  helping  HMO’s  to  come  to  life.  To  do  this  requires  new  program 
money.  These  are  new  programs  on  top  of  what  regional  medical  pro- 
grams have  been  doing  in  the  past.  It  certainly  cannot  mean  budgetary 
cutbacks.  We  recognize  it  is  not  possible  for  any  one  program  or  any 
one  organization  to  solve  all  of  the  problems  in  the  health  care  field 
but  we  in  the  regional  medical  programs  have  been  at  this  for  some  5 
years.  We  are  well  down  the  road,  I think,  to  finding  some  answers. 
Considerable  sums  of  money  already  have  been  invested. 

Equally  important  is  the  investment  of  literally  millions  of  man- 
hours of  time  volunteered  by  highly  specialized,  professionals,  and 
busy  community  leaders.  I think  if  you  make  it  possible  for  us  to 
continue  to  build  on  the  solid  structure  that  we  have  established  we 
can  have  a tremendously  beneficial  effect  on  the  provision  of  health 
care  in  this  Nation  and  we  ask  you  not  to  wastefully  discard  this  effort 
and  this  progress. 

We  appreciate  the  opportunity  to  be  here,  and  thank  you  for  hear- 
ing us. 

Senator  Magnuson.  Thank  you.  Bob. 

Now  the  $25  million  that  is  suggested  you  would  make  how  much  ? 

Mr.  Ogden.  I am  suggesting  that  the  request  of  the  regional  medical 
program  service  be  met  and  that  is  $79.5  million  for  grants  in  1972. 

Senator  Magnuson.  On  grants? 

Mr.  Ogden.  On  grants. 

Senator  Magnuson.  Last  year  it  was  $99.5  million. 

Mr.  Ogden.  That  is  correct. 

Senator  Magnuson.  They  only  asked  for  45  on  grants. 

You  suggest? 

Mr.  Ogden.  $79.5  million. 
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Senator  Magnuson.  Now  the  obligations  remain  the  same. 

Mr.  Ogdex.  That  is  correct. 

Senator  Magnuson.  Technical  assistance  and  disease  control  is  up  a 
little.  The  other  program  management,  we  are  really  concerned  with 
grants  more  than  anything  else. 

Mr.  Ogdex.  Yes,  sir.  I don’t  know  what  they  will  do  with  the  $5 
million  for  the  cancer  center,  whether  they  have  that  in  there  or  not. 
I really  look  on  it  as  being  something  that  should  be  separate. 

Senator  ^Iagnuson.  It  was  carried  over,  they  tell  me.  That  was 
part  of  the  carryover. 

Mr.  Ogden.  That  is  right.  We  are  working  on  the  proposal  now  for 
a regional  medical  program  service  for  the  cancer  center.  We  have  to 
make  an  application  to  EMP  for  this.  I was  visiting  with  them  yester- 
day about  the  guidelines  that  will  be  drafted.  We  are  hopeful  that 
guidelines  will  be  available  toward  the  end  of  this  year  or  first  of  next 
year.  If  it  were  frozen,  it  ought  to  be  available  right  now. 

Senator  Magnuson.  It  would  have  been  available  right  now  but 
there  have  been  some  little  problems  there.  Of  course  I put  it  in  the  bill. 

Everybody  knows  where  it  is  supposed  to  go.  I don’t  think  there 
is  any  more  trouble  there.  That  is  only  one  facet  of  this  thing.  It  is  a 
pretty  important  facet  for  everyone  in  the  Northwest. 

Mr.  Ogden.  It  will  be  not  only  for  our  area. 

Senator  Magnuson.  With  the  medical  school  there. 

Mr.  Ogden.  It  will  affect  the  whole  WAMI  area,  Washington,  Alaska, 
Montana,  Idaho.  The  expansion  of  the  University  of  Washington 
Medical  School,  the  whole  development  is  going  on.  Students  from 
all  four  of  the  States  are  beginning  some  of  their  studies  in  their  home 
universities  in  their  home  States. 

Senator  Magnuson.  We  have  Virginia  Mason,  you  can  walk  down 
to  Virginia  Mason,  that  research  facility.  They  have  the  Marine  Hos- 
pital facility,  you  put  them  all  together.  We  ought  to  do  the  same 
thing  in  Spokane. 

Mr.  Ogden.  Spokane  will  become  an  area  health  education  center. 
We  did  a patient  origin  study.  The  study  included  not  only  Wash- 
ington but  Oregon  and  parts  of  Idaho.  We  have  patients  who  come  into 
Spokane  from  Canada,  as  far  east  as  the  Dakotas,  down  in  Oregon, 
well  down  in  Idaho. 

Senator  JVUgnuson.  In  the  whole  field  of  kidneys  we  have  to  wrap 
them  into  the  regional  medical. 

Dr.  Bernstein.  In  New  Jersey  this  is  important.  We  had  a training 
]irogram  for  teclmicians  and  nurses  in  order  to  expand  our  regional 
dialysis  facility.  It  had  to  be  cut  out  because  we  didn’t  get  the  money. 

( Discussion  off  the  record. ) 

Senator  Magnuson.  On  the  record. 

Thank  you  very  much. 

Mr.  Ogden.  Thank  you,  Mr.  Chairman. 

(Mr.  Ogden’s  prepared  statement  follows :) 


2954 


My  name  is  Robert  Ogden.  I am  from  Spokane,  Washington,  and  currently 
am  chairman  of  the  Washington/Alaska  Regional  Medical  Program's  Advisory 
Committee.  The  governor  of  the  State  of  Washington  appointed  me  to  that 
committee  to  represent  consumers  at  the  inception  of  the  RMP  in  April,  1966. 

As  some  of  you  may  remember,  I testified  here  in  December,  1969,  to 
acquaint  you  with  the  needs  in  our  region  and  to  detail  our  planning  to 
achieve  goals  designed  to  meet  these  needs. 

I am  here  again  to  bring  you  a five-year  report  on  our  progress  and 
to  protest  the  impeding  of  that  progress  by  the  impounding  of  appropriated 
funds  by  the  Office  of  Management  and  Budget.  Before  citing  specific 
examples,  I would  like  to  commend  members  of  this  committee,  and  its  chair- 
man, for  your  past  responsiveness  to  our  needs. 

If  it  is  not  inappropriate  for  me  to  refer  to  it,  Senator  Magnuson, 
may  I say  that  I fully  agree  with  your  comment  in  a letter  to  Secretary 
Richardson,  dated  April  1 of  this  year  in  which  you  said,  and  I quote, 

"the  RMP's  provide  you  and  the  Congress  with  the  only  direct,  effective, 
organized  access  to  the  private  health  care  providers.  All  of  your  proposals 
for  improving  the  nation's  health  system  depend  on  the  creation  of  a coopera- 
tive, flexible  response  by  those  who  make  up  the  RMP's.  Where  is  this 
duplicated?"  (end  quote)  Further  on  you  state,  "If  you  are  sincere  about 
launching  HMO's  to  provide  comprehensive  health  services,  and  I assume  you  are, 
it  appears  to  me  you  will  urgently  need  the  assets  inherent  in  the  RMP's". 


(end  quote) 
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I would  like  to  emphasize  that  the  goal  of  the  Washington/Alaska  Regional 
Medical  Program  is  to  support  the  development  of  cooperative,  integrated  reg- 
ional health  care  systems  capable  of  making  comprehensive  personal  health 
services  available  to  all  people  in  our  region,  regardless  of  where  they  live. 
In  our  present  non-system  of  medical  care  delivery,  this  cannot  be  accom- 
plished by  federal  edict  nor  can  it  be  accomplished  overnight.  The  experience 
in  our  region  offers  real  hope  that  it  can  be  accomplished  when  the  federal 
government  offers  an  opportunity  for  local  health  professionals  to  define 
their  own  problems  and  to  coordinate  facilities  and  resources  for  the  benefit 
of  all. 

In  Washington  and  Alaska,  RMP  has  been  able  to  create  strong  linkages 
between  general  practitioners,  specialists,  and  staffs  of  hospitals,  clinics, 
and  the  Medical  School.  These  relationships  grew  slowly  and  only  as  members 
of  the  medical  communities  became  persuaded  that  they  had  indeed  been  offered 
a bona  fide  opportunity  and  responsibility.  Thousands  of  hours  volunteered 
by  busy  physicians  and  administrators  attest  to  their  confidence  in  the 


Regional  Medical  Program. 
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As  one  of  these  volunteers,  I can  tell  you  it  has  not  been  an  easy  task 
to  establish  these  linkages.  As  a businessman  (^I  am  an  insurance  executive) 

I can  tell  you  a considerable  amount  of  time  and  federal  funds  were  consumed 
in  the  process.  Now,  just  as  we  have  gained  the  confidence  of  the  private 
health  community  and  encouraged  their  involvement  in  our  programs,  the  budget 
cuts  by  the  Department  of  Health,  Education  and  Welfare  and  the  impounding  of 
funds  by  the  Office  of  Management  and  Budget  are  frustrating  our  activities 
and  risking  our  future  credibility. 

Let  me  outline  briefly  what  I mean. 

Two  subregional  offices,  one  in  Spokane  for  Eastern  Washington  and  one 
for  Southeast  Alaska  had  to  be  closed  because  of  budget  cutbacks.  This  not 
only  seriously  weakens  the  leadership  and  cooperation  of  physicians  and  other 
health  personnel  in  Eastern  Washington  and  Southeast  Alaska,  but  substantially 
damages  programs  already  improving  patient  care. 


We  had  encouraged  the  formation  of  a subregional  advisory  committee  to 
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deal  with  the  particular  problems  of  Eastern  Washington  and  assigned  a 
staff  member  to  Spokane.  After  the  closure  of  that  office,  The  Eastern 
Washington  Advisory  Committee  drafted  a protest  resolution  and  in  the  conclu- 
ding paragraph  of  the  covering  letter  they  state,  . .We  will  stay  toge- 
ther and  work  with  you  and  the  central  staff  as  best  we  can.  However,  you 
know  that  we  are  greatly  disappointed  with  the  present  situation."  (end  of 
quote) 

We  also  have  a file  of  letters  from  disappointed  Alaskans;  as  one 
physician  put  it,  ".  . . when  they  cut  the  budget,  they  certainly  weren't 
thinking  of  the  isolated  doctors  in  Alaska."  (end  of  quote) 

Our  continuing  medical  education  program,  which  nourishes  our  close 
association  with  physicians,  nurses,  and  allied  health  people,  has  been  ser- 
iously curtailed  by  the  elimination  of  our  field  representatives.  We  ask  you 
to  remember  that  our  region  covers  five  time  zones  and  encompasses  700,000 
square  miles,  or  roughly  one-fifth  of  the  entire  land  area  of  the  United 
States.  We  have  medical  communities  farther  apart  than  Los  Angeles  and  New 
York.  Subregional  coordinators,  field  staff  and  their  travel  budgets  are  of 


vital  importance.  Our  inability  to  fund  them  has  an  impact  which  is  difficult 
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for  anyone  not  from  our  region  to  fully  understand. 

To  my  mind,  we  are  at  the  threshold  of  significant  change  in  the 
delivery  of  health  care.  For  the  past  five  years,  we  have  labored  to  build 
a communication  network  of  volunteer  physicians  whom  we  call  Conmunity  Con- 
tinuing Education  Coordinators.  Their  responsibilities  Include  representing 
the  opinions  and  needs  of  the  hospital  staffs  in  their  area  and  coordinating 
all  continuing  education  efforts  in  their  communities.  They  participate  on 
a regular  basis  in  one-day  workshops  where  they  have  examined  some  of  the 
concepts  and  principles  regarding  changes  in  the  delivery  of  health  care.  In 
these  conferences,  national  leaders  have  reported  on  programs  which  are  suc- 
cessfully instituting  change.  These  Community  Coordinators  represent  a cadre 
of  practitioners  through  whom  change  at  the  local  level  can  be  accomplished. 
As  an  example,  for  the  past  three  years,  the  audio-visual  subcommittee  of  the 
Community  Coordinators  has  insisted  that  their  weekly  televised  programs  of 
continuing  education  present  only  clinical  information.  This  year,  for  the 
first  time,  they  have  requested  programs  relating  to  medical -social  change; 
they  wanted  programs  about  the  use  of  physicians'  assistants,  medical  audit, 
and  Health  Maintenance  Organizations.  Unfortunately,  the  production  budget 
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and  staff  have  been  so  reduced  that  only  a few  of  their  programs  can  be  pro- 
duced. Fifteen  other  Regional  Medical  Programs  and  eight  major  medical  insti- 
tutions outside  of  our  region  which  regularly  use  these  programs  will  also  be 
denied  the  material. 

As  we  know  so  well,  effective  change  depends  upon  effective  communication. 
Surely  now,  when  new  federal  programs  to  meet  the  health  care  crisis  are  immi- 
nent and  when  the  understanding  support  by  practitioners  is  critical,  we  should 
not  reduce  our  ability  to  communicate. 

The  budget  cuts  of  March,  1971,  also  eliminated  a joint  public  health 
education  effort  which  had  considerable  potential.  A task  force  of  represen- 
tatives of  public  health  and  voluntary  health  agencies  in  the  two  states  had 
met  a number  of  times  and  were  in  the  process  of  trying  to  find  ways  to  coor- 
dinate their  efforts  and  improve  public  health  education.  This  was  defeated 
by  our  inability  to  fund  a public  health  education  person  to  coordinate  the 
program  they  suggested. 

A very  successful  effort  to  update  laboratory  personnel  in  all  communities 
in  the  two  states  has  been  seriously  hampered  because  of  cuts  in  personnel.  In 


many  cities  in  Washington  and  virtually  all  in  Alaska,  a replacement  must  be 


2960 


provided  if  a lab  technician  is  to  leave  her  duties  for  refresher  courses. 

Our  inability  to  fund  laboratory  technicians  to  serve  as  temporary  replace- 
ments has  reduced  the  effectiveness  of  the  excellent  program. 

Our  direct  help  to  local  communities  seeking  action  in  solving  their 
own  health  problems  has  been  severely  hampered  by  this  enforced  budget  trimming. 
Here  is  one  example.  An  informal  partnership  was  established,  with  RMP 

help,  linking  the  small  conmunity  hospital  of  Willapa  Harbor  with  Seattle's 
Virginia  Mason,  a large  specialty  medical  center.  Other  community  hospitals 
became  interested  in  such  an  arrangement.  Yet  cuts  in  staff  travel  and 
expense  money  jeopardize  the  growth  of  similar  relationships.  Keenly  felt 
will  be  the  loss  of  those  planned  for  an  island  community  near  Tacoma  which 
totally  lacks  hospital  facilities. 

Another  example  is  the  cancellation  of  training  trips  for  the  farm  worker 
members  on  the  Board  of  a Family  Health  Clinic  in  the  Yakima  area.  We  need  to 
bring  lay  and  medical  members  of  action  groups  together  with  those  from  other 
towns  to  exchange  experiences  and  consolidate  regional  resources. 

The  budget  cuts  have  retarded  and  possibly  killed  an  innovative  plan  to 


rotate  nurses  in  Washington  to  a small  hospital  in  Southeast  Alaska,  plagued 
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by  a serious  shortage  of  nursing  personnel.  This  demonstration  could  have 
proved  to  be  a workable  model  for  other  remote  hospitals  in  Washington  and 
Alaska. 

I don't  have  to  tell  you  that  the  incidence  of  alcoholism  is  high  in 
Alaska  and  that  it  poses  a serious  health  problem.  RMP  sponsored  two  highly 
successful  workshops  for  nurses  on  alcoholism  in  Juneau  and  Ketchikan  last 
year.  They  grew  to  include  not  only  nurses  but  physicians,  members  of  the 
clergy,  the  police  and  the  public.  As  news  of  their  success  spread,  other 
communities, including  Anchorage,  requested  similar  programs.  Restriction  in 
funding  made  it  impossible  for  us  to  meet  these  requests. 

Development  of  additional  preceptorships  specifically  for  rural  nurses 
has  been  curtailed,  making  it  impossible  to  obtain  refresher  training.  Travel 
and  living  expenses  are  too  costly  to  be  met  by  the  RN  earning  an  average 
salary.  Again,  we  have  had  to  cut  our  travel  assistance  to  nurses  in  these 
areas  which  enabled  them  to  attend  regional  workshops  and  seminars.  Thus 
another  resource  for  the  nurse  anxious  to  upgrade  her  skills  and  knowledge 
was  dropped. 


Cutbacks  in  our  heart  program  in  1970-71  substantially  reduced  its 
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effectiveness  in  the  attack  on  the  number  one  disease  killer  in  the  nation. 

Our  plans  to  establish  cooperative  ongoing  training  programs  at  conmunity 
colleges  for  coronary  care  nurses  were  wiped  out.  Most  of  the  subregions  have 
have  returned  to  hospital  in-service  programs  which  can  train  only  a limited 
number  of  nurses.  There  is  little  quality  control  of  the  curriculum;  and 
there  is  inefficient  use  of  physician  and  nurse  instructor's  time.  It  is 
ironic  that  when  the  need  for  area-wide  health  education  centers  is  being 
emphasized,  funds  for  a program  which  is  a prototype  for  such  centers  have  been 
reduced. 

Our  mobile  coronary  care  project  was  insufficiently  funded  and  is  opera- 
ting now  with  donations  from  the  public.  Their  gifts  are  operating  funds  and 
are  not  intended  to  support  the  research  and  evaluation  activities  which  could 
provide  valuable  recommendations  for  the  other  city  governments  which  must  now 

include  coronary  care  capability  in  their  emergency  transportation  facilities. 

I submit  that  the  knowledge  to  be  gained  from  this  demonstration  project  is 
too  valuable  to  be  dependent  on  the  vagaries  of  public  donations. 

We  had  planned  to  develop  the  coronary  care  mockup  facility  at  the 


Pacific  Science  Center  in  Seattle  as  a training  center  to  teach  cardiopulmonary 
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resuscitation  and  to  improve  the  public's  understanding  of  preventative, 
emergency,  hospital  and  rehabilitative  cardiac  care.  This,  too,  has  been 
abandoned. 

Our  renal-adrenal  hypertension  project  had  to  be  discontinued  prematurely. 
Hypertension  is  a major  risk  factor  in  premature  death  related  to  heart  disease 
and  stroke.  The  project  was  making  significant  progress  towards  developing 
an  inexpensive,  more  generally  available  screening  test  for  curable  hyper- 
tension. 

The  President's  Health  message  called  for  more  effective  use  of  computers 
and  other  technological  advances  to  meet  problems  of  health  care  delivery. 

But  our  medical  computer  services  budget  was  cut  by  two-thirds,  completely 
halting  our  plans  to  evaluate  computer-aided  interpretation  of  electrocardio- 
graphy in  remote  areas  in  the  region. 

Another  program  which  was  reduced  in  scope  is  the  Kidney  Disease  Control 
Program,  developed  by  Dr.  Bel  ding  Scribner,  famous  for  his  inventions  which 
made  possible  artificial  kidney  treatment.  Dr.  Scribner's  original  plan  was 
to  coordinate  the  existing  kidney  treatment  centers  in  Washington,  Alaska, 
Montana  and  Idaho  and  expand  dialysis  and  transplant  capabilities  throughout 
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this  four-state  region.  Unfortunately,  lack  of  funds  has  prevented  this 
comprehensive  program  from  being  fully  instituted. 

Improvement  of  cancer  care  has  been  a major  goal  of  the  Regional  Medical 
Programs.  The  President  recently  emphasized  attention  to  this  disease.  Un- 
fortunately, our  efforts  in  this  area,  underway  for  five  years,  have  been 
restricted  due  to  budget  cuts.  The  one  notable  exception  will  be  the  Fred 
Hutchinson  Cancer  Center,  which  the  chairman  of  this  committee.  Senator  Warren 
Magnuson,  was  instrumental  in  obtaining  for  the  Northwest.  It  will  add  a much 
needed  resource  to  our  area. 

Two  years  ago  an  automated  tumor  registry  was  established  in  Washington 
and  Alaska,  but  continues  to  be  handicapped  in  its  operation  and  plans  for 
expansion  by  lack  of  adequate  funds.  Many  Alaskan  hospitals  want  to  join  the 
registry,  but  funds  are  not  available  to  send  a consultant  to  train  their  medical 
record  librarians  in  abstracting  and  coding  patient  information  for  the  com- 
puter. The  Regional  Medical  Program  has  been  searching  for  a permanent  means 
of  support  for  the  registry,  but  so  far,  only  temporary  aid  is  available.  This 
has  been  squeezed  from  slim  budgets  of  the  state  cancer  society  divisions  and 


from  the  Washington  State  Health  Department.  In  spite  of  Alaska's  concern  for 
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the  registry's  success,  this  year  the  Alaska  Cancer  Society  was  unable  to 
contribute  any  money  at  all.  As  a result,  Alaskan  tumor  registry  secretaries 
did  not  attend  cancer  workshops  in  Seattle  because  of  excessive  air  fare  costs. 

Twenty-eight  hospitals  in  our  region  are  currently  participating  in  the 
centralized  registry  and  are  sharing  its  benefits.  The  registry  provides  a 
comparative  record  of  cancer  treatment  and  it  monitors  the  effectiveness  of 
early  detection  and  current  therapy.  The  computerized  form  of  record  keeping 
also  reminds  physicians  that  a patient  is  due  for  a check-up,  which  may  often 
be  as  important  to  the  patient's  recovery  as  early  detection  is. 

Another  project  which  has  the  potential  of  altering  the  course  of  cancer 
care  in  our  region  is  one  which  serves  physicians  using  radiation  therapy.  This 
service  provides  immediate  and  accurate  information  to  physicians  in  Washing- 
ton, Alaska,  Oregon  and  Idaho  who  must  know  the  precise  dosage  of  radiation 
required  to  destroy  a tumor.  However,  due  to  lack  of  funds,  our  project  dir- 
ectors had  to  restrict  this  valuable  service. 

Fortunately,  the  Fraternal  Order  of  Eagles  in  Washington  State  recognized 
the  critical  need  and  raised  the  money  to  fund  a 14-station  telecopier  network 


which  makes  the  computations  immediately  available.  As  a result,  cancer  patients. 
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regardless  of  their  distance  from  a medical  center,  may  have  the  same  benefits 
provided  patients  in  a metropolitan  area.  Here  again,  this  service  is  too 
important  to  be  left  to  the  uncertainties  of  charitable  donations. 

In  the  area  of  stroke,  neurologists  and  neurosurgeons  have  been  volun- 
teering their  time  to  hold  public  forums  in  Seattle  and  Spokane  to  discuss  the 
treatment  and  rehabilitation  of  stroke  patients.  Unfortunately,  we  had  to 
discontinue  these  popular  meetings  due  to  lack  of  funds. 

Courses  for  health  professionals  in  rural  areas  were  also  presented  to 
upgrade  the  care  of  stroke  patients.  These  programs  were  also  eliminated,  even 
though  the  director  of  the  RMP  Stroke  Program  had  a backlog  of  requests  for 
the  courses. 

Both  stroke  and  cancer  control  activities  will  be  further  reduced  due  to 
an  economy  move  which  consolidated  the  two  programs  under  one  director. 

The  budget  cuts  have  also  made  it  impossible  to  give  raises  to  any  of 
our  staff.  Many  of  these  people  are  highly-trained  technicians.  We  cannot 
expect  them  to  stay  with  our  programs  if  we  cannot  meet  the  incomes  they  could 


obtain  elsewhere. 
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Maldistribution  of  medical  factltties  and  personnel  is  a major  problem, 
not  only  in  our  region,  but  in  many  other  states.  We  tackled  this  problem 
three  years  ago  with  an  extensive  study  of  all  patients  who  were  discharged 
from  Washington,  Oregon  and  Idaho  hospitals  during  a specific  period  of 
time.  Of  the  267  hospitals  eligible  to  participate,  251  joined  the  survey. 
Already  facts  from  the  study  have  influenced  passage  of  state  legislation 
which  will  avoid  duplication  of  facilities.  We  know  there  is  a wealth  of 
information  contained  in  the  study,  but  it  is  an  expensive  process  to  abstract 
the  data  and  study  and  interpret  the  results  so  that  they  may  be  useful  in  plan- 
ning future  facilities  and  placement  of  specialized  personnel.  It  would  be 
unfortunate  if  some  key  answers  to  future  health  care  planning  remain  locked 
up  in  reams  of  computer  print-outs  because  the  Regional  Medical  Program  cannot 
afford  to  employ  a researcher. 

Difficult  as  our  budgetary  restrictions  have  been,  I would  be  remiss  not 
to  report  that  the  Washington/Alaska  Regional  Medical  Program  has  also  exper- 
ienced some  spectacular  successes.  However,  we  face  a major  financial  problem 


in  the  future.  It  is  apparent  from  the  comparison  of  these  figures. 
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In  1970  the  National  Advisory  Council  approved  $2,437,316  for  the 
W/A  RMP  grant.  The  actual  award  was  $1,811,935.  In  1971  for  11  months 
of  operation,  the  amount  approved  was  $1,703,215.  The  amount  of  the  actual 
award  was  $1  ,447,885.  The  gaps  between  the  recoimnended  and  the  actual  grant 
award  mean  that  the  Washington/Alaska  Regional  Medical  Program  cannot  keep 
its  financial  commitments  to  valuable  programs  that  are  now  producing  results 
nor  can  we  acknowledge  in  any  way  other  problems  which  deserve  our  attention. 

Mr.  Chairman  and  members  of  the  committee,  I think  it  is  essential  to 
approve  the  recommended  budget  of  136.9  million  dollars  as  requested  by  the 
Regional  Medical  Program  Service.  If  we  can  restore  the  programs  which  were 
cut  or  are  now  in  jeopardy,  we  can,  in  my  opinion,  still  salvage  the  confidence 
and  cooperation  of  the  practicing  community.  It  is  also  essential  to  add  the 
funds  necessary  to  implement  those  portions  of  the  President's  health  proposals 
which  clearly  fall  within  the  framework  now  established  by  the  Regional  Medical 
Program. 

I'm  sure  that  no  better  structure  exists  to  implement  the  area  health 
education  centers  recommended  by  the  Carnegie  Commission  and  endorsed  by 


President  Nixon.  The  process  of  subregionalization  of  many  of  our  successful 
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project  activities  has  given  local  medical  communities  total  responsibility 
for  their  operation.  These  programs  are  now  centered  in  hospitals  and  with 
very  little  further  implementation  can  be  regarded  as  the  beginning  of  many 
area  health  education  centers.  A wider  view  might  term  the  entire  Regional 
Medical  Program  an  area  health  education  center. 

When  we  consider  Health  Maintenance  Organizations,  another  strong  point 
in  the  President's  message,  we  can  cite  our  experience  in  comnunity  services 
and  our  links  with  the  health  providers. 

The  staff  of  the  newly  formed  HEW  office  in  our  region  has  asked  us 
help  with  the  organization  and  execution  of  their  information  program.  They 
recognize,  as  many  do,  that  our  communication  people  are  unusually  skilled 
in  medical  public  relations  and  in  media  use,  both  for  professional  instruc- 
tion and  public  information.  They  also  need  to  take  advantage  of  our  estab- 
lished communication  network  with  health  professionals.  Even  though  our  Pro- 
duction Unit  is  already  overcommitted,  we  are  trying  to  respond  to  their 
urgent  priorities.  The  advantage  of  a well -coordinated  information  program 
for  all  HEW  agencies  is  obvious. 


There  is  also  need  to  expand  an  instructional  program  in  which  we 
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are  training  the  Model  Cities  non-professional  outreach  workers  in  their  home 
health  programs.  The  objective  is  to  help  both  members  of  poor  and  minority 
groups  and  the  white  health  professional  overcome  some  of  the  common  language 
barriers  which  confuse  relationships,  distort  attitudes  and  tend  to  obstruct 
optimal  care.  The  need  is  so  great  and  the  funds  we  were  able  to  commit  to 
this  effort  so  small,  we  can  do  little  more  than  demonstrate  a successful 
method  of  approaching  this  difficult  problem. 

We  must  never  lose  sight  of  the  fact  that  intelligent  utilization  of 
the  health  system  depends  on  the  degree  of  knowledge  of  our  health  consumers. 
Regional  Medical  Programs  is  ready  to  cooperate  with  Comprehensive  Health  Plan- 
ning agencies  in  coordinating  efforts  of  existing  voluntary  and  public  health 
organizations  to  assure  acceptability  and  proper  utilization  of 
our  health  system. 

We  have  new  and  innovative  programs  now  awaiting  funding.  Three  possible 
cancer  projects,  for  example,  have  died  on  the  vine  during  the  past  year  be- 
cause of  uncertain  prospects  for  funds.  One  would  have  upgraded  the  perfor- 
mance of  non-qualified  X-ray  technicians  in  rural  areas.  Another  would  have 


studied  the  problems  of  the  cancer  patient  in  depth  and  sought  for  recommenda- 


2971 


tions  to  improve  their  care.  A third  would  have  provided  training  in  nuclear 
medicine  for  X-ray  technologists.  Nuclear  medicine  is  a fairly  recent  dis- 
covery in  diagnosing  and  treating  cancer. 

Our  Regional  Advisory  Committee  has  already  approved  others  which 
await  release  of  funds.  One  is  for  an  Urban  Indian  Health  Clinic  in 
Seattle  to  serve  the  11,000  Indians  living  off  reservations  who  are  lost  in 
the  limbo  between  the  Bureau  of  Indian  Affairs  and  the  state  and  federal  wel- 
fare systems  which  do  not  recognize  them.  There  are  hundreds  of  small  villages 
in  Alaska,  lacking  doctors,  hospital  facilities  and  transportation,  which 
could  be  served  by  our  approved  proposals  for  the  use  of  new  kinds  of  physi- 
cian's assistants  and  expansion  of  allied  health  personnel  functions. 

We  recognize  that  it  is  impossible  for  any  one  program,  any  one  organi- 
zation or  agency,  to  solve  all  the  problems  in  the  health  care  field.  But  we 
in  the  Regional  Medical  Program  have  five  years  experience  and  are  well  down 
the  road  toward  finding  some  answers.  Considerable  sums  of  money  have  already 
been  invested;  equally  important  is  the  investment  of  millions  of  man  hours 
volunteered  by  highly  specialized  professionals  and  busy  community  leaders. 

If  you  make  it  possible  for  us  to  continue  to  build  on  the  solid  structure 
we  have  established,  we  can  have  a tremendously  beneficial  effect  on  the 
provision  of  health  care  in  our  nation.  I ask  you  not  to  wasteful ly  discard 
this  effort  and  this  progress. 
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RESUME 


Personal  Information 


Name:  Chester  Robert  Ogden 

Birth:  August  11,  1923;  Clarksburg,  West  Virginia 

Home  Address:  1230  East  20th  Avenue,  Spokane,  Washington  99203 

(KE  4-0720) 

Office:  1120  Paulsen  Building,  Spokane,  Washington  99201  (TE  8-4235) 

Marital  Status:  Married  December  30,  1954,  Margaret  E.  Martin  of  Spokane, 

Washington,  a graduate  of  Smith  College,  1947. 

Children:  Three  sons  - David  (15),  Robert  (13),  Douglas  (12) 

Education 

Roosevelt  Grade  School,  Spokane,  Washington 

Lewis  and  Clark  High  School,  Spokane,  June  1941;  valedictorian  and  president 
of  the  student  body. 

Harvard  College,  S.B.,  Magna  Cum  Laude,  1946.  Economics  and  English.  Harvard 
College  Scholarship.  Assistant  Graduate  Secretary,  Phillips  Brooks 
House;  Chairman,  Dunster  House  Committee;  Member,  Board  of  Editors, 
Harvard  Advocate . Hasty  Pudding-Institute  of  1770;  Sigma  Alpha  Epsilon. 

Harvard  Graduate  School  of  Business  Administration. 

Completed  Veterans'  Course,  1947. 

Yale  Law  School,  LL.B.,  1950.  New  Haven  Legal  Aid  Bureau,  student  chairman, 
civil  matters;  Thomas  Swan  Barristers'  Union;  Treasurer,  Student 
Association.  Phi  Delta  Phi;  Corbey  Court. 

Career  History 

President  and  General  Counsel 
North  Coast  Life  Insurance  Company 
Spokane,  Washington 
1965  to  date. 

I organized  and  raised  all  capital  for  this  company  which  operates 
in  eleven  western  states  and  has  achieved  over  $50,000,000  insurance 
in  force  in  four  years.  As  President,  I am  responsible  for  general 
administration  and  investments.  As  General  Counsel,  I handle  all 
legal  and  regulatory  affairs. 
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President  and  General  Counsel 

Great  Northwest  Life  Insurance  Company 

Spokane,  Washington 

1963-1964 

This  company,  which  was  formed  in  1928  and  operated  in  nine  western 
states,  was  merged  into  Sunset  Life  of  Olympia,  Washington,  following 
a struggle  to  maintain  it  as  a Spokane  employer.  I performed  the 
same  duties  as  at  my  present  company. 

Vice  President  and  Counsel 

R.  J.  Martin  & Co.,  and  R.  J.  Martin  Mortgage  Co. 

Spokane,  Washington 
October,  1958  to  date 

These  firms  are  a private  mortgage  company  engaging  in  chattel 
and  real  estate  financing  and  an  insurance  agency,  owned  by  my 
father-in-law.  I was  active  on  a daily  basis  in  these  companies 
from  1958  to  1963,  and  continue  to  handle  their  legal  affairs. 

Messrs.  Preston,  Thorgrimson  & Horowitz,  Lawyers 

Northern  Life  Tower 

Seattle,  Washington 

April  1957,  to  October  1958 

General  practice,  specializing  in  the  law  of  municipal  bonds  and 
in  corporate  finance.  Left  to  join  father-in-law  in  Spokane. 

Messrs.  Hawkins,  Del  afield  and  Wood,  Lawyers 
67  Wall  Street 
New  York,  New  York 
April,  1953  to  April,  1957 

General  practice  in  the  law  of  municipal  bonds,  corporate  finance, 
general  corporate  matters  including  formation,  mergers  and 
acquisitions,  securities  regulation,  insurance,  savings  institutions 
and  administrative  law.  Left  to  return  to  northwest  following  marriage 
to  home  town  gi rl . 

Messrs.  Chadbourne,  Parke,  Whiteside,  Wolff  & Brophy 

25  Broadway 

New  York,  New  York 

August,  1950,  to  April,  1953 

Airline  regulatory  and  financing  matters,  and  administrative  law. 

Left  to  join  a smaller  firm  for  broader  experience. 

Biographical  Listings 

Who's  Who  in  the  West;  Who's  Who  in  Conmerce  and  Industry,  Who ' s Who  i n 
Insurance. 

Memberships 

Member  of  the  Bar  in  the  states  of  New  York  and  Washington. 
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Memberships  continued 


American,  Washington  State  and  Spokane  County  Bar  Associations.  Member 
Subcommittee  on  State  Premium  and  Local  Taxes  and  on  Interest  Paid,  Comnittee 
on  Insurance  Companies,  Section  of  Taxation,  American  Bar  Association. 

Member,  Section  of  Insurance  Negligence  and  Compensation  Law  and  Section 
of  Corporation,  Banking  and  Business  Law,  American  Bar  Association. 

Association  of  the  Bar  of  the  City  of  New  York  (1952-1960) 

Estate  Planning  Council  of  Spokane. 

Spokane  Club;  Masons;  Episcopal  Church 


Civic  Activities 


Chairman,  Executive  Committee  and  Regional  Advisory  Committee,  Washington/ 
Alaska  Regional  Medical  Program.  (Appointed  by  the  Governor  of  Washington 
State  as  charter  member  of  RAC,  1966). 

Member,  National  Advisory  Council,  Regional  Medical  Programs;  first  appointed 
July,  1970,  reappointed  July,  1971  for  a term  to  expire  November  30,  1974. 

Executive  Committee  and  Board  of  Trustees,  St.  Luke's  Hospital,  Spokane 
(1965--).  Chairman,  fund  drive  for  new  hospital  (1964-1965). 

Board  of  Trustees,  St.  George's  School,  Spokane  (1965--) 

Chairman  of  the  Board,  Booth  Memorial  Hospital,  Spokane  (1964) 

Board  Member,  1961-1964. 

Board  of  Trustees,  Spokane  Chamber  of  Commerce  (1963-1967),  Chairman, 
Education  Bureau  (1962-1964). 

Downtown  Rotary,  Spokane  (Vice  Pres.,  1963-1964;  Sec.  Treas.,  1969-1970). 

President,  Inland  Empire  Harvard  Club  (1962-1964) 

Chairman,  Schools  and  Scholarship  Committee  (I960--) 

Area  Chairman,  The  Harvard  College  Fund  (I960--) 

Area  Chairman,  The  Harvard  Business  School  Fund  (1969) 

Candidate  for  Director-at-Large,  Associated  Harvard  Alumni  (1969) 

Service  Experience 

Thirty-two  combat  bombing  missions  as  first  pilot  of  a B-24  bomber  in  Italy, 
World  War  II.  Assistant  Operations  Office,  744th  Bomb  Squadron,  456th  Bomb 
Group,  15th  Air  Force.  Discharged  with  rank  of  First  Lieutenant.  Holder  of 
Distinguished  Flying  Cross,  Air  Medal  with  two  Oak  Leaf  Clusters,  four  battle 
stars  to  European  Theater  ribbon. 
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Republican  Activity 

1968  Eastern  Washington  Coordinator,  Nixon-Agnew  Campaign 

Executive  Committee,  Washington  State  Nixon  for  President  Comnittee 

General  Chairman,  Agnew  visit  to  Eastern  Washington 

1963-65  Member,  Executive  Committee,  Washington  State  Republican  Central 
Commi ttee 

1962-63  Secretary,  Washington  State  Republican  Central  Committee 

1961-65  State  Committeeman,  Spokane  County 

1960  "Advance  Man,"  national  Nixon-Lodge  Campaign 

Chairman,  Nixon  for  President  Committee,  5th  Cong.  Dist. 

Alternate  Delegate,  Republican  National  Convention 
1959-60  Vice  Pres.,  Spokane  County  Republican  Club 

Vice  Pres.,  and  Secretary,  The  Lincoln  Club,  Spokane 
1959-64  Precinct  Committeeman,  Precinct  694,  Spokane 

1958  Eastern  Washington  Chairman,  Citizens  for  Eisenhower-Nixon  Congressional 
Camp a i gn 

1957-58  Board  of  Governors,  Young  Men's  Republican  Club,  Seattle 

1956  Chairman,  Youth  for  Eisenhower-Nixon,  State  of  New  York,  and  organization 
of  over  4,000  young  people  in  37  counties 

Appeared  twice  on  "America's  Town  Meeting  of  the  Air,"  a nation-wide 
broadcast  on  the  radio,  representing  Young  Republicans  in  the 
United  States,  once  in  defense  of  Richard  Nixon  during  the  so-called 
"dump  Nixon  movement." 

1950-56  Board  Member  and  Secretary,  New  York  Young  Republican  club.  New  York 
City.  Chairman,  Speakers  Committee. 

1948-50  Young  Republican  Club,  Yale  University 

Vandenberg  for  President  Committee,  New  Haven,  Connecticut 
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National  Institute  of  Arthritis  and  Metabolic  Disease 

STATEMENT  OF  DR.  J.  SYDNEY  STILLMAN,  DIRECTOR  OF  THE 
CLINICAL  RESEARCH  CENTER  FOR  JUVENILE  RHEUMATOID 
ARTHRITIS,  CLINICAL  RESEARCH  CENTER,  ROBERT  B. 
BRIGHAM  HOSPITAL,  BOSTON,  MASS. 

PREPARED  STATEMENT 

Senator  Magnuson.  Dr.  Stillman. 

Dr.  Stillman.  We  would  both  like  to  present  some  testimony  in 
behalf  of  the  National  Institute  of  Arthritis  and  Metabolic  Disease.  I 
have  presented  a prepared  statement  in  which  there  is  a citizens 
budget. 

Senator  Magnuson.  We  will  put  it  in  the  record  in  full  at  this  point. 
(The  statement  follows:) 
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!1r.  Chainaan  and  Msnbera  of  the  Cosanittes:  I appear  before  you  today 

to  apeak  oa  behalf  of  the  activities  of  the  National  Institute  of  Arthritis 
and  Metabolic  Diseases.  My  name  is  J,  Sydney  Stillman  and  I obtained  my  M.D. 
degree  at  Harvard  University  Medical  School.  At  the  present  time  I am  Director 
of  the  Clinical  Research  Center  for  Juvenile  Rheumatoid  Arthritis » Robert  £. 
Brigham  Hospital,  Boston,  Massachusetts.  I am  consulting  Physician  in 
Arthritis  at  the  Veterans  Administration  Hospital,  West  Roxbury,  Massachusetts 
and  an  Associate  Clinical  Professor  of  Medicine  at  the  Harvard  University 
Medical  School.  I am  also  Visiting  Physician  at  the  Boston  City  Hospital, 
Senior  Associate  in  Medicine  at  the  Peter  Bent  Brigham  Hospital,  Boston  and 
was  the  Chief  of  Medicine,  Robert  B.  Brigham  Hospital,  Boston.  During  World 
War  II,  I was  a Lt.  Colonel  and  Chief  of  Medicine  at  the  Pasadena  ASF  Regional 
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hospital.  I am  a Founder  and  Past  President  of  the  hew  England  Rheuitatlsci 
Society  aud  Co- Founder  of  the  llaesachusetts  Chapter  of  the  Arthritis  Foundatlou. 
I was  a tnember  of  the  Surgeon  General's  Workshop  on  Prevention  of  disability 
From  Arthritis  aud  am  a Member  of  the  Executive  Conmlttee  and  the  Medical 
and  Scientific  Committee  of  the  Massachusetts  Chapter  of  the  Arthritis  Founda- 
tion. I am  Chairman  of  the  Medical  Administrative  Committee  of  the 
Arthritis  Foundation  and  President  of  the  American  Rlieumatism  Association. 

Hr.  Chairman  and  Members  of  the  Committee:  It  is  my  privilege  to 

testify  before  you  today  on  behalf  of  the  Kational  Institute  of  Arthritis 
and  Metabolic  Diseases.  Before  beginning,  however,  I wlsn  to  cormend  you 
for  the  continuous  support  you  have  given  to  the  vital  programs  of  the 
National  Institutes  of  health  (MH) , and  for  your  understanding  of  the 
urgent  need  for  biomedical  research  and  research  training. 

My  specific  Intent  today  Is  to  discuss  the  progress  being  made  by 
one  of  the  ten  MIK  components,  the  National  Institute  of  Arthritis  and  Metabolic 
Diseases.  This  Institute  Is  performing  admirably  its  task  of  obtaining  new 
biomedical  scientific  knowledge  needed  to  control  the  various  arthritic 
disorders,  which  are  probably  responsible  for  more  crippling  and  discomfort 
than  any  of  the  other  ills  of  man.  In  addition,  the  Institute  supports  or 
conducts  research  in  metabolic  diseases  such  as  diabetes  and  cystic  fibrosis, 
in  diseases  of  the  gastrointestinal  tract  such  as  peptic  ulcer,  in  endocrine 
gland  diseases,  in  disorders  of  blood,  liver,  and  bone.  In  urology  and  diseases 
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of  the  kldneyg  In  orthopedics#  detrraatolop.y # nutrltioi,  and  many  others. 

As  you  can  see#  this  is  an  extremely  broad  area  of  responsibility.  I am 
sure  that  in  the  future  the  Institute  will  continue  to  approach  its  many 
research  problems  with  confidence  that  it  cap  aid  materially  in  solving  some 
of  the  major  physical  ills  of  mankind,  and  with  sincere  appreciation  for  this 
Committee’s  support. 

Today,  before  I cite  briefly  some  specific  advances  irode  by  or  supported 
by  the  National  Institute  of  Arthritis  and  iletabolic  Diseases,  I would  like  to 
call  to  your  attention  an  article  which  shows,  in  terss  of  dollars  and  cents, 
how  governnsent  allocations  for  research  actually  put  /soney  back  in  the  Treasury 
coffers. 

The  article,  x+rltten  by  syndicated  colunsais^:  Sylvia  Porter,  an  astute 
money-manager,  was  published  only  a few  weeks  s';o  and  points  up  the  findings 
of  a recent  cost-effectiveness  analysis. 

She  writes,  for  example,  that  the  combliied  IncoTse  of  the  354,000 
wage-earners  whose  lives  were  prolonged  in  1967  as  a result  of  modem 
biomedical  research  was  $13,8  billion,  out  of  which  they  padLd  $1.7  billion 
In  IncoBse  and  excise  taxes.  The  federal  appropriation  for  all  the  National 
IiiStitutes  of  Health,  for  that  same  year,  was  below  this  tax  total,  only 
$1.4  billion. 

Miss  Porter  states.  In  other  words,  that  over  the  past  decades,  the 
federal  government  has  gained  far  more  In  taxes  from  persons  whose  lives 
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have  baan  prolonged  by  befctar  health  knowledge  than  it  has  appropriated 
for  all  the  research  leading  to  this  better  knowledge, 

A cost-ef fccfclvenees  mialysis  she  quotes  oViows  thct  for  every  $1  Invested 
in  Iranroved  diagnosis  and  control  of  arthritis,  for  instance,  $38  would  accoue 
to  our  national  incowe  ~ and  the  list  could  be  extended  indefinitely  to  Include 
elimination  or  suppression  of  heart  disease,  digestive  disease,  venereal 
disease,  etc* 

From  a strictly  economic  viewpoint,  there  is  no  doubt  that  all  of  us 
benefit  from  health  research  which  shifts  people  from  handicapped  tax  burdens 
to  productive  taxpayers* 

If  I rsay  be  permitted  one  last  further  quotation.  Miss  Porter  states j 
"I'h'itlng  for  i&vself  and  sure  for  you,  I wotsld  willingly  finance  the  researcli 
which  Slight  gave  my  life  some  day,  Writing  for  both  of  us  I urge  Congress 
to  weigh  those  health  research  budget  figurea  with  utmost  concern,  for  at 
stake  in  them  may  be  their  lives  too,” 

So  much  for  the  eeonoiaica.  As  for  the  science  Itself,  the  solution  of 
the  ills  that  plague  man  will  be  no  small  task.  The  cciaplexifcies  of  bio- 
isedlcal  research  are  exceeded  only,  perhaps,  by  the  complexities  of  the 
husian  body  Itself*  In  addition  to  loonay,  productive  laboratory  experiments 
and  clinical  trials  require  equipment,  time,  labor,  patience,  diligence, 
persistence  and  above  all  that  one  eomnodlty,  talented,  prepared  minds,  which 
cannot  be  created  by  money  alone  but  requires  training , good  :/lll,  and  that 
divine  spark  which  resides  in  all  of  us  to  some  extent* 
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In  disctssslng  the  specific  aceomplishmenta  o?  this  Institute  during 
6h«  past  year  and  the  directions  of  future  reaearchj  I will  devote  most  of 
ay  tiae  to  arthritis  research  because  Shis  is  siy  own  spaelal  field  of  interest* 
Because  of  the  vast  as^unt  of  basic  information  on  37S}irltis«»related  ls^uno~ 
logical^  blochassical  and  physiological  aachaniss^  which  has  been  assenbled^  X 
consider  this  area  to  be  one  of  the  ;nore  fascinating  and  challenging  fields 
of  sadlcdLne  today » 

As  you  know,  rheumatoid  arthritis  afflicts  about  4 million  people  in  the 
United  States*  It  Is  a painful,  crippling,  sossetimss  coaspletely  disabling 
disease  that  costs  the  Nation  nearly  $4  billion  annually  in  diminished  income 
and  increased  medical  SKpenaes*  Only  25  years  ago  little  could  be  done  to 
alleviate  the  pain  or  slow  the  progression  toward  joint  deformity*  Today, 
however,  scores  of  pain-relieving  and  inflammation-suppressing  drugs  are 
available  or  under  development  and  various  laechods  of  therapy  and  reliabilitatlon 
have  altered  the  prognosis  for  Che  afflicted  patient.  We  know  the  real  hope, 
nevertheless,  lies  In  understanding  and  preventing  tha  original  cause  or  causes 
of  Inflataaation  and  degeneration  of  joints  and  surrounding  tissues. 

Scientists  of  the  Institute  and  elsewhere  are  endeavoring  to  discover 
whether  an  infectious  process,  an  autol^une  reaction,  or  possibly  a cc^ination 
of  both  processes  are  Involved  In  the  cause  of  tlie  disease.  To  date,  ho«?ever, 
firo  proof  Chat  infectious  agents  caxxse  this  disorder  ^laains  elusive.  It  is 
possible  tl»at  an  autoltaiune  reaction  In  which  Che  body  over-reacts  to  proteins 
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(perhaps  i&odlfied  by  infection)  originatlnf;  within  the  body's  own  tissues 
nay  be  the  causative  raechanisra. 

To  return  for  a noisent  to  the  former  hypothesis » that  of  a tranemlBslble 
agcmt  in  human  rheumatoid  arthritis,  in  previous  years  InveatlEators  have 
injected  mica  with  tissue  from  human  patients  with  rheumatoid  arthritis.  They 
have  found  that  the  mice  acquired  an  arthritic  disorder  In  which  cellular  clianges 
resembled  Chose  coisroonly  found  in  human  rheusaatoid  arthritis,  and  that  these 
changos  were  also  transmitted  to  their  offspring.  These,  in  turn,  passed  on 
the  condition  to  the  neict  generation  of  mice,  and  they,  in  turn,  passed  it 
on  to  a succeeding  generation.  This  arthritis  tias  now  appeared  consistently 
in  several  generations  of  eKperimental  animals  who  never  received  Injections 
of  htsaan  rheumatoid  material.  TliiB  very  eKcltlng  line  of  research  may  further 
implicate  the  infectious  aspects  of  artliritis,  os  well  as  show  us  whether  this 
disorder  has  hereditary  tendencies. 

I can  report  that  during  tlie  past  year,  the  Australia  antigen,  a virus 
first  isolated  in  Institute  laboratories,  has  been  linked  with  arthritic 
disease,  according  Co  grant-aided  studlea.  Tlte  antigen  is  being  investigated 
primarily  as  a hepatitis-associated  virus,  but  Che  grantees  found  it  associated, 
in  several  patients,  with  a true  arthritis  - with  clinical  signs  of  joint 
Inflamnationo  effusions,  joint  swelling,  and  redness,  appearing  very  tauch 
like  rheumatoid  arthritis. 

I wish  to  point  out,  however,  that  while  various  transmissible  agents 
have  been  found  in  close  association  with  rheumatoid  arthritis,  it  still  is 
not  possible  to  state  that  any  particular  one  of  them  is  causative. 
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The  secoad  hypothesis,  that  ^eusatoid  arthritis  is  an  iiaaune  disorder, 
is  based  on  observations  tiiat  iBanunoiogieal  reaetloas  within  the  body,  (possibly 
initiated  by  invading  organisms)  can  cause  the  type  of  inflasesatory  lesions 
observed  in  the  disease* 

Interestingly  enough,  while  most  Investigators  explore  the  possibilities 
that  rheumatoid  arthritis  is  an  iaxEuae  or  an  infectious  disorder  or  a combina~ 
tion  of  both,  one  Institute°>supparted  investigator  has  presented  evidence  to 
support  hla  theory  that  this  disease  may  be,  at  least  in  part,  a leetabolic 
derangement*  Ilis  research  is  based  on  the  discovery  that  the  blood  of  persons 
with  rheumatoid  arthritis  contains  sidsnomal  eonceatrations  of  histidine,  an 
asd&o  acid  and  one  of  the  building^blocks  of  protein*  This  grant«>supportGd 
investigator  has  treated  70  rhetcoatold  arthritis  patients  for  periods  averaging 
nine  snaths  with  dally  oral  doses  of  L-'hlstldine  as  large  as  six  grams*  Fre» 
lliDinary  reportsnote  modest  but  apparently  significant  improvement  due  to 
the  histidine  in  three  standard  measurements  of  the  disease's  effects* 

1 might  add  at  this  point  so2&e  advances  made  in  the  treatment  of  arthritis* 
Physicians  rely  mostly  on  aspirin  to  reduce  pain  and  Inflammation.  In  the 
doses  usually  prescribed,  however.  It  can  sometimes  caiise  compllcatloDS, 
including  gastrointestinal  bleeding.  We  are  constantly  searching  for  less 
toxic  but  equally  effective  salicylates*  In  lastitute-alded  research,  a 
buffered  and  soluble  fora  of  aspirin  given  as  a liquid  was  reported  to  reduce 
the  incidence  of  bleeding  aignlfieaatly*  This  is  in  c^qtarlson  with  aspirin 
in  solid  fora  whi^  can  cause  a local  reaction  which  elicits  bleeding  on 
gastrointestiaal  surfaces.  Other  grant-assistad  studies,  aeanwhile,  showed 
that  bleeding  also  may  be  diminished  through  me  of  an  alternate  aspirin* 

The  substance  la  a choline  salt  of  salicylate  that  is  available  in  both 
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liquid  ead  tablet  fortOj  which,  tu  cllalcal  trials,  :>auaed  slgnlflcautly 
less  gaatrolntestinal  bleeding  than  regular  aspirin  tablets* 

Grant-supported  investigators  are  also  studying  drugs  which  might 
fit  Into  one  of  the  hypotheses  previously  jaentloaed.  For  example,  the 
concept  of  rheucoatoid  arthritis  as  a disorder  of  issaaunlty  has  led  to  the 
study  of  a number  of  drugs  that  suppress  this  biological  reaction.  One  of 
these  drugs,  cyclophosphamide,  has  been  under  intensive  trial  because  it  is 
an  effective  immunosuppressive  agent. 

An  Institute  g^rantee  this  past  year  reported  on  controlled  clinical 
trials  of  cyclophosphamide.  VThile  this  drug  tx&y  be  of  significant  value  in 
the  treatment  of  patients  with  severe  rheumatoid  arthritis  who  are  refractory 
to  standard  forms  of  therapy,  its  use  in  large  doses  v;as  accompanied  by  a 
high  rate  of  undesirable  side  effects.  Additional  studies  are  underway  to 
determine  whether  this  potent  drug  will  be  effective  in  graduated  and  small 
dosages ) in  other  words,  at  dosages  below  apparently  toxic  levels. 

In  the  beginning  of  vsy  testimony,  I raa^tioned  cost-effectiveness  analysis 
regarding  arthritis  research  via  j.  vis  shifting  people  from  Imndicapped  tax 
buediena  to  productive  taapsyers,  A glmcs  at  the  prevalence  statistics  of 
some  of  the  diseases  within  the  purview  of  the  hatioiial  Institute  of  Arthritis 
and  Hetabolic  Diseases  siiiould  lend  impact  to  ^ statement, 

Tliere  are  soi^  17  taillion  sufferers  fro®  all  forms  of  arthritis. 

According  to  health  surveys,  the  prevalence  of  diabetes  in  the  United 
States  has  saore  than  doubled  since  1930*,  There  are  over  four  million  diabetic 
people  In  this  country,  while  another  five  million  of  our  present  population 
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are  expected  to  develop  tlie  disease  di&sricg  Clieir  lifetime.  It  is  estiiaated 
that  epprosiniataiy  10  miliion  Americans « or  ever  5 percent  of  the  entire  U»S» 
populetionp  now  have  or  have  had  peptic  ulcers.  This  figure,  by  the  way^ 
does  not  include  vlctiias  of  other  disorders  of  the  gastrointestinal  tractg 
such  as  ileitis p and  ulcerative  colitis.  There  also  exist  the  equal.ly  dabiilta- 
ting  diseases  affecting  associated  organs  such  as  the  llverj  galibladdarp  end 
pancreas,  I could  also  cite  the  eight  lalllion  Anser leans  who  are  afflicted 
with  diseases  of  the  uniaary  tract  and  the  kidneysg  and  an  estisiated  55^000 
individuals  who  die  each  year  in  the  United  States  of  irreversible  kidney 
failure. 

The  list  of  statistics  is  shocking.  It  brings  to  bear^  that  apsrt 
from  the  economic  considerations,  there  is  the  far  znore  Important  one  of 
sltople  huiaanltarlanism,  Now  I realise  with  inflation  and  the  war  still 
hanging  over  our  heads,  and  with  the  new  eiiTphasis  on  m>xe  widely  available 
health  care  and  environmental  protection,  it  ia  obvious  that  expenditures 
for  biomedical  research  may  not  be  as  fashionable,  I submit  that  sucli 
research  must  be  supported  generously  - not  weakened  because  of  failure  to 
understand  the  necessary  priorities  in  public  expenditure. 

I have  heard  It  repeated  ad  nauseam  that  what  America  needs  Is  more 
physiciar^  to  give  us  the  Improved  health  care  we  ail  strive  for.  ^^at 
is  usually  forgotten  in  this  simplistic  statement  Is  the  fact  that  without 
Increased  biomedical  research  to  give  us  greater  understanding  of  disease. 
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better  methods  of  treatment „ and  more  effective  tools  witii  which  to  work, 
there  will  be  no  laiprovement  in  health  care,  even  thougli  there  may  be  more 
of  it. 

At  this  point,  I would  like  to  mention  very  briefly  a few  of  the  other 
developments  in  several  disease  areas  in  which  tlila  Institute  has  responsibility. 

In  diabetes  research.  Institute  grantees  are  continuing  their  studies  cf 
the  basic  impairment  of  lusiilln  action,  and  why  the  body  Is  unable  to  utilize 
carbohydrates  normally  for  energy  expenditure  and  storage.  They  are  also 
concerned  with  finding  wavs  to  suppress  the  development  of  vascular  and 
naurologicai  complications  of  the  disease,  including  arteriosclerosis,  nerve 
danage,  kidney  failure  and  blindness. 

Cystic  fibrosis  is  a most  serious  hereditary  disorder  of  children, 
which  is  invariably,  ultimately  fatal.  Institute  and  Institute-supported 
studies  liave  provided  gratifying  advances  in  the  diagnosis  and  treatment  of 
cystic  fibrosis,  and  now  they  are  placing  a new  and  greater  emphasis  on  basic 
studies.  In  this  regard,  a new  finding  that  may  explain  the  abnormal  excretion 
of  both  viscous  mucus  and  high  salt  concentration  that  characterize  cystic 
fibrosis  has  been  provided  by  an  Institute  grantee.  Ke  has  shown  that  the 
skin  of  children  with  cystic  fibrosis  Is  deficient  in  a specific  lysosomal 
ensyise  called  beta-glucuronldase  which  is  linked  to  mucopolysaccharide  (a 
group  of  coetplex  carbohydrates)  metabolism  and  salt  transport.  Furtlier 
study  will  be  required  to  learn  whether  tlie  observed  decreased  beta-glucuronidase 
activity  represents  decreased  enzyme  synthesis,  abnormal  enzyme  structure, 
or  inhibition  by  some  other  substance. 
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In  digestive  diseases  research,  new  and  cxcltla!?,  studies  are  taking 
place  in  the  field  of  peptic  ulcer*  Gastrin,  the  honaorae  which  stisaulates 
secretion  of  gastric  juices , was  synthesised  by  Institute  grantees  eeverai 
years  ago,  and  this  laboratory  feat  has  provided  an  important  research  tool 
for  studying  peptic  ulcer,  In  which  an  excess  of  acid  digestive  juices  is 
secreted.  This  past  year,  another  group  of  grantees  has  sliown  that  experiioental 
Induction  of  insaune  antibodies  against  gastrin  in  rats  can  inliibit  the  potent 
gastric  acid  stiiaulatory  action  of  gastrin.  This  finding  may  have  a potential 
for  clinical  application,  and  suggests  the  possibility  of  counteracting 
excessive  gastric  acid  secretion  in  disease  states  such  as  pentlc  tilcer. 

The  brevity  of  my  testimony  forces  me  to  leave  unmentloned  many  other 
Important  accomplishments,  I would  like  to  cover  In  brief,  however,  the 
Institute's  kidney  disease  program.  One  Taajor  goal  is  to  make  possible 
the  use  of  transplantation  as  an  improved  and  relatively  permanent  therapeutic 
measure  against  irreversible  loss  of  kidney  function.  It  is  In  the  latter 
area  that  one  of  the  Institute's  grant-supported  investigators  has  made  a 
significant  finding  involving  closer  IzBmmologic  foatchlng  of  donor  and 
recipient  tlssxies*  His  studies  suggest  that  of  both  white  blood  cells 
and  kidney  cells  for  tissue  typing  is  a practical  and  preferred  method  in 
transplanting  human  cadaver  kidneys  and  Is  likely  to  Improve  the  long-tern 
outc<xae  of  such  transplants  significantly. 

As  you  may  recall  from  previoiis  testimony,  the  Institute's  Artificial 
Kidney  Program,  a collaborative  research  and  development  activity,  seeks 
to  provide  compact,  efficient,  and  less  expensive  artificial  kidneys,  and 
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iETprovfcd  dialysis  methodology^  I Iirvc  learned  tiiiat  this  Program  hes  now 
reached  a phase  in  which  many  lm])rovedy  life-saving  artificial  kidneys  are 
being  developed,  while  others  are  passing  their  final  cliiiical  tests  or  have 
already  come  off  the  assembly  llnCc 

Hr.  Chairman  and  membera  of  the  Commltteo,  before  ending  my  testimony 
I would  like  to  address  rtivself  to  a meat  important  facet  of  Institute  activities, 
one  to  uliich  we  owe  a great  deal  both  directly  end  indlreetlv  and  which  at  the 
moBient  Is  in  grave  danger,  mostly  I believe^  because  its  pervading  importance 
for  the  teaching  of  medicine,  for  biomedical  research,  and  for  higii-quaiity 
patient  care  is  not  well  understood.  I am  referring  to  training. 

The  National  Institute  of  Arthritis  and  Metabolic  Diseases  is  Izivolved 
in  providing  knowledge  that  is  tised  in  the  diagnosis  and  treatment,  and  in 
some  cases  the  preventlong  of  niBnerous  major  diseases,  as  I have  pointed  out 
earlier  In  my  testimony.  Its  research  training  programs  span  the  broadest 
spectrum  of  training  activities  at  NIHo  snd  are  tlie  single  most  important 
source  of  medical  teaching  manpower  in  departments  of  medicine  in  our  medical 
schools* 

Tliese  training  programs,  which  over  the  past  sevGraX  years  have  not  been 
allowed  to  grow,  are  threatened  with  a verv  serious  reduction  as  funds  are 
taken  from  specific,  carefully  evaluated,  disease-related  training  and  siphoned 
off  into  a generalized  area  of  nannower  training  to  be  adninistered  by  another 
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Af»aln  and  again  it  has  been  pointed  out  to  bio«\adicaI  researchars  and 
teachers  that  the  end  goal  of  tresting  patiemt®  must  be  kept  In  mind.  Tlie 
physician  who  treats  patients  must  rely  largely  on  informaCion  stored  in 
the  computer  of  his  brain  and  this  inf omat tong,  in  turr»j  is  orif  inaily  derived 
from  research  findings.  If  this  aieaaosry  bank  is  inadequate  because  the  input 
has  been  llraitedj,  souse  of  his  patients  are  going  to  suffer  from  this  inadequacy 

In  this  respect 5,  the  National  Institute  of  Arthritis  and  Metabolic  Diseases 
has  placed  the  strongest  emphasis  on  research  and  research  training  in  those 
disciplines  most  directly  related  to  the  prae’-tice  of  wGaiclne^  I will  itemize 
not  only  the  fundsiaantal  disciplines  such  es  biochemistry^  physical  biology,, 
TBolecular  biologyp  anatomy#  enzymologv^  but  also  direct  disease  areas  of 
rheumatology#  gastroenterology#  dermatology#  kidney  disorders#  and  others^ 

In  effect#  the  role  of  this  Institute  Is  unique  in  the  training  of  medical 
school  teachers  as  it  is  responsible  for  more  clinical  specialties  Chan  any 
other  Institute  at  NIH,  More  clinical  specialty  training  is  thus  supported 
In  the  various  departments  of  medicine  in  medical  schools  throughout  the  NaClonc 
More  teachers 0 of  course#  are  a prerequisite  to  the  production  of  more  physicians# 
and  better  teachers#  as  produced  by  this  program#  are  prerequisite  to  the 
production  of  better  phyaiciann.i 

These  training  programs  are#  indeed^  vital  to  the  force#  movement  and 
quality  of  /Werican  medical  practice^  It  Is  a question#  If  you  will#  of 
critical  mass.  The  research  training  programs  assure#  primarily,  that  we 
will  have  a sufficient  number  of  independent  researchers  and  teachers  with 
the  degree  of  experience,  scientific  sophistication,  and  competence  that  is 
necessary  for  the  conduct  of  productive  biomedical  research  and  for  the  research 
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traloilng  of  others.  This  process  of  Infiuiryp  however^  does  not  take 
place  In  Isolation^  It  coatrlbutea  to  and  receive®  a feed-back  frorm  the 
medical  education  syoCera  amidst  which  it  Is  located.  In  this  processp  some 
researchers  become  clinicians  and  some  clinicians  find  careers  in  research, 
>7hlle  aoffle  would-be  researchers  acquire  their  competence  and  experience  during 
their  training  years ^ others  find  that  their  aptitude  lies  in  teachinn  as  wellj, 
while  still  others  decide  that  their  metier  in  life  is  clinical  practice  of 
the  particular  specialty  of  their  trsialnf-> 

ThuSj  the  very  foundation  of  our  system  of  medical  education  - one  of  the 
world’s,  best  »■  the  triumvirate  of  teaching,  reaearch  and  patient  care,  derives 
its  strength  and  quality  from  this  essential  mix  which  is  continually  renewed 
and  replenished  by  the  training  programs  I have  described* 

This  system  has  assured  that  we  no  longer  have  the  old®  traditional 
time  lag  in  which  the  man  with  new  knowledge  esmnot  relate  It  to  the 
needs  of  patients  or  coBminicate  it  broadly.  In  the  past^  years  used  to  go 
by  before  restsarch  findings  were  applied  at  the  bedside.  Tills  is  changing, 
and  to  a large  degree  because  of  the  modern  pattern  of  teaching  coupled  with 
research  and  patient  care  which  has  become  the  hallmark  of  our  medical  schools , 
If  the  training  programs  of  this  Institute  are  allowed  tocontlaue  to 
decline,  talents  vitally  needed  In  the  health  field  will  be  attracted  else- 
where„  In  vlw  of  the  designs  of  some  budgetera,  in  fact,  ’’decline”  ie  too 
iBoderate  a word*  I eta  told  that  the  Institute’s  training  program  may  be 
reduced  by  millions  of  dollars  to  provide  funds  to  be  allocated  through 
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fiinother  bureau  directly  to  medical  school  deans®  These  are  fine  people 
end  they  arc  undoubtedly  in  need  of  funds®  To  provide  these  at  tlic  expense 
of  well~plaimedg  specifics,  disease  or  specialty~orlented  training  programs  of 
the  National  Institute  of  Arthritis  and  Metabolic  Diseases  would  be  moat 
tinwlse® 

Tlie  National  Institute  of  Arthritis  and  Metabolic  Diseases  Is  facing 
a serious  dilemma  because  of  the  reductions  In  its  budget  of  the  last  few 
years  which  already  have  resulted  in  a significant  decrease  in  Institute 
activities.  The  proposed  Administration  Budget  for  fiscal  year  1972  is  no 
exception;  at  beat  it  appears  to  maintain  the  previous  level  of  activity, 
but  in  reality,  because  of  the  constantly  eroding  value  of  the  dollar  for 
reasons  of  Inflation,  and  because  of  the  well-knovm  Increasing  cost  of 
carrying  out  modern  biomedical  research  (which  becomes  more  complex  each 
year),  this  budget  Is  a retrogressive  one  which  will  lead  to  further  decline 
in  the  Institute's  Important  activities, 

I would  like  to  submit  to  you  herewith  a citizens*  budget  that  attempts 
to  replace  some  of  the  funds  lost  to  this  Institute  in  recent  years,  I 
sincerely  believe  this  la  truly  a conservative  budget  which  is  based  on  the 
minimal  estimates  of  what  can  and  roust  be  realized  to  maintain  an  adequate 
roomentum  of  biomedical  seseorch  and  training. 
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Flfecal  ¥c<;.r  1972  Budget  PropCiaed  by  CS,vlse-m 
for  die  Kafional  Znsfittite  of  Arthricia  and  Net.aboIxc  biaaaaes 


1972 

1972 

Fi-ftKldeui: 'g  ^Budget 

Cit5.£c*.as  PropC'S4tl 

(iu  thoiisaads) 

(la  thou&;T.ade): 

SxEraaural  Grants 

Reaearch  gxaiitK 

$ 91,491 

$ 107,500 

raliowships  ^ . 

5,094 

7,250 

Tral iiitig . 

11,475 

18,000 

Total  QxtraiBuval 

108,060 

132,750 

Direct  Operations 

Laboratory  aud  ciiaicai  research 

17, 958 

18,500 

Collaborative  studies 

5,477 

8,500 

Epide^aioiogy , biosisCry  and  field 

atudias ........................ 

949 

1,200 

Review  uud  approval  of  graats . . 

2,572 

3,175 

Program  directioa. 

417 

eoo 

Total  direct  operations ...... 

27,373 

31,9/5 

Total 

135,433 

164,725 
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Mr*  Chairman  and  Members  of  ths  Comaaitteej  I endorse  this  proposed 
budget  wiioleheartedly  end  coirancnd  it  to  your  attention  as  a mch~needed 
alternative  to  the  Administration  Budget  a It  is  a conservative  proposal 
that  recognizes  the  need  for  economy  in  our  present  situation  of  financial 
restraint,  but  does  not  provide  this  economy  at  the  cost  of  the 
health  of  the  American  people,  Tlje  key  to  open  the  door  to  better  health 
is  is  in  your  hands;  my  colleagues  and  I and  millions  of  sick  urge  you  to  use 
It • Thank  you , 

In  conclusion  I wish  to  thank  you  for  permitting  ?ije  to  present  these 
facts  about  the  programs  of  the  Institute  which  bear  directly  upon  the 
successful  execution  of  Its  imlsalon* 
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Mr.  Chairman  and- members  of  the  Committee,  I should  appreciate  per- 

/ 

mission  to  expand  and ^mphasize  some^tems  in  the  prepared  statement. 

The  magnitude  and  complexity  of  the  problems  in  the  province  of  the 
NIAMD  is  impressive.  Rather  than  touch  lightly  all  the  major  areas,  I should 
like  to  concentrate  on  the  field  of  arthritis,  with  which  I am  most  familiar. 
This  can  serve  as  a model. 

On  the  basis  of  population  surveys  it  is  safe  to  say  that  there  are 
more  than  17  million  patients  in  the  United  States  afflicted  with  one  of  thd 
80  or  more  types  of  rheumatic  disease.  Approximately  4 million  people  have 
rheumatoid  arthritis.  Because  of  the  severity  of  its  symptoms  and  its  capa- 
city for  crippling  patients,  it  presents  a more  serious  medical  problem  than 
osteoarthritis  which  forces  5 million  of  the  40  million  afflicted  to  seek 
medical  help. 

The  economic  losses  caused  by  the  rheumatic  diseases  are  as  awesome 

as  the  figures  of  incidence.  The  annual  loss  of  income  of  arthritic  patients 

because  of  disability  is  estimated  to  be  $1.5  billion.  Direct  medical  costs 

have  been  computed  to  be  over  $1  billion. 

A These  statistics  should  really  be  staggering  in  their  significance, 

but  *wm?1d  yoo-  be  bowlea  over  completely  if  I said  the  number  of  arthritics 

was  18  instead  of  17  million,  or  that  the  loss  in  earning  power  was  $100  mil- 

^ /.  ^ 

lion  more  than  the  ^ billion  I mentioned.  I doubt  it,  because  huge  numbers 
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have  no  irritating  immediacy,  no  flesh-and -blood  reality.  As  a physician 
responsible  for  caring  for  arthritics,  I find  myself  quite  disturbed  by  the 
unit  basic  to  all  medical  statistics,  — one  patient . We  should  familiarize 
ourselves  with  the  feeling  of  illness  and  fatigue  he  feels,  the  pain  and 
stiffness  which  hamper  his  movements,  his  dependency  on  others,  and  his  feel- 
ing of  discouragement,  even  hopelessness,  when  he  realizes  that  he  must  cope 
with  this  misery  for  weeks,  months,  years,  or  the  rest  of  his  life.  Get  to 
know  one  patient  intimately  and  multiply  his  suffering  by  5,  10,  or  17  mil- 
lion. Then  you  will  have  a true  concept  of  the  enormity  of  the  problem. 

There  are  a number  of  commonlyyheld  serious  misbeliefs  concerning 
the  rheumatic  diseases.  It  is  thought  that  they  represent  mildly  troublesome 
complaints  of  the  elderly.  Actually  rheumatoid  arthritis  begins  in  the  20  to 
50  year  age  range  in  80%  of  the  cases.  This  is  the  time  when  women  bear  and 
rear  children  and  have  their  most  productive  working  years.  It  hits  men  dur- 
ing their  most  fruitful  and  responsible  years.  It  is  not  realized  that 

250.000  children  are  afflicted  with  juvenile  rheumatoid  arthritis.  It  is  not 

thiJk 

appreciated,  even  by  many  doctors,  that  disease  can  cause  serious,  even 

life-threatening  heart  disease.  Few  realize  that  10%  of  these  children  develop 
uveitis,  an  inflammatory  complication  in  the  eyes  which  causes  blindness  in 
25%  of  those  affected.  Even  osteoarthritis,  of  which  I am  sure  there  are  ex- 
amples in  this  room,  is  not  simply  a disease  of  aging  but,  it  appears,  may  be 
due  to  metabolic  changes  in  the  cartilage  which  are  being  studied  intensively 
in  several  centers. 

My  interest  in  these  diseases  developed  when  I was  a student  house 
officer  at  the  Robert  B.  Brigham  Hospital  in  1933  and  1934,  during  my  fourth 
year  in  medical  school.  It  was  a discouraging  and  challenging  picture.  We 
had  few  good  treatments  and  not  even  any  good  diagnostic  tests.  The  total 


63-792  O - 71  - Pt.  4-46 


2996 


research  budget  for  the  United  States  was  $110,000.  Meetings  of  the  American 
Rheumatism  Association  attracted  40  or  50  members.  Fortunately,  they  had 
real  missionary  zeal.  They  improved  teaching  and  treatment.  They  were  re- 
sponsible for  starting  the  Arthritis  Foundation  and  contributed  in  many  ways 
to  the  NIAMD. 

During  the  past  twenty  years  the  support  given  to  training  centers 

and  research  projects  by  the  Institute  has  led  to  better  basic  understanding 

of  the  rhexmiatic  diseases,  more  extensive  and  better  teaching  of  medical 
/V  /«■!  4;  /v7  Me?  (_  c .-^7  JT-,  t,  « / 

students,  resident  staffs  and  graduate  physicians  as  well  as  trainees. 
y\  /V 

This  is  very  gradually  leading  to  the  establishment  of  better  facilities  and 
better  treatment  for  arthritics. 

Unfortunately,  just  when  the  outlook  for  the  rheumatic  diseases 
was  encouraging  and  hopeful,  the  supporting  funds  have  been  decreased  by 
budgetary  cuts  and  inflation.  60%  to  65%  of  approved  research  projects  can- 
not be  funded.  Qualified  physicians,  interested  in  entering  the  field  of 
rheumatic  disease,  cannot  find  fellowships  or  traineeships.  Some  rheumatic 
disease  units,  deprived  of  adequate  funds,  may  have  to  close.  This  threatens 
us  with  another  generation  of  medical  students  and  residents  who  will  finish 
their  education  with  a very  inadequate  knowledge  of,  and  lack  of  interest  in, 
the  rheumatic  diseases , convinced  that  nothing  can  be  done  to  help  this  large 
group  of  patients.  Although  the  Arthritis  Foundation  provides  40  fellowships 

and  10  career  development  awards  and  gives  29,  center  grants , there  are  more 
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applicants  than  opportunities  and  the  center  grants  are  not  adequate.  There- 

- 

fore,  the  Foundation  is  in  no  position  to  taTce  ud  the  slack.  It  is  essential 

' //4 

that  the  NIAMD  budget  be  increased  to  a total  of  ^^^million  so  that  progress 
in  dealing  with  arthritis  and  the  many 'other  great  public  health  programs 
covered  by  this  Institute  continue. 
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It  must  be  appreciated  that  this  progress  depends  greatly  on 
these  rheumatic  disease  centers,  initiated  and  nurtured  by  grants  from  the 
NIAMD  during  the  past  twenty  years.  They  train  carefully  selected  young 
men  to  be  investigators,  teachers,  and  therapists  who  can  take  positions 
of  importance  in  medical  schools  and  hopsital  centers.  Clinical  and  basic 
research  must  be  conducted  in  the  training  centers,  not  only  for  the  obvious 
benefits  to  be  gained  in  increased  knowledge,  but  also  because  it  provides 
the  stimulating  atmosphere  for  the  education  of  these  young  physicians. 
Undergraduate  students  benefit  from  the  center's  teachers.  The  personnel 
of  the  center  take  part  in  clinical  and  teaching  exercises  in  the  hospitals 
and  improve  the  quality  of  patient  care.  This  is  then  disseminated  when 
the  medical  students  and  residents  finish  their  education  and  take  their 
places  in  various  academic  communities  or  in  medical  practice. 

Naturally,  everyone  looks  forward  to  the  "break-throughs"  in 
research  which  will  permit  us  to  prevent  or  cure  all  of  the  rheumatic  dis- 
eases. However,  it  must  be  realized  that  we  could  make  great  strides  now 
in  relieving  human  suffering,  preventing  or  putting  off  disability,  and 
minimizing  economic  loss  if  we  could  generally  make  available  our  present 
knowledge  and  methods  of  treatment  to  all  who  need  them.  A study  by  the 
U.  S.  Public  Health  Service  estimated  that  it  would  be  possible  to  delay 
disability  in  rheumatoid  arthritis  by  5 years  and  in  osteoarthritis  by  one. 

I hasten  to  add  that  the  training  centers  are  essential  to  reach- 
ing this  objective,  since  they  would  have  to  supply  the  specially  trained 
physicians.  As  I have  mentioned  before,  the  research  support  is  a neces- 
sary ingredient  in  the  post-doctoral  training  environment.  Furthermore, 
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if  an  active  investigative  program  were  not  carried  on  in  the  center,  it 
could  not  attract  the  quality  of  applicants  we  need. 

In  the  beginning  I pointed  out  that  I should  use  arthritis  as  a 
model.  What  I have  said  about  my  own  special  field  of  interest  applies 
equally  well  to  gastroenterology,  cystic  fibrosis,  diabetes,  and  all  of  the 
other  diseases  which  make  up  the  10  areas  included  in  the  NIAMD.  The  im- 
portance  of  these  problems  certainly  warrant  the  budget 

I support  it  whole-heartedly.  I sincerely  hope 
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that  this  Committee  will  see  fit  to  recommend  it  fcq  L 1 iii  ■ 'igpill^  tiufti , since  the 
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responsibility  for  fostering  the  attack  on  these  important  health  problems 
rests  with  you. 

Thank  you  very  much  for  giving  me  the  opportunity  to  appear  before 
your  Committee. 
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INSTITUTE  PKOBLEMS:  ARTHRITIS 

Dr.  Stillman.  Then  with  your  permission  I would  like  to  expand  on 
some  of  the  points. 

Senator  Magnuson.  All  right. 

Dr.  Stillman.  The  magnitude  and  complexity  of  the  problems  in 
the  province  of  the  NIAMD  is  impressive.  Rather  than  touch  lightly 
all  the  major  areas,  I should  like  to  concentrate  on  the  field  of  arthritis, 
with  which  I am  most  familiar.  This  can  serve  as  a model. 

On  the  basis  of  population  surveys  it  is  safe  to  say  that  there  are 
more  than  17  million  patients  in  the  United  States  afflicted  with  one 
of  the  80  or  more  types  of  rheumatic  disease.  Approximately  4 million 
people  have  rheumatoid  arthritis.  Because  of  the  severity  of  its  symp- 
toms and  its  capacity  for  crippling  patients,  it  presents  a more  serious 
medical  problem  than  osteoarthritis  which  forces  5 million  of  the  40 
million  afflicted  to  seek  medical  help. 

The  economic  losses  caused  by  the  rheumatic  diseases  are  as  awesome 
as  the  figures  of  incidence.  The  annual  loss  of  income  of  arthritic 
patients  because  of  disability  is  estimated  to  be  $1.5  billion.  Direct  medi- 
cal costs  have  been  computed  to  be  over  $1  billion. 

These  statistics  should  really  be  staggering  in  their  significance, 
but  I don’t  believe  you  would  be  bowled  over  completely  if  I said  the 
number  of  arthritics  was  18  instead  of  17  million,  or  that  the  loss  in 
earning  power  was  $100  million  more  than  the  $1.5  billion  I mentioned. 
I doubt  it,  because  huge  numbers  have  no  irritating  immediacy,  no 
flesh-and-blood  reality. 

As  a physician  responsible  for  caring  for  arthritics,  I find  myself 
quite  disturbed  by  the  unit  basic  to  all  medical  statistics — one  patient. 
We  should  familiarize  ourselves  with  the  feeling  of  illness  and  fatigue 
he  feels,  the  pain  and  stiffness  which  hamper  his  movements,  his  de- 
pendency on  others,  and  his  feeling  of  discouragement,  even  hopeless- 
ness, when  he  realizes  that  he  must  cope  with  this  misery  for  weeks, 
months,  years,  or  the  rest  of  his  life.  Get  to  know  one  patient  intimately 
and  multiply  his  suffering  by  5,  10,  or  17  million.  Then  you  will  have 
a true  concept  of  the  enormity  of  the  problem. 

There  are  a number  of  commonly  held  serious  misbeliefs  concerning 
the  rheumatic  diseases.  It  is  thought  that  they  represent  mildly  trouble- 
some complaints  of  the  elderly.  Actually  rheumatoid  arthritis  begins 
in  the  20-to-50-year  age  range  in  80  percent  of  the  cases.  This  is  the 
time  when  women  bear  and  rear  children  and  have  their  most  produc- 
tive working  years.  It  hits  men  during  their  most  fruitful  and  respon- 
sible years.  It  is  not  realized  that  250,000  children  are  afflicted  with 
juvenile  rheumatoid  arthritis.  It  is  not  appreciated,  even  by  many 
doctors,  that  this  disease  can  cause  serious,  even  life-threatening  heart 
disease.  F ew  realize  that  10  percent  of  these  children  develop  uveitis,  an 
inflammatory  complication  in  the  eyes  which  causes  blindness  in  25  per- 
cent of  those  affected.  Even  osteoaiTliritis,  of  which  I am  sure  there 
are  examples  in  this  room,  is  not  simply  a disease  of  aging  but,  it 
appears,  may  be  due  to  metabolic  changes  in  the  cartilage  which  are 
being  studies  intensively  in  several  centers. 

My  interest  in  these  diseases  developed  what  I was  a student  house 
officer  at  the  Robert  B.  Brigham  Hospital  in  1933  and  1934,  during  my 
fourth  year  in  medical  school.  It  was  a discouraging  and  challenging 
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picture.  We  had  few  good  treatments  and  not  even  any  good  diagnostic 
tests.  The  total  research  budget  for  the  United  States  was  $110,000. 
Meetings  of  the  American  Rheumatism  Association  attracted  40  or 
50  members.  Fortunately,  they  had  real  missionary  zeal.  They  im- 
proved teaching  and  treatment.  They  were  responsible  for  starting  the 
Arthritis  Foundation  and  contributed  in  many  ways  to  the  NIAMD. 

During  the  past  20  years  the  support  given  to  training  centers  and 
research  projects  by  the  Institute  has  led  to  better  basic  understand- 
ing of  the  rheumatic  diseases,  more  extensive  and  better  teaching  of 
medical  students,  resident  staffs  in  hospitals  and  graduate  physicians 
in  the  community  as  well  as  trainees.  This  is  very  gradually  leading 
to  the  establishment  of  better  facilities  and  better  treatment  for 
arthritics. 

Unfortunately,  just  when  the  outlook  for  the  rheumatic  diseases  was 
encouraging  and  hopeful,  the  supporting  funds  have  been  decreased 
by  budgetary  cuts  and  inflation.  Sixty  to  sixty-five  percent  of  approved 
research  projects  cannot  be  funded.  Qualified  physicians,  interested  in 
entering  the  field  of  rheumatic  disease,  cannot  find  fellowships  or 
traineeships.  Some  rheumatic  disease  units,  deprived  of  adequate 
funds,  may  have  to  close. 

This  threatens  us  with  another  generation  of  medical  students  and 
residents  who  will  finish  their  education  with  a very  inadequate  knowl- 
edge of,  and  lack  of  interest  in,  the  rheumatic  diseases,  convinced  that 
nothing  can  be  done  to  help  this  large  group  of  patients.  Although  the 
Arthritis  Foundation  provides  40  fellowships  and  10  career  develop- 
ment awards,  and  gives  29  center  grants,  there  are  more  applicants 
than  opportunities  and  funds  for  the  center  grants  are  not  adequate. 

Therefore,  the  foundation  is  in  no  position  to  take  up  the  slack.  It  is 
essential  that  the  NIAMD  budget  be  increased  to  a total  of  $164  mil- 
lion so  that  progress  in  dealing  with  arthritis  and  the  many  other  great 
public  health  programs  covered  by  this  Institute  continue. 

It  must  be  appreciated  that  this  progress  depends  greatly  on  these 
rheumatic  disease  centers,  initiated  and  nurtured  by  grants  from  the 
NIAMD  during  the  past  20  years.  They  train  carefully  selected  young 
men  to  be  investigators,  teachers,  and  therapists  who  can  take  posi- 
tions of  importance  in  medical  schools  and  hospital  centers.  Clinical 
and  basic  research  must  be  conducted  in  the  training  centers,  not  only 
for  the  obvious  benefits  to  be  gained  in  increased  knowledge,  but  also 
because  it  provides  the  stimulating  atmosphere  for  the  education  of 
these  young  physicians.  Undergraduate  students  benefit  from  the  cen- 
ter’s teachers.  The  personnel  of  the  center  tak  part  in  clinical  and  teach- 
ing exercises  in  the  hospitals  and  improve  the  quality  of  patient  care. 
This  is  then  disseminated  when  the  medical  students  and  residents 
finish  their  education  and  take  their  places  in  various  academic  com- 
munities or  in  medical  practice. 

Naturally,  everyone  looks  forward  to  the  breakthroughs  in  re- 
search which  will  permit  us  to  prevent  or  cure  all  of  the  rheumatic 
diseases.  However,  it  must  be  realized  that  we  could  make  great  strides 
now  in  relieving  human  suffering,  preventing  or  putting  off  disability, 
and  minimizing  economic  loss  if  we  could  generally  make  available  our 
present  knowledge  and  methods  of  treatment  to  all  who  need  them.  A 
study  by  the  U.S.  Public  Health  Service  estimated  that  it  would  be 
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possible  to  delay  disability  in  rheumatoid  arthritis  by  5 years  and  in 
osteoarthritis  by  one. 

I hasten  to  add  that  the  training  centers  are  essential  to  reaching  this 
objective,  since  they  would  have  to  supply  the  specially  trained  phy- 
sicians. As  I have  mentioned  before,  the  research  support  is  a necessary 
ingredient  in  the  postdoctoral  training  environment.  Furthermore,  if 
an  investigative  program  were  no  carried  on  in  the  center,  it  could  not 
attract  the  quality  of  applicants  we  need. 

In  the  beginning  I pointed  out  that  I should  use  arthritis  as  a model. 
What  I have  said  about  my  own  special  field  of  interest  applies  equally 
well  to  gastroenterology,  cystic  fibrosis,  diabetes,  and  all  of  the  other 
diseases  which  make  up  the  10  areas  included  in  the  NIAMD.  The  im- 
portance of  these  problems  cartainly  warrant  the  proposed  citizens 
budget  included  in  my  prepared  statement.  I support  it  wholeheartedly. 
I sincerely  hope  that  this  committee  will  see  fit  to  recommend  it  for 
approval  by  the  State,  since  the  responsibility  for  fostering  the  attack 
on  these  important  health  problems  rests  with  you. 

Thank  you  very  much  for  giving  me  the  opportunity  to  appear  be- 
fore your  conmiittee. 

Senator  Magnuson.  Thank  you.  Dr.  Stillman. 

Dr.  Stillman.  Thank  you,  Mr.  Chairman. 

National  Institutes  of  Health 

STATEMENT  OF  DR.  JAMES  A.  CLIFTON,  PROFESSOR  AND  HEAD  OF 
THE  DEPARTMENT  OF  INTERNAL  MEDICINE,  UNIVERSITY 
OF  IOWA 

HEALTH  RESEARCH  FUNDING 

Dr.  Clifton.  Thank  you.  Senator.  I am  pleased  to  be  here  today.  I 
thank  you  for  your  attention. 

I am  currently.  Senator,  a member  of  the  National  Advisory  Council 
of  the  Arthritis  Institute  and  I am  chairman  of  the  Department  of 
Medicine  at  the  University  of  Iowa  School  of  Medicine. 

When  we  were  waiting  to  testify  this  morning  several  of  our  col- 
leagues were  here  with  us  to  show  their  support  of  the  mission  of  the 
Institute.  Among  those  were  Dr.  Butt,  who  repaired  a digestive  section 
at  the  Mayo  Clinic  and  currently  president  of  the  American  College  of 
Physicians.  Also  there  was  Dr.  Nicholas  Hightower,  the  current  presi- 
dent of  the  American  Gastroenterology  Association. 

I wish  I could  be  the  first  witness  you  have  on  these  hearings  to  tell 
you  I was  satisfied  with  the  appropriations  for  the  organization  I am 
interested  in  but,  unfortunately,  I can’t  do  that. 

Senator  Magnuson.  I suppose  when  that  day  comes  in  the  health  field 
I had  better  quit. 

Dr.  Clifton.  I cannot  do  it  for  two  reasons : One  is  my  conscience 
won’t  let  me  and  the  second  one,  you  would  think  I was  crazy.  So,  I will 
have  to  proceed. 

I have  a deep  concern  over  the  budget  proposed  for  the  NIH  by 
the  administration.  I am  afraid  we  may  be  mortgaging  the  future 
health  of  our  citizens  by  restricting  research  in  the  health  field.  Most 
of  us  as  reasonably  well  informed  citizens  know  the  fiscal  plight  that 
you  and  your  committee  face,  the  plight  that  faces  our  whole  country. 
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The  needs  are  infinite.  The  resources  are  finite.  But  of  all  things  that 
determine  the  destiny  of  our  country,  surely  the  health  of  our  citizens 
is  at  the  top  of  the  list.  Physical,  mental,  environmental,  and  social 
health  are  the  rocks  upon  which  the  eft'ectiveness  of  our  citizenry  is 
built. 

In  spite  of  the  fiscal  pressures,  I believe  we  just  give  top  priority  to 
health,  health  now  through  better  delivery  and  health  in  the  future 
through  research. 

Like  you.  Senator,  I wear  a number  of  hats.  One  of  these  and  the 
one  that  gives  me  the  most  headaches,  is  being  chairman  of  the  depart- 
ment of  medicine  in  a large  medical  school.  If  you  will  bear  with  me 
just  a moment,  I will  tell  you  a little  bit  about  our  department  of  medi- 
cine because  it  is  relevant  to  the  mission  of  the  Arthritis  Institute. 

The  department  of  medicine  is  the  key  department  in  any  school  of 
medicine.  It  is  the  largest,  the  most  complex  and  the  most  expensive. 
It  teaches  more  students,  touches  more  patients  and  does  more  research 
related  to  disease  than  any  other  department.  It  is  the  core  department 
around  which  the  teaching  programs  are  built.  In  the  future  it  will  be 
heavily  involved  in  he  teaching  of  family  physicians. 

In  the  department  students  learn  about  arthritis,  diabetes,  digestive 
disease,  kidney  disease,  disorders  of  the  endocrine  glands,  nutrition, 
and  metalobic  diseases.  The  functions  are  broad  and  diverse. 

Now  I hope  that  that  list  of  functions  sounds  familiar  to  you  because 
they  are  part  of  the  mission  of  the  Arthritis  Institute.  Add  to  this  or- 
thopedics and  diseases  of  the  skin  and  you  have  the  many  related  areas 
of  the  Arthritis  Institute. 

This  tremendous  breadth  of  responsibility  is  not  matched  by  any 
other  Institute.  As  the  department  of  medicine  is  the  key  department 
in  the  college  of  medicine,  so  the  Arthritis  Institute  is  the  key  to  the  de- 
partment of  medicine-. 

While  the  tremendous  diversity  of  responsibility  is  at  one  time  the 
strength  of  this  Institute,  it  is  also  the  weakest.  I believe  that  it  gives 
a blurred  image  to  the  public  for  the  mission  of  this  Institute  and  it  is 
difficult  for  people  to  focus  on  what  is  the  true  mission. 

I hope  that  you  gentlemen  of  the  subcommittee  will  earnestly  think 
about  the  terribly  diverse  and  important  mission  of  this  Institute  as 
you  contemplate  the  funding  situation. 

I would  like  to  mention  specifically  two  or  three  of  the  important 
areas  carried  on  by  the  Institute.  One  of  these  is  digestive  disease 
and  nutrition.  I myself  am  a specialist  in  the  digestive  diseases  and 
I am  immediate  past  president  of  the  American  Gastroenterology 
Association.  Digestive  diseases  affect  some  30  or  40  million  of  our 
citizens  at  an  estimated  cost  per  year  of  over  $8  billion.  Leading 
among  these  diseases  are  peptic  ulcer,  which  affects  some  10  to  15 
percent  of  the  population;  cirrhosis  of  the  liver,  which  is  the  third 
leading  cause  of  death  among  males  over  the  age  of  35 ; and  gallstones, 
which  affect  millions  of  our  people. 

Recently,  Senator,  there  have  been  important  research  advances 
in  all  of  these  fields  supported  by  the  Arthritis  Institute.  In  recogni- 
tion of  the  importance  of  these  disorders  Dr.  Wheaton,  Dr.  Burton 
and  other  leading  administrators  of  the  Institute  have  established  a 
position  as  Assistant  Director  of  the  Institute  for  Digestive  Diseases 
and  Nutrition. 


3003 


In  order  to  make  this  a meaningful  position  and  to  give  support 
that  this  great  area  needs,  this  new  man  will  certainly  have  to  have 
new  funds  in  order  to  carry  out  the  program.  It  seems  to  me  clearly 
that  a minimum  of  $2.5  million  is  needed  in  digestive  disease  in 
addition  to  what  is  currently  there  in  order  to  carry  on  the  program, 
and  a total  of  $5  million  is  needed  in  order  to  allow  this  new  man  to 
proceed  as  he  should. 

Senator  IVIagnusox.  What  could  be  done  with  additional  funds  for 
gastroenterology  research,  and  how  much  would  be  needed? 

Dr.  Cliftox.  As  this  is  my  own  area  of  si^ecialty,  I can  tell  you  that 
very  promising  opportunities  abound.  I mentioned  that  the  synthesis 
of  gastrin  now  provides  a research  compound  that  could  well  lead  to 
control  of  excess  gastric  acids  and  of  peptic  ulcer.  There  are  equally 
hopeful  avenues  toward  prevention  or  control  of  gallbladder  diseases, 
cirrhosis  of  the  liver — n leading  cause  of  death  in  our  population — 
and  numerous  other  digestive  disorders.  This  field  of  gastroenterology 
lias  been  much  neglected,  as  I am  sure  you  know,  and  the  inroads  of 
inflation  have  reduced  even  the  limited  funds  available.  Scientific 
advisory  groups  at  the  NIH  have  approved  many  potentially  valuable 
investigations  here,  but  about  55  percent  of  those  approved  have  not 
been  activated  because  of  insufficient  funds.  A start  could  be  made 
simply  by  restoring  the  1969  level  of  support. ; that  is,  replace  the  lost 
purchasing  power  of  the  dollar  for  research.  Increasing  the  ap- 
propriation for  studies  in  gastroenterology  by  ajiproximately  $4 
million  would  check  this  recession  in  digestive  disease  research  sup- 
port and  should  permit  the  Institute  to  conduct  investigations  in  some 
of  the  more  promising  new  fields  of  gastroenterology. 

Senator  Magxtjsox.  Dr.  Clifton,  what  other  areas  do  you  feel  could 
benefit  particularly  by  restoring  funds  lost  through  fiscal  attrition  ? 

Dr.  Cliftox.  Two  of  the  main  areas  are  research  on  arthritis  and 
on  kidney  diseases.  An  addition  of  $2  million  to  $21/2  million  would 
restore  arthritis  research  to  its  1969  level.  I understand  that  at  present 
there  have  been  aoross-the-board  reductions  in  grants  to  investigators 
in  this  field,  for  which  the  Institute  is  a primary  source  of  support. 
At  the  same  time,  more  than  half  of  all  approved  applications  for  sup- 
}>ort  now  go  unfunded.  As  the  immunologic  basis  of  certain  arthritic 
diseases  is  being  demonstrated,  this  area  should  receive  particular  at- 
tention and  support..  The  kidney  diseases  also  merit  special  concern 
because  thousands  of  Americans  still  die — often  needlessly — of  kidney 
failure.  We  must  rapidly  expand  our  efforts,  particularly  in  kidney 
transplantation,  now  one  of  the  most  frequently  performed  and  suc- 
cessful procedures,  and  in  the  fundamental  research  that  will  improve 
our  understanding  of  basic  mechanisms  in  kidney  diseases.  The  latter 
enterprise  promises  to  lead  to  outright  prevention  of  some  of  these  kid- 
ney disorders.  The  Institute's  programs  here  need  an  additional  $4 
million  just  to  regain  losses  incurred  during  the  past  3 years. 

Senator  Magxusox.  I believe  you  commented  that  diabetes  re- 
mains a puzzle  even  though  se\^ral  million  of  our  people  are  afflicted. 
Do  you  think  an  increase  in  the  appropriation  would  bring  answers 
to  this  problem  sooner  ? 

Dr.  Cliftox.  I believe  there  is  no  question  about  it.  I don’t  like  to  ask 
for  increases  in  a time  of  budget  difficulties,  but  an  addition  of  perhaps 
$4  million  would  be  moderate.  Even  the  restoration  of  about  $1% 
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million  lost  through  inflation  sincje  1969  Avould  keep  up  the  momentum. 
Insulin  therapy  has  helped,  but  we  still  do  not  know  how  to  check 
many  of  the  long  term  and  serious  oonsequences  of  diabetes.  Investi- 
gators now  are  getting  down  to  the  molecular  level  and  have  learned 
a great  deal  about  the  structure  of  insulin  and  about  some  of  the 
fundamental  mechanisms  of  this  disease.  As  for  insulin  therapy,  sev- 
eral groups  have  begun  to  work  on  a method  of  immitating  the  body’s 
own  introduction  of  insulin  into  the  bloodstream.  With  sufficient  sup- 
port, pethaps  through  contracts,  we  are  hopeful  that  within  a few  years 
an  electronic  sensor  of  blood-sugar  levels  and  an  implanted  insulin- 
supplying  device  activated  by  the  senor  will  make  administration  of 
insulin  a precise  and  easy  procedure.  Grant-supported  studies  in  all 
areas  of  diabetes  research  have  suffiered  from  decreasing  support.  I 
understand  that  nearly  60  percent  of  grant  applications  in  diabetes  ap- 
proved by  largely  non- Federal  reviewing  groups  now  cannot  be  funded. 
This  is  certainly  one  area  that  should  be  supported  to  the  best  of  our 
ability. 

Senator  Magnuson.  I believe  that  one  of  the  reasons  we  have  not 
reached  all  of  our  goals  for  public  health  has  been  an  inadequate  sup- 
ply of  trained  biomedical  scientists.  You  mentioned  this  shortage  in 
your  testimony.  Would  additional  funds  correct  this  manpower 
deficiency  ? 

Dr.  Clifton.  I mentioned  an  acute  shortage  of  people  trained  in  the 
specialties  underlying  the  digestive  diseases,  and  this  is  likewise  the 
case  in  several  of  the  basic  medical  categories  that  are  the  responsi- 
bility of  the  National  Institute  of  Arthritis  and  Metabolic  Diseases. 
The  training  programs  of  this  Institute  not  only  are  germane  to  the 
practice  of  medicine  but  are  recognized  as  an  outstanding  success  story 
in  contributing  to  the  generally  high  quality  of  American  medical  edu- 
cation. Fiscal  attrition,  however,  has  forced  this  Institute  to  make  a 
10-percent  cut  in  each  of  its  training  grants,  and,  even  then  one  of 
every  three  training  projects  approved  because  of  its  high  quality  and 
pertinence  to  public  health  has  had  to  be  turned  away  because  of  lack 
of  funds.  An  additional  $3  million  in  the  Institute’s  appropriation  for 
training  would  bring  this  program  back  to  its  1969  level. 

Now,  I should  like  to  mention  diabetes.  Millions  of  our  citizens  are 
affected  with  this  disease.  There  is  new  information  on  the  horizon 
about  the  mechanisms  of  insulin  secretion,  giving  hope  for  improved 
method  of  treatment.  I am  sure  you  are  aware  of  the  controversy  which 
has  arisen  about  the  use  of  orahyperglasene  and  we  must  again  turn 
to  insulin  as  a source  of  treatment. 

Lastly  and  in  the  disease  category,  I should  like  to  touch  upon  some- 
thing you  just  mentioned  and  that  is  kidney  disease. 

Senator  Magnuson.  You  mean  the  oral  is  not  effective? 

Dr.  Clifton.  No,  sir. 

Senator  Magnuson.  It  is  not  at  all  ? 

Dr.  Clifton.  Kecent  studies  supported  by  the  Institute  have  shown 
that  orahyperglasene  may  have  a deteriorating  effect  on  the  cardiovas- 
cular system. 

Senator  Magnuson.  Have  the  doctors  quit  giving  oral? 

Dr.  Clifton.  No,  sir ; but  the  physicians  who  specialize  in  this  area, 
and  I do  not,  but  those  who  do  are  looking  at  it  very  cautiously  and 
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are  reasessing  the  entire  situation.  It  gave  great  hopes,  as  you  know, 
at  one  time,  but  this  other  development  has  arisen  now. 

Senator  Magnuson.  But  if  the  side-effects  were  minimized,  the  oral 
would  be  effective  ? 

Dr.  Clifton.  Correct. 

Senator  Magnuson.  It  is  the  side-effects  you  are  talking  about  ? 

Dr.  Clifton.  That  is  correct.  The  kidney  program  you  are  well  ac- 
quainted with.  It  is  continuing  to  progress.  The  new  artificial  kidneys 
have  been  developed  that  are  small,  inexpensive,  and  can  be  used  in  the 
home. 

As  the  last  area  I would  like  to  make  mention  of  training,  training 
programs  of  teachers  of  medical  students  in  established  schools  in  the 
Institute.  The  shift  of  $3.6  million  from  the  Institute  to  be  given  to 
the  dean’s  office  of  medical  schools  is  potentially  damaging. 

I hope  that  this  trend  can  be  reversed. 

In  conclusion,  I would  ask  that  the  members  of  the  subcommittee 
give  special  attention  to  the  National  Institute  of  Arthritis  and  Meta- 
bolic Diseases,  paying  particular  attention  to  its  extremely  broad  and 
diverse  functions.  I support,  as  do  my  colleagues  who  were  here  this 
morning,  the  citizens’  budget  presented  a moment  ago.  I trust  that 
the  subcommittee  will  give  its  earnest  thoughts  to  it. 

Thank  you  very  much. 

(The  prepared  statement  follows:) 


3006 


lly  name  Is  Ji^.a3  A.  Clxiton,  asid  1 stu  & iaoctor  of 
obtaiaed  fiiy  degir^^ffi  £ro^i«  Vauderbiis:  Ualv-irsity  ^:adlcal  School.  1 am 
PL-ofessor  and  Ee^ad  of  the  D3pairt.n3ni:  cf  latsraai  Ilediolc-Oj  Uaiversity  of 
Iowa 5 ha'v’iioj'  be^iii  affiliated  with  the  Uoivorslty  1:;  D«part;Daa.i:  «f  Midici'o.« 
siaoe  1953  wheii  1 v/as  Chi'al  of  Lh&  Ui:jlvoroity  *'£■  Division  o£  Gooc«:ooxiterology . 

I ciOi  cwrreri.tly  a corvawitant  to  the  lewa  'City  ^aterana  Adsjini.6£ratiou  ll&spit&l. 

X sa  accredited  by  ths  Aaesic*!;!*  Board  of  Intfemai  U^dlctocs,  with 
a S^bcpcciaity  accradltstioa  frci;:  the  American  iiosrd  of  Gc;titrca;steEoIogy. 

I hia  cr-trautly  a iisKbct  of  the  spsciaity  l>oard  o£  Gcstro-sutsrology  aird  sn 
itiisiisdlato  ?sst*"?rssid2iit  the  /;£’exic.er.  Gsotrccaterclocy  dsaocistioxi: 

I .-aa  also  c'^rveiicly  ehtiiriiiUi,!  of  thta  Gastrohiiterology  Trciuiug  Cosriiitt&e 
for  the  Vtatersusi  Association. 

I have  beea  fmalliaz  with  the  aetlvitias  of  the  rjatiCEial  Institvite 
ox  Arthritis  aad  Metabolic  Diseases  fcs:  a noifoer  of  years  and  as  a 

aiesR'ber  of  the  hstiovial  Ativ’hdory  Arthritis  .and  Metabolic  Diseases  Council. 

I hiive  served,  as  well,  as  an  KIH  ooaevlt&nt  chaimuiu  on  the  Gaotro- 
®p/eeroIogy  and  h-vtriticai  Trair.lrf>Grar.ts  ccsrsdttee. 
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1 asa  « forser  Specisi  Rersearch.  Faiiosj  ia  the  U*  S.  Public.  Health 
SsiTvics  at  SIH.-  sad  a Fellcvi'  ia  Iledrlciae  “ iu  Gao troiHsitsrciogy  - at  the 
Evans  M&tDoris.l  Hospital  is  Boatoa»  during  elm  aas’o  psrlcdi  I have  also 
served  as  a aiesiber  of  the  Editori^^l  Board  of  *'Gactroaateroiogy'’ . 

I aai  active  la  a nislber  of  seioBtific  aiid  'iEediesl  societies  ^ iac3.udiag 
the  Aaierican  Aseociatioa  for  the  Mvsneesisrit  c-f  Scistjce;  i^ssericaa  Gollegs 
of  Physiciaas;  Aaxaricsn  Federation  for  Gliaical  Resaareh;  Society  for 
Expari^ieatsl  Biology  a.nd  Medicine,-  ead  As>aricsR  Pbo/sioicgicai  Society  * 

Mr.  Chalramn  arid  Sicnobers  of  the  CosEEjitteec  I grateful  for  the 
opportunity  to  testify  today  hesauss  I rscogpJ-ss  your  efforts  epito-aiss 
the  iv-csaaifcaHiaa  aspect  of  cur  nE-tionni  goverijjrsst  and  ito  concarv;  for 
our  people;  indeed  for  people  the  ^"crld  o%-er,  Ov.r  country  today  is  is  a 
better  position  to  do  Eiors  thaa  ever  before  Lo  advaace  the  aatiosal  well- 
being.  In  sheer  dollar  terms  health  Iras  becor;a  the  second  largest  induatry 
in  the  U.  S.,  last  ja&v  turning  over  $67.2  billicu  - or  6.S  percest  of  tha 
GMP. 

Yet,  ironically,  the  health  indue try  of  past  years  has  been  f oread 
to  speiid  a lower  percentage  of  its  gross  saleD  on  research  than  the  defence 
jaidustry  and  other  less  vital  basic  and  service  itodustrles. 

I am  dtssaayed  to  learn  of  the  reductions  In  the  funding  of  Instituto 
setivitias.  Tha  considerabia  progreas  laade  In  the  past  .10=15  years  ia  dealing 
with  diseases  heratefore  thought:  to  be  incurable  uatrestable,  can  be 
attributed  directly  to  fiindaitiGatai  laboratory  studies  in  dieciplinas  such 
as  biocheadstry,  molecular  biology,  gen&ticsj  ensyriology,  end  others. 

Strong  emphasis  has  been  placed  by  Nlh  oa  the  conduct  and  support  of  research 
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into  these  fundaiasBtal  sciences  ^ becaase  they  comprise  i.ha  basis  for 
alX  rsedicai  knowledge*  Turning  off  support  turns  researchers  in  other 
directions , 

Soraeone  once  described  basic  biomedical  research  as  saif-'accelerating; 
one  discovery  opens  ten  or  tV'/enty  doors.  )iadecirig  support  closes  tVie 

doors . 

Many  of  these  doors  could  be  fully  opened  tlrrocgh  the  effcrta  of 
the  National  Institute  of  Arthritis  and  Metabolic  Diseases',  lliese  efforts^ 
corubinad  with  support  of  the  CovaKittoe.j,  will  ccuclTiae  to  raeat  healtii 
problems  of  the  nation. 

For  many  years ^ both  as  a medical  educator  and  gastroentaroiogist, 
and  through  my  association  with  the  Institutes.  I hare  been  privileged 
to  witness  the  higliiy  stimulating  affect  of  the  Institute's  programs 
for  research  and  training  for  research.  Tlis  scope  of  the  restitute  includes 
arthritis  and  diseases  of  uietabolisnij  such  ns  diabetes g disorders  for  which 
the  Institute  was  originally  established*  The  activities  of  the  Institute 
have  since  continued  to  expand*  Tlie  other  major  areas  now  include  diseases 
of  the  digestive  tract  such  as  peptic  ulcer j Siany  hereditary  diseases , 
such  as  cystic  fibrosis j endocrine  gland  disorders;  bonej,  bloadg  liver 
disorders;  urciogieal  and  kidney  disordar.Sj  orthopedic  and  derciato.logy 
disorders, 

, In  this  past  yearj.  rromex^ous  iwportan'.:  findings  have  evolved  from 
new  research  efforts  into  digestive  diseases  * rsy  oxm  area  of  specialty 
and  concern#  The  Institute  has  recognized  the  iarpact  and  importance  of 
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digestive  diabases  by  desi^n&ttng  sa  As^uxstaut  Diiesctor  fo?  Bigestive 
Diseases  and  Kutrition,  A aev^  Liver  Disease  unit  is  to  fee  orgasiesd 
soon  in  the  Ciiaical  Ceatsr  at  Nlii,  along  with  a grad?i.al  aspanaioa 
for  the  latrasuiraX  Digestive  and  Eereditary  Bieeaseo  iirenca  in  which 
Institute  scientists  conduct  clinical  and  laboratcry  invcstigetlcna 
into  acKe  of  the  laora  debilitating  abaoraalitics  of  the  esophaguas  stcmch, 
small  and  large  intes tines > pancrsac  end  liver.  Along  vith  grant  s’apported 
iavestigatore  s liJsLifcute  scieutists  are  trying:  to  find  corrective  ricseures 
and  eventually  s cures  £cs  such  gastroiatsat-inal  tract  ailu'.enfcs  aa  pspclc. 
ulcers,  which  strike  at  least  iO  pereene  of  ail  adwifcs  in  the  United 
States  at  soss  time  in  their  lives;  regiosia.i  ileitis,  ulcerative 
and  gallbladder  dissass,  which  includes  the  gallstones  carried  by  about 
fi^tQsa  million  Americana.  These  dieordsrs.  along  with  cirrhosis  of  tVte 
liver,  the  foarth  most  cosaoa  cause  of  death  in  adults  in  the  United 
States,  intestiaal  malabsorption , and  paricxcatitis,  comprise  major  sy 
coatributing  causes  of  hospitaJ.isation  for  more  than  five  raillion  people 
each  year  axid  cost  the  nations!  ecoaomy  an  estimated  eight  billion  dollars. 

At  this  time,  X would  like  to  src-viow  briefly  a few  of  last  year's 
research  accomplishments  by  gran t-Euppor tod  investigators.  One  such 
sdvaace  is  the  synfcheBia  of  gastrin,  a hormone  that  stimulates  secretion 
of  gastric  juices.  Not  long  ego,  other  grs.ue~aided  investigators  showed 
that  aati-gas tr in  antibodies  produced  in  rabbits  .inhibi.ted  the  secretion 
in  rats  of  eudogenous  gastrSn,  and  coaaa-quently , of  gaatric  acid.  These 
findings  and  others  currently  being  irivestigated,  -&axiy  provide  & asw 
approach  to  the  treatseat  &s.\d  prsventioa  of  peptic  uieera. 
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Anotiies  highlight  iroa  thla  past  evolved  xz-osi  the  luatiture'e 

epideoniological  a'cutiiea  iiitorsg  ladiare  of  the  Scuthvrsstera  United  States ^ 
Du'xrlyig  these  surveys,  it  Mas  obasrved  that  -iioisbera  of  the  Pl<;:s  tribe, 
llvlBg  aloag  the  Oiia  Rive;;  user  Paccaiz,  Arizona,  ixot  Oixly  have  ee 
incidence  of  diabetea  10  to  15  tices  th*  nationel  average  ~ and  thio 
pheieoaieacn  is  being  etudied  seperateij^  “ but  also  suffer  fro-ii  a very  high 
prevalence  of  gastrointtstincl  dioeaee.  Gallbladder  aiiiaeuit&,  for  cKsinple 
ware  fowed  six  tisres  Biore  prevalent  in  the  PiiLae  than  in  other  populatic-r^s 
Psrelixsisjfc'.ry  lastit’jxt:©  gtudieji  have  establiishad  that  one  half  of 
all  yoursg  Indian  wtsiaeu  will  h&ve  gsllatonas  aed/ox*  gallbladder  disease 
or  both  by  tba  time  they  are  thirty  years  old.  The  Inat.ifuta  has  estab- 
lished a teas  to  explore  the  reasons  for  this  liigh  rate  of  gcHbiadder 
disease  so  that  iaiportcnt  cluca  to  the  causes  of  tbeoe  laaiadies  in  ail 
parsons  can  be  atudieji.  Tha  Indiana,  of  course,  are  benefittiag  from 
this  work  and  are  cooperating  with  the  investigators, 

From  receat  studies  has  emerged  a new  ccacept  of  ijow  eholcsteeo.l 
gal.l8tone8  are  forated,  and  the  Pima  Iixiiuaa  will  be  aiding  in  confirtiatioa 
of  this  theory.  The  new  ccacept  is  based  on  a finding  which  indicates 
that  the  formatioc  of  cholesterol  gallstones  is  probably  dae  to  secretion, 
by  the  liver  cells,  of  bile  abnormally  high  in  a cholesterol  which  exists 
in  such  a supersaturated  state  that  it  later  precipitates  out  in  tlie 
gal.lbladder.  This  finding  points  to  the  liver,  rather  than  to  the  gall- 
bladder, ac  the  origin  of  tha  dlsea<5es  cl-ianac,llpg  rs^jearch  efforts  into 
a coTBpletaiy  new  direction.  If  this  is  proved  fiaally  to  be  the  mechaniesa 
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it  may  be  poeaibie  to  use  sesme  kind  of  bile  sa.lss  or  iecitfcin,  nojnaai 
cholastarol  solubiliaing  agenfie,  to  cosr?sailze  bile  composition  and 
prevent  such  stone  formation. 

I shall  meatioa  ona  saors  study  enliatirg  ladisa  cooperation,  infant 
diarrheas,  a world-wide  problea,  are  particularly  prsvaieat  a^sosg  some 
of  the  tribes.  The  Institute's  past  overseas  ei-eperieace  ia  nelping  to 
control  Asiatic  cholera  - the  saost  devaststing  diarrhea  of  ail  - provides 
invaluable  eaipartis®,  with  Indian  participation.  New  field  studies  arc 
getting  under  way  in  Arisons  at  Fort  Apache  in  the  White  River  area.  X 
understand  that  hha  contract  jeeciiaaisTa,  which  saeitB  a very  effective  way 
of  undertaking  targeted  research,  ia  being  easployed  to  eniiat  the  aid 
of  Johns  Hopkins  Dmivarsicy  ociaatisrs  who  ars  experienced  in  cholera 
control,  for  this  study. 

There  are  laany  other  promlsins  areas  of  research,  and  I would  like 
to  suEsaarire  theia,  but  1 feel  you  would  benefit  rather  froQ  my  touching 
on  the  traaendous  Influence  the  Institute  lias  exerted  on  the  field  of 
arthritis  and  metabolic  disacoes. 

Tha  cause  of  arthritis , the  nations.'  most  prevalent  crippling  disease, 
is  yet  unknown,  although  a vast  SEsount:  of  basic  information  cm  isanunological 
and  Infectious  mechanisms  has  been  as^sisblecl  by  luotitute  scientists  and 
grantee  reaaarchers.  Tc-day  two  main  theories  see  the  disease  as  an  end 
result  ©f  either  a disorder  of  iisp.iinity  in  which  the  body  directs  anti- 
bodies against  its  own  tissues,  or  of  c vires  ivifcction. 
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This  past  yess,  for  esaaplo,  \?.srio"a3  r,s:G;^i3ia:l83lble  agents  liavc  bean 
ferand  in  close  secociatioa  t-?5,th  rbeuisafeoid  arthritis  ^ although  it  is  stiii 
not  if.'osaib.le  to  atate  ch&t  any  particular  one  ot  thea  is  ca-caativs.  One 
strain  e£  a eujp&etei  group  of  infections  orgartiEJSs^  i:li«  aiyooplss^na,  have 
been  found  to  cause  artc.'ritis  in  ntice  and  esj’’  prerMe  a tcodal  for  studying 
tha  arthritogeaic  properties  of  this  group  of  ad-croorganiscas . Most  recently, 
the  Anatralia  aatig<iya>  a virug-Xike  sarticie  first  isolated  iu  laatitut* 
Icbcratortes  end  originally  iavestigatsd  ac  a hepatitis  associated  virus, 
has  h&sn  linked  with  arthritic  disitase. 

The  hypothesis  that  rheiranfiuid  arthritia  is  an  iBiiauns  diiiordor  Is 
based  prisjariiy  on  observat ioi'sr  that  violant  itJEiunologieal  reactions  t/ithin 
ub.a  bcH^.y,  possibly  initiated  by  invading  foreign  substrsccas,  can  cause  the 
type  of  inflaimatory  iasicas  found  in  the  eiseasg.  Isosstibodies , tais- 
fcaksaiy  attacking  ec-a;ponrsrd:s  of  the  body's  oi?a  tiaeues  as  though  they  were 
foreign  invaders,  ere  auopectea  of  isifciatiag  ths  chain  of  events  which 
uitiaatoiy  resulta  In  rheujtatoid  daiaag?;.  Kusierouo  studies  a.s^  new  seelciEg 
slsrificatlca  of  thcao  varicue  jsgshaaiKii.s  lu  rhsiunatoid  arthritis.  Equally 
i-apartsst  ia  d£vsXopiE.cx’,t  of  improved  crag  therapy,  nnd  to  this  end  drugs 
that  suppress  the  iscanne  responss  in  Irmeus  ar*e  baiag  tested  ageia^t  this 
f&rai  of  artiirifciG. 

A grants®  Bupportid  iavess  tigs  tor  hsiS  traotea  rhso/iatoid  art^iritis 
patiOiita  with  oral  dossa  ui;  L“histidia&.  Some  patisats  showed  significant 
i!nprov23i«nt.  Xadividtrclo^  riicpciirea  to  drug  therapy  d;iffer  but  &s  the 
lusiibcir  of  drugs  deva.loped  through  reocarck  iacreases  ao  does  the  ncKber 
of  patients  who  caa  besiefit. 
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Thia  past  yesr  alec  has  a highly  proaxic^iiva  oae  diabetes; 

rasearchs  aad  I vcmld  like  to  add  ;-:c'sie  ohsasvar.ioas  a-oriceimiag  thie 
area  of  ia-vestigatiovi. 

Ad  yo«  jxrow.  diabetes  is  a ccTiipla^r  asetaboliu  disorder  for  vJhich 
there  5.s  no  knovm  cura.^  ssd  V/uich  ratiks  high  on  th.e  list  oi  disesse  that 
caus«-s  death.  The  current  estiiaatas  •”  chat  there  are  appraKis^teJ.y  lour 
icdlliaa  diabetics  ia  the  U-  S,  aloae,  aiid  anechar  five  siilliGti.  v?Lo  are 
potec.tial  diabsties  — are  stsggerlag  indeed. 

Although  the  research  of  reesat  years  h.'is  yielded  ivxpuxtasxt  iaferias- 
tioa  about  the  disease  process  arid  val'-iable  xiexv  methods  of  treatmeatj 
basically,  diabetes  still  reiccj-sis  act  aaigma  --  t’.cch  as  rhSicactold  arthritis 
reaaina.  The  staggeriDg  estimates  of  those  afflicted  vitb  this  disorder 
add  great  aiaousioas  to  evea  the  smallest  of  research  fiadiegs. 

This  past  year  aii  Ins£itute~su?ported  scientist  clarified  the  rola 
played  by  ariino  acids  isi  atimulatiKs  insulixi  secretion.  Both  yroteic 
iagesrion  aad  er.iao  «cid  iafusion  ere  tetovm  to  stiE.ulate  irisuliu  accretion 
ia  mau,  but  whether  the  ascheniasi  is  direct  or  is  mediated  through 
aiictbcr  aource  yas  unclear . Kow  stedies  h.ave  suggested  that  the  ef facta 
of  the  eniino  acids  ca  tfie  insulia-producing  ceils,  or  the  beta  cells, 
of  the  paacreas  is  s direct  ose.  The  asiiao  acid  co-aceatratioa  in  the 
paacreas  may  ba  aa  Itfiporcant  as  glucose  concent  rat  Ion  in  the  regulation 
of  inoulin  secretion.  Previous  et^idcace  hr,d  favored  the  idea  that  glucose 
concentrafcioas  in  the  pancreas  control  insulia  rt:leasec, 

Ursfort'jraiteiy , time  v/iil  net  peraat  me  to  cite  research  achieverrants 
in  detail  of  the  past  year  in  other  c-iz’eas  of  Isietitute  responsibility, 
such  S3  I have  meiitiuaed  In  digestive  cliscsses,  arthritis,  and  diebetes. 
Ttv-o  other  sipn.tficaat  devalupmerits ?;owavsr,  should  b-a  poinKed  cut. 
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iiciel'cg  chislv  S'i:rii?.egy  ca  scicatiat ’g  Eolccuiar 

of  re4  bloc«d  csli  Gi^ikling^  laKtltc'Cv;  supj'-orr.ad  giaiitees  have  daviaed  and 
apparently  applied  auccessfulXy  a ri-*v  treai'Kierit:  aborta  £be  siclJ.e 

cell  anssala  crisis  ^Kid  fc*:»Bipos:2rliy  blc'uka  further  aickliag.  As  you  l:jaow, 
tbie  disease  of  bl<5.ck  people  was  aositioned  Ik  the  Presid^irit's  r.ieseage 
to  Congress.  The  aev'  breatticnt  reprasciUza  ot?.e  cf  the  first  i-asteaces 
in  which  a moi^ieular  fcherapcucic  strategy  has  beevi  auccescfully  devised 
oa  purely  theoretical  grounds. 

Coutinued  isiprovercants  In  kitlney  tranapiantation  techniques,  ia 
applied  reseai'cb  related  to  latei,v>ittaat;  houscdialysis  by  artificial  kidneys, 
aad  by  iiiteriaitLeac  peritoneal  diaXyoia  \;lth  noc’.-i  recycli?Ag  xnechiaes  have 
produced  luajor  life-saviag  nethcfds  for  ffitienis  with  Leraiinal  kiduey  failvire. 

These  are  just  sotEe  of  the  dividcii-ds  airanocxiig  froat  laetltuta 
activities.  ?iany  of  these  echieveiEeats  are  sigaific-out  illustrations  of 
the  wltimahe  value  of  basic  rssearcb,  eventually  trarioa-iittcd  to  the 
doctor  at  the  patients'  bedside. 

There  ie,  iir.  Chairman,  en  urgent  and  continuirig  need  to  expand 
these  research  investigations  aud  activities  not  c-aiy  from,  the  standpoiot 
of  alleviating  the  suffering  of  the  millions  afflicted  by  these  and  other 
diseases  but  also  to  further  tha  concept  of  preventive  me-Jicine.  The 
Eiore  basic  Itncwledge  we  obtain  through  research  about  normal  life  pi'oceeses 
find  tha  fecters  that  create  disease  conditicas,  the  avore  effective 
medical  means  can  t=e  davsioped  fcs  misilsilsa  »r  px  event  diseases  and  their 
effect  on  the  hioaaii  body. 

nt  this  times,  1-Ir.  CheixviCii , I would  like  to  touch  upon  another 
aspect  of  research  for  b-attsr  healths  and  that  concerns  sufficicuc  fumiiag. 


3015 


The  situatioa  at  this  tisne  hord^zB  clos-2  tc  as  trophic  for  nsw  biomedical 
research.  Cyrreat  research  projects  are  siovir^g  downhill  because  of 
ficaucial  cutbacks  ia  ruodicel  efforts*  just  when  ch&se  projects  could  have 
attained  a productive  aicsr^entvsn. 

Biomedical  research  is  such  cliSt  it  requires  about  aa  8-15  percent 
yearly  iscrease  to  keep  it  moving.  Yet  when  there  is  imposeci  a cutback 
of  slBiiar  dimenelGaa  coupled  with  increased  cost  of  doing  bion;odicai 
resear cii  and  loss  due  to  the  annual  shrinkage  of  the  purchasing  power 
of  the  dollar t we  court  disaster.  It  is  further  folly  to  believe  that 
research  should  be  stabilised  Sierely  by  kesping  funding  at  a level  rate. 

I hope  that  you  will  ucderstaxid  ay  preoccupetioa  today  with  tiiie 
severe  reduction,  which  I believe  cenetituiss  a false  economy  which  aey 
very  well  return  to  haunt  us. 

I4r,  Chairaan  and  Members  of  the  Comasititeej  important  advances  against 
disease  and  disability  will  be  made  as  long  ss  the  iSational  Institute  of 
Arthritis  and  Metabolic  Diseases  Is  able  to  continue  full  sioraentusi  in 
research.  This  Coaamittea  has  made  grefcxfying  increasEG  in  the  Institute 
budget  in  past  years  and  1 entreat  you  to  do  likewise  this  year.  I ain 
quite  faulll&r  with  the  past  and  present  programs  of  the  Institute,  and 
1 know  what  Its  financial  needs  are.  I am  familiar  aieo  with  the  Atimlnis- 
tration's  proposed  budget  for  this  Institute,  and  I believe  that  asn 
overall  increase  in  operating  funds  is  vitally  :iceded  and  warrented,  keeping 
frugality  in  mind,  to  carry  oat  its  taiasioa<, 

I am  extremely  enrious  about  one  of  the  cost  fruitful  programs  of 
this  Institute,  the  evzpport  of  research  tiairiiag  of  young  biomedical 
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ocisatists  ia  the  fieldsa  ci'  cosuarfe  to  -the  laijr.itute.  In  the  cilociition 
oi  fuade  for  biomedical  research ^ prudtiit  cosiaideratio^  sho*cld  surely  be 
given  to  this  equally  vital  eoaiponant  of  a rr::io«al  research  prograjii 
in  the  health  Boienceo. 

The  progrc.ui3  of  ttainiug  graats  a’jd  fellowsuiyo  which  have  been 
maintained  by  the  Institute,  are  designed  to  help  cillevifite  the  esrious 
shortage  of  sciantiflc  txsanpower  wh'icu  could  ovenivaaliy  dilute  the  'high 
standards  of  eacelience  and  productivity  now  characteristic  of  those 
engaged  in  ?nad.£~a  day  bio-nedicsl  research.  This  serious  suort^^^gu  is 
reflected  in  Uhs  fact  thiSt  while  digestive  diseases  rank  aecoxid  only  to 
disorders  of  the  heart  aiwi  circulation  in  nusdhei:  of  physician  office  visits 
or  house  calla.  there  are  fever  than  1,500  physlcie/cs  la  this  cour.ti’y 
spfccia3-izing  in  thia  field. 

1 feel  strongly  against  the  proposed  transfer  of  savar&.l  million 
dollars  frosa  NIH  training  programs  to  another  bureau  vfuich  would  pass 
the  funds  along  to  sevarai  medical  school  adninistrators.  While  it  may 
correct  the  medical  school's  deficit  soRewhere  on  the  budget,  it  xnay 
ttiiniinate  the  epeeialiaed  training  programs  that  the  country  has  depended 
upon  for  okiiled  acadciaic  profeaeoro  in  the  medical  fields.  The  hlAMB 
haii  supported  thesa  training  pr-ograais  for  many  years.  If  they  ar-e 
eiimiaated  it  will  be  impossible  to  turn  out  enough  specialised  physicians,  end 
fiiore  teachers  and  researchars,  to  keep  pace  with  the  chronically  ill  of 
this  country. 
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I woeld  like  to  state  saphaticaliy  that  the  figure  for  SrsiRicg 
need®  an  upward  revision  in  order  to  aesure  an  adequate  corps  of  well 
trained  scientific  Eianpover  to  deal  with  ccnpies  changiiig  cl'sc.wst&nces 
of  Ch£^  future,  ]?leedless  to  say,  it  is  crucial  that  these  funds  be 
restored  to  the  institute  budget  through  action  of  this  Gosajitr.es , 

A'iy  colleague j Dr.  S.  Syjktsy  Stilijaanj  lias  submitted  a Citizen *s 
Budget  which j I believe,,  meets  acre  adequately  the  astciml  needs  of  this 
Institute.  I coEuaend  it  for  the  eaxceat  censideracioa  of  the  Cojusittes 
for  I feel  the  increasss  are  highly  justified.  To  carry  out  and  aianage 
the  Job  properly,  the  Hatioual  Institute  of  Arthritis  and  Kstebolie 
Diseases  also  requires  a xainisiuxQ  of  15  additional  positions.  At 
present  the  Institute  is  severely  liaiidicapped  in.  fulfilling  its 
mission  bacause  of  a shortage  of  authorised  persotmal.  I hope  this 
CotEiaittee  will  act  now  to  provide  the  Institute  with  ito  anjmunition 
for  the  war  on  disease. 

Mr.  CbaiiSBaa  and  Meajfcers  of  the  CtKmaitlee,  again  I appreciate  your 
continued  interest  and  support,  and  the  privilege  of  testifying 
here  today. 
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1971  APPROPRIATION  AND  INFLATION 

Senator  Magnuson.  For  the  record,  the  Institute  had  $134,525,000 
in  1971.  The  budget  estimate  was  $135  million,  just  a million  dollars 
up. 

Dr.  Clifton.  The  funding  level  of  1967  is  where  it  puts  the  Insti- 
tute. When  you  consider  the  rise  in  cost,  we  are  30  percent  behind 
where  we  were. 

Senator  Magnuson.  We  have  in  this  committee  over  a period  of 
years  applied  to  the  Institutes  a percentage  increase.  It  has  usually 
ended  up  with  about  5.  Then  we  get  to  conference.  If  we  get  4,  we 
are  lucky — or  3. 

You  say  in  your  statement  that  actually,  like  Alice  in  Wonderland, 
you  have  to  run  like  the  devil  to  stay  where  you  are.  It  should  be 
about  8. 

Dr.  Clifton.  Yes.  I think  sitting  on  the  Council,  Senator,  and 
watching  these  grants  come  across,  really  topflight  applications,  by  a 
good  man  of  proven  ability. 

Senator  Magnuson.  We  get  a little  flak  doing  this  because  people 
are  dedicated  to  one  program  or  another,  and  the  priorities  may  be- 
come a bit  controversial.  It  shouldn’t  be,  but  it  is.  You  can’t  get  away 
from  it. 

At  one  time.  Senator  Cotton  and  I thought  instead  of  upping  the 
budget  amounts,  we  might  add  a total  sum  of  $50  million  or  some- 
thing like  that,  a flexible  amount,  and  give  it  to  the  Director  to  use 
for  special  breakthroughs  that  might  appear.  But  strangely,  they 
didn’t  want  it.  They  didn’t  want  the  responsibility  of  doling  it  out. 

It  became  a little  bit  difficult.  So  we  abandoned  that  idea.  I guess 
we  will  have  to  go  ahead  and  look  at  these  things  like  we  have  in  the 
past  and  include  the  Institutes  you  are  talking  about  and  see  what  we 
can  do.  They  are  just  standing  still  from  last  year,  at  best. 

Dr.  Stillman.  Not  really.  It  is  going  backward. 

Senator  Magnuson.  Allergy  is  the  same.  WTiy,  they  cut  back  on 
general  medicine,  which  is  a broad  subject.  That  is  down.  All  of  them 
are  about  the  same  except  the  extra-special  effort  we  made  on  cancer 
research. 

So  we  will  take  a look  at  all  this.  We  are  going  to  have  the  Institute 
people  up  the  first  of  the  week.  I like  to  hear  the  outside  people  first, 
and  then  I have  a better  set  of  questions  to  ask  the  fellows  running  it. 

Every  time  I look  at  these  big  figures,  I am  more  impressed  with 
them  than  maybe  I should  be,  because  the  first  bill  I passed  in  Congress 
established  the  Cancer  Institute  in  1928.  The  first  bill  I passed  as  a 
Member  of  the  House,  I got  the  big  sum  of  a million  dollars  to  start. 

Mrs.  Wilson,  who  had  the  property  out  there  in  Bethesda,  donated 
the  land.  Then  NIH  just  grew  all  around  it.  I got  $1  million,  but 
it  was  not  so  much  then  the  argument  about  the  money  as  the  opposi- 
tion to  the  Federal  Government  getting  into  health  research  at  all. 

So  sometimes  I do  go  home  and  feel  we  have  made  some  progress. 

Dr.  Clifton.  It  is  tremendous  progress. 
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Senator  Magnuson.  That  should  not  stop  us  from  doing  more. 

Dr.  Clifton-.  For  instance,  about  gallstones.  We  have  known  gall- 
stones for  centuries,  yet  we  had  no  idea  what  causes  gallstones.  Re- 
cently in  the  last  2 or  3 years,  grantees  of  the  Arthritis  Institute  have 
found  a significant  difference  in  the  composition  of  bile  in  people  who 
have  gallstones  and  those  who  don’t. 

One  of  the  investigators  has  found  that  by  altering  the  kind  of 
diet  you  can  feed  a patient  or  feeding  some  people  bile  salts,  you  can 
change  the  bad  bile  back  to  good  bile. 

Senator  Magnuson.  Is  there  anything  to  the  contention  of  a lot 
of  people  who  suffer  from  arthritis  that  they  feel  better  in  a hot  dry 
climate  ? 

Dr.  Stillman.  Yes,  this  is  true. 

Senator  Magnuson.  At  least  they  say  so. 

Dr.  Stillman.  Oh,  yes.  I don’t  think  there  is  any  question  about 
that.  As  a matter  of  fact,  a doctor  in  Philadelphia  who  controlled  all 
elements  of  the  environment  in  a sort  of  “yellow  submarine”  in  the 
basement  of  a hospital  was  able  to  show  that  there  were  two  factors, 
one,  a falling  barometric  pressure  and  rising  humidity  that  made  70 
percent  of  the  patients  worse  who  were  spending  time  in  this  chamber. 

Senator  Magnuson.  Gentlemen,  we  thank  you.  I would  like  to  talk 
with  you  more,  but  the  hour  is  getting  late  and  we  have  to  get  this 
bill  on  the  way. 

Let  us  hear  Dr.  Seegmiller,  first,  because  he  comes  from  a long  way 
and  he  has  to  get  back. 

National  Library  of  Medicine 

STATEMENT  OF  DR.  DONALD  A.  WASHBURN,  PAST  PRESIDENT, 
MEDICAL  LIBRARY  ASSOCIATION 

PREPARED  STATEMENT 

Dr.  Seegmiller  will  be  next.  The  only  other  witness  I have  listed  is 
Dr.  Washburn.  Is  he  still  here? 

Dr.  Washburn.  Yes. 

Senator  Magnuson.  Do  you  want  to  do  the  chairman  a favor  ? 

Dr.  Washburn.  Surely. 

Senator  Magnuson.  Put  your  statement  in  the  record  because  we 
discussed  it  at  great  length  with  Luther  Terry  yesterday.  I think  I 
know  what  you  are  talking  about.  I think  the  committee  does. 

We  will  try  to  do  something  about  it. 

Dr.  Washburn.  All  right,  sir.  I have  turned  in  the  copy. 

(The  statement  follows :) 
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Mr.  Chairraan  and  Members  of  the  Subcommittee: 

My  name  is  Dr.  Donald  A.  Washburn  of  Chicago,  Illinois.  I am 
immediate  past  president  of  the  Medical  Library  Association,  an 
organization  which  has  fostered  the  development  of  health  sciences 
libraries  for  seventy-three  years.  It  now  has  a membership  of 
2,500,  including  200  in  foreign  countries.  It  is  the  core  group 
concerned  with  the  transmission  of  health  science  information  to 
the  researcher,  student,  practitioner  and  to  the  ultimate  consum.er 
in  this  field,  the  public.  I 

1 am  also  director  of  the  Bureau  of  Library  Services  of 
the  American  Dental  Association  which  has  offered  its  members 
library  service  for  forty-four  years.  This  library,  besides 
serving  its  112,000  members  and  ancillary  dental  personnel,  has 
been  an  active  participant  in  the  regional  medical  library  programs 
of  the  National  Library  of  Medicine  since  the  formation  of  the 
Midwest  Regional  Medical  Library  in  1969  after  taking  part  in  its 
organization. 

The  Medical  Library  Association  has  had  a long  and 
mutually  beneficial  relationship  with  the  National  Library  of 
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Medicine.  Its  members  and  member  libraries  liave  been  actively 
interested  in  its  development  into  a truly  national  library. 

Our  Association  wishes  to  express  its  unqualified 
support  of  an  appropriation  of  $25,000,000  for  the  National 
Library  of  Medicine  which  is  $3,500,000  more  than  the  President’s 
budget.  We  do  so  with  the  knowledge  that  the  times  and  conditions 
require  the  decisions  of  a Solomon  in  the  determining  of 
appropriations.  But  we  do  so  knowing  what  has  been  accomplished 
by,  the  National  Library  of  Medicine  and  under  the  Medical  Library 
Assistance  Act,  and  with  the  firm  conviction  and  awareness  that  the 
outreach  capabilities  of  the  Library  and  of  the  regional  medical 
library  network  have  not  yet  been  developed  to  the  point  where 
they  meet  existing  and  developing  needs.  I greatly  appreciate 
the  opportunity  of  affirming  this  before  you.  I do  so  on  infor- 
mation accorded  me  by  my  colleagues  and  from  my  own  observations. 

There  are  other  groups  similar  to  the  American  Dental 
Association,  such  as  the  American  Medical  Association  and  the 
American  Hospital  Association,  which  have  deveD.oped  information 
resources  for  service  to  their  specialized  comm.unities . While  in 
total  these  are  substantial  activities,  their  value  is  greatly 
enhanced  by  the  backup  they  find  in  the  collections  of  the  largest 
of  the  world's  medical  libraries,  the  National  Library  of  Medicine, 
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and  in  its  programs.  The  same  can  be  said  for  the  nation's,  and 
indeed  for  the  world's,  medical,  dental,  pharmacy,  nursing  schools, 
hospital  libraries  and  the  other  organizations  serving  the  health 
care  of  the  people.  Nor  are  these  institutions  and  groups 
indebted  alone  to  the  Library's  collections  of  books,  periodicals 
and  other  materials. 

There  are  the  services  the  Library  provides  such  as  the 
tremendous  bibliographical  tool,  the  Index  Medicus , and  the 
MEDLARS  program  with  its  searches  in  the  literature  and  its 
recurring  bibliographies.  One  of  these  bibliographies,  the 
Index  to  Dental  Literature,  founded  and  supported  for  fifty  years 
by  the  dental  profession  has  been  published  in  cooperation  with 
the  National  Library  of  Medicine  since  1965.  These  basic  tools 
are  without  parallel  in  the  health  services  information  field. 

Each  day  people  numbering  literally  in  the  thousands  depend  upon 
the  currency  and  comprehensiveness  of  these  two  services  alone. 

The  importance  of  the  position  held  by  the  Library  was 
distinctly  recognized,  it  seenis  to  me,  in  1965  and  in  1970  with 
the  passage  and  extensions  of  the  Medical  Library  Assistance  Act. 
From  this  Act  has  come  a manifold  increase  in  resources,  services 
and  personnel.  Even  more  would  have  been  accomplished  if  these 
programs  had  been  fully  funded.  It  is  of  first  importance  that 
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these  steps  for\\7ard  are  not  lost. 

One  of  these  steps,  an  outstanding  example,  was  the 
establishment  of  eleven  regional  library  systems.  These  now 
cover  the  entire  nation  and  have  been  coordinated  with  other 
programs  of  HE^*7  such  as  the  programs  on  heart,  cancer  and 
stroke.  When  the  services  developed  by  the  regional  medical 
library  systems  have  been  made  known  to  the  health  practitioners 
in  areas  not  previously  supplied  with  adequate  '' ibrary  service, 
the  response  has  been  most  worthwhile.  Now,  however,  the  activities 
of  the  regional  medical  library  program  are  having  to  be  reduced 
because  of  budgetary  restrictions,  with  the  predictable  effect 
on  the  handling  of  information — an  increasing  number  of  requests 
for  assistance  must  be  declined  because  of  lack  of  library  resources 
to  search  and  refer  to  and  lack  of  staff  to  process  the  requests. 

In  short,  the  library  network  is  now  faced  with  greater  demands 
than  it  can  readily  meet. 

As  an  example,  we  m.ay  look  at  interlibrary  loan  service 
by  which  the  resources  of  a library  are  made  available  to  other 
libraries.  Because  of  lack  of  money,  there  has  been  a limiting 
of  the  outreach  capabilities  of  the  regional  medical  libraries  in 
filling  interlibrary  requests.  Previously  these  libraries  tried 
to  fill  all  requests.  This  is  now  not  possible  to  do  for  the  more 
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esoteric  and  harder-to~obtain  materials  because,  relatively 
speaking,  too  much  time  and  money  are  required  to  apply  to  a 
number  of  libraries  for  them.;  needed  though  they  may  be.  In 
theory,  such  requests  may  be  passed  on  to  the  National  Library  of 
Medicine;  however,  if  that.  Library  is  not  maintained  in  a condition 
to  cope  with  such  demands,  there  is  likely  to  be  little  economy 
in  this  transfer  of  activity  while  frustration  and  wasted  efforts 
increase. 


In  addition  to  the  restrictions  on  inter library  loans, 
there  has  been  the  necessity  of  setting  up  quotas  for  MEDLARS 
searches.  Although  the  searches  are  intended  to  disclose  to 
health  science  personnel  what  is  presently  known  on  a particular 
subject,  this  curtailment  under  present  conditions  is  understandable. 
It  is  hardly  desirable  on  the  other  hand.  For  it  is  the  health 
scientist,  v/ho  does  a better  job  when  he  is  better  informed,  who 
must  now  learn  to  accept  less  service  than  he  has  come  to  depend 
upon . 

Of  great  importance  also  has  been  the  Resources  Grants 
Program  which  has  peinmitted  hospitals  without  libraries,  without 
health  information  resource,  or  with  only  rudimentary  libraries, 
to  start  and  to  develop  thorn.  This  excellent  program  is  now 
suffering  because  of  inadequate  funding.  Hospitals  that  would 
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like  to  be  able  to  start  libraries,  to  have  information  facilities 
available  for  their  physicians,  nurses,  and  technicians  are  now 
unable  to  do  so.  Funds  had  not  even  been  made  available  in  all 
regions  for  this  program  when  it  became  necessary  to  curtail 
the  number  of  training  scholarships  offered.  Such  scholarships 
have  in  recent  years  provided  an  increasing  flow  of  professional 
educated  personnel  in  health  science  communications. 

In  closing,  I would  like  to  reiterate  our  Association's 
support  of  those  means  which  provide  the  bases  for  the  improvement 
of  library  service  and  medical  communication  to  the  researcher, 
the  student,  and  the  practitioner  and  his  patient — among  those 
bases  being  adequate  library  collections,  continuing  education 
through  training  sessions  and  workshops,  expansion  of  facilities 
and  personnel  and  particularly  those  programs  spearheaded  by 
the  National  Library  of  Medicine  and  the  Medical  Library 
Assistance  Act.  I am  grateful  for  the  privilege  of  appearing 
before  you  in  support  of  these  appropriations . 
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STATEMENT  OF  J.  EDWIN  SEEGMILLER,  PROFESSOR,  DEPARTMENT 
OF  MEDICINE,  UNIVERSITY  OF  CALIFORNIA,  ON  BEHALF  OF 
THE  NATIONAL  GENETICS  FOUNDATION 

HEREDITARY  DISEASES  I GENETICS  CONTROL 

Dr.  Seegmiller.  My  formal  report  is  in  the  record.  I will  go  over 
some  areas  of  emphasis.  I welcome  this  opportunity  to  discuss  with  you 
the  implications  and  new  developments  in  genetics  for  the  control  in 
the  future  of  human  hereditary  diseases.  This  presents  new  opportuni- 
ties which,  if  they  are  grasped  and  implemented  at  this  time,  could 
launch  a whole  field  of  medicine  into  a rennaissance  for  the  control 
and  treatment  of  this  serious  group  of  diseases,  all  with  substantial 
savings  in  the  overall  cost  of  health  care. 

We  have  reached  the  point  of  additional  payoff  in  terms  of  im- 
proved medical  care  for  the  investment  in  the  basic  research  in  the  field 
of  biochemistry  and  genetics  that  has  been  made  over  the  past  2 decades 
by  this  and  other  sections  of  the  committees. 

Now  for  over  20  years  I participated  as  a physician  in  research  on 
hereditary  diseases,  first  at  NIH  and  then  at  our  Nation’s  newest  medi- 
cal school,  the  University  of  California  at  San  Diego.  I have  been  in 
the  enviable  position  of  observing  first-hand  the  end  result  in  the  lives 
of  our  fellow  man  of  this  investment  in  medical  research.  I would 
like  to  share  with  you  today  some  of  these  moving  experiences,  to  out- 
line for  you  some  of  the  recent  solid  achievements  in  control  of  serious 
genetic  diseases  that  have  produced  substantial  savings  in  cost  of 
health  care. 

Hereditary  disease,  which  first  saw  hopeless  afflictions  that  stunt 
the  growth  of  the  body  and  constrict  the  development  of  the  mind  for 
which  we  could  provide  only  palliative  treatment  or  institutional  care, 
have  been  transformed  by  the  knowledge  of  their  cause  into  treatable 
or  even  preventable  disorders.  As  recently  as  5 years  ago  the  genetic 
disease  caused  by  the  Rh  factor  produced  anemia,  brain  damage  or 
even  death  of  babies  unless  they  received  elaborate  treatment  of  trans- 
fusions and  in  some  cases  even  before  death  or  delivery  while  still  pre- 
mature with  this  added  risk  to  survival. 

Yet  today  a simple  injection  of  antibodies  given  to  the  mother  at 
the  time  her  baby  is  born  effectively  controls  this  disease  at  only  a 
fraction  of  the  cost  of  these  more  elaborate  treatments.  This  observa- 
tion reflects  the  general  principle  that  our  knowledge  that  halfway 
solutions  to  these  problems  are  complex,  they  are  expensive  in  dollars 
and  costly  in  manpower. 

Nevertheless,  even  this  halfway  point  in  knowledge  provides  new 
dimensions  for  treatment  and  possible  prevention  of  a number  of  dis- 
eases which  in  the  past  have  been  completely  beyond  control.  Even 
though  some  of  these  halfway  solutions  are  expensive,  they  nevertheless 
provide  substantial  savings  in  overall  cost  of  health  care. 

To  observe  the  remarkable  improvement  that  can  be  produced  in 
some  of  the  children  by  treatment  that  we  have  now  available  is  a 
moving  experience  I would  like  to  share  with  you. 

A 2-year-old  girl  with  a new  type  of  genetically  determined  progres- 
sive mental  retardation  upon  treatment  with  a synthetic  diet  while 
under  my  care  was  converted  from  a dull-eyed  unresponsive  slow- 
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witted  child  into  one  in  whom  the  light  of  understanding  and  re- 
sponsiveness began  to  shine  forth. 

I have  also  seen  a young  man  in  the  prime  of  his  life  struck  down 
by  a severe  and  incapacitating  hereditary  neurological  disease,  Wil- 
son’s Disease,  in  which  deposits  of  copper  in  the  brain  converted  him 
in  the  course  of  a very  few  months  from  a vigorous  young  man  to  a 
palsied,  drooling  invalid  wdth  the  demanding  and  imperious  behavior 
of  advanced  senility. 

Fortunately  we  have  medicines  that  bind  to  the  copper  and  remove 
it  from  the  body.  You  can  imagine  the  gratification  of  seeing  the  whole 
process  arrested  and  reversed  by  this  medicine.  The  result  was  the  re- 
turn of  this  young  man  from  a bedridden  invalid  completely  de- 
pendent on  society  to  his  original  bright  alert  and  energetic  state,  fully 
capable  of  resuming  his  position  as  head  of  his  family. 

Now  our  experiences  such  as  this  cause  me  to  feel  very  strongly 
the  need  of  extending  this  approach  to  the  large  number  of  other 
hereditary  diseases,  nearly  2,000  of  them,  caused  by  single  genetic  dis- 
orders that  are  at  the  present  time  untreatable  because  of  our  lack  of 
knowledge  of  their  basic  cause. 

Now  hereditary  diseases  afflict  some  15  million  people  in  this  coun- 
try and  account  for  25  percent  of  the  occupants  of  hospital  beds  and 
institutions  for  the  handicapped.  Many  of  these  diseases  are  fortu- 
nately quite  rare. 

We  know  that  one  baby  out  of  14,000  births  will  be  afflicted  with 
phenylketonusia,  a severe  disease  of  the  mind  and  brain  which  can 
now  be  prevented  by  treatment  and  special  diet  from  birth.  Yet  one 
person  out  of  60  carries  that  gene. 

If  you  multiply  this  by  the  fact  that  there  are  this  large  number  of 
well-defined  hereditary  diseases,  we  discover  that  each  of  us  carries  be- 
tween five  and  10  genes  for  a series  of  hereditary  diseases,  any  one 
of  which  when  matched  to  the  recessive  defective  genes  in  our  mar- 
riage partner  could  cause  a disease  in  around  one-quarter  of  our 
children. 

Now  in  addition,  hereditary  factors  less  well-defined  are  known  to 
underlie  many  of  the  more  common  diseases  such  as  diseases  of  the 
heart  and  blood  vessels,  many  forms  of  arthritis,  diabetes  and  possibly 
even  schizophrenia  and  some  forms  of  cancer. 

We  are  just  beginning  to  be  able  to  dissect  out  some  of  these  genetic 
factors  that  could  eventually  take  us  well  beyond  our  present  halfway 
measures  for  treatment  of  these  diseases  that  our  present  halfway  state 
of  knowledge  allows. 

Realizing  the  magnitude  of  this  problem  makes  the  progress  that  we 
have  made  in  these  last  few  years  particularly  exciting. 

One  development  that  has  already  produced  a remarkable  new  ap- 
proach in  the  study  and  control  of  hereditary  diseases  has  been  the 
ability  to  identify  the  hereditary  effect  in  cells  grown  outside  the 
bodies  of  patients.  I brought  with  me  from  my  laboratory  a flask  con- 
taining a small  fragment  of  tissue  surrounded  by  the  mark  at  the 
bottom  obtained  from  a patient  with  a severe  form  of  cerebral  palsy. 

Now  hundreds  of  pounds  of  connective  tissue  can  be  grown  from 
that  small  fragment  of  tissue  in  60  generations  or  so  before  they  die. 

Now  tliis  particular  disease  is  one  that  is  inherited  through  the 
mother  in  the  small  pattern  as  hemophilia  and  causes  this  severe  form 
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of  cerebral  palsy.  If  you  were  to  just  look  at  these  cells  in  culture  under 
a microscope,  they  would  look  something  like  photographs.  They  would 
be  really  no  different  in  appearance  from  a normal  cell.  However, 
the  enzyme  that  is  missing  in  these  cells  can  be  demonstrated  in  individ- 
ual cells  by  the  incorporation  of  radioactive  material  in  these  cells. 

If  we  overlay  the  cells  with  photographic  cells  and  develop  it,  nor- 
mal cells  show  that  way  and  the  abnormal  cells  show  no  such  incorpora- 
tion. This  technique  then  has  been  used  on  cells  from  a baby  before 
birth  using  cells  taken  from  the  amniotic  fluid  that  surrounds  the  baby 
and  identifying  in  facilies  where  this  gene  is  known  to  exist,  whether 
or  not  a baby  has  this  disease. 

We  have  identified  the  carriers  of  this  disease  in  one  instance  and 
in  two  instances  we  were  able  to  identify  babies  that  were  afflicted 
with  this  disease  at  a sufficiently  early  time  before  birth  that  the 
patients  desired  to  have  the  pregnancy  terminated  rather  than  bring 
another  child  so  afflicted  in  the  world. 

Now  at  our  medical  school  Dr.  John  O’Brien  has  made  similar  dis- 
coveries regarding  a disease  called  Tay  Sachs  Disease,  which  has  been 
known  for  90  years.  It  is  only  2 years  ago  he  made  two  similar  tyjDes  of 
studies  on  the  biochemistry  of  the  disease  and  identified  the  enzyme 
defect.  In  that  brief  period  since  that  time  he  has  monitored  some  20 
pregnancies  and  found  seven  pregnancies  carrying  an  affected  baby. 
Six  of  these  were  sufficiently  early  that  the  parents  desired  to  have 
the  pregnancy  terminated. 

Now  the  cost  of  care  of  a child  with  Tay  Sach  Disease  is  around 
$35,000  for  his  lifespan,  which  is  rather  short.  At  this  rate,  then,  the 
return  on  the  investment  in  research  for  Dr.  O’Brien’s  work  has  been 
something  like  a quarter  of  a million  dollars. 

Just  in  the  first  year  and  a half  of  its  payoff  the  cost  of  the  6 years 
of  investment  supported  by  NIH  that  led  to  this  development  was 
a total  of  around  $80,000.  Yet  there  are  around  65  such  babies  born 
each  year  here  in  this  country  and  there  is  a high-risk  group,  the 
Ashkenazi  Jewish  population  carry  this  gene  with  an  incidence  of 
about  one  in  30.  There  is  a study  going  on  here  in  the  Washington  and 
Baltimore  area  using  the  method  developed  by  Dr.  O’Brien  for  allow- 
ing patients,  members  of  this  high-risk  group,  to  be  alerted  in  advance 
so  that  one  couple  in  900  who  are  at  risk  for  having  children  with  this 
disease  can  be  alerted  in  advance  to  the  need  for  amniocentesis,  this 
diagnostic  procedure,  if  they  are  to  avoid  having  children  with  this 
disease. 

This  is  one  of  the  examples  in  which  this  biochemical  research  has 
paid  off. 

I have  here  a picture  of  a little  girl  that  would  not  be  here  today 
if  it  were  not  for  this  capability  of  Dr.  O’Brien’s.  Most  parents  who 
have  produced  a child  with  the  genetic  disease  decide  not  to  have  any 
more  children  rather  than  take  the  risk  of  one  in  four  of  producing 
another  such  child. 

The  mother  of  this  particular  child  became  pregnant,  however,  and 
was  insistent  that  the  pregnancy  be  terminated  on  hereditary  grounds. 
They  then  found  that  Dr.  O’Brien  could  tell  them  whether  or  not  it 
could  be  a normal  child  and  it  turned  out  to  be  this  normal  child  you 
see  here. 


3029 


So  this  is  not  a matter  of  just  terminating  pregnancies  and  producing 
selective  abortions  but,  rather,  allowing  parents  to  have  a say  in  the 
kind  of  children  that  they  are  producing. 

Xow  the  magnitude  of  this  health  problem  of  the  Nation  contributed 
by  hereditary  disease  is  great.  The  view  that  we  can  do  something 
about  them  is  new.  The  present  financial  cost  to  the  Nation  is  substan- 
tial while  the  cost  in  terms  of  human  tragedy  is  appreciable.  Yet  the 
prospects  for  their  control  are  better  now  than  at  any  time  in  the 
history  of  medicine. 

The  pathway  leading  to  the  solutions  for  a number  of  these  dis- 
eases has  been  found  and  these  approaches  as  well  as  exciting  new 
leads,  give  promise  of  similar  success  in  many  of  the  other  hereditary 
diseases  which  at  the  present  time  are  untreatable. 

It  is  considerations  such  as  these  that  lead  me  to  say  that  we  can't 
afford  delay  in  making  the  investment  required  for  greater  health  of 
our  citizens  in  the  future.  The  return  on  the  investment  is  impressive. 
It  is  a return  that  will  go  on  through  years  to  come. 

I recommend  that  we  begin  by  adding  some  $25  million  to  the  budget 
of  the  National  Institute  of  General  Medical  Science.  This  is  for  estab- 
lishing some  10  genetic  referral  centers  associated  with  medical  schools 
throughout  the  country,  for  initiating  the  training  and  research  pro- 
grams and  for  establishing  a central  cell  bank  that  allows  many  scien- 
tists, laboratory  scientists,  in  addition  to  those  who  are  taking  care  of 
patients  to  work  on  cells  such  as  these. 

They  do  not  need  to  know  how  to  take  care  of  a patent  to  do  very 
important  biological  studies  and  biochemical  studies  on  the  nature 
of  these  diseases. 

Now  very  few  medical  centers  at  the  present  time  are  now  prepared 
to  implement  these  findings  of  amniocentesis  and  prenatal  diagnoses. 
We  need  to  establish  more  centers  such  as  that  at  the  University  of 
Washington  and  Arnold  Datsko  where  excellent  clinical  and  basic 
genetics  are  merged  together. 

For  this  reason  we  must  begin  today  in  training  young  doctors  in 
the  management  of  these  genetic  j^roblems  and  begin  training  young 
scientists  in  the  research  approaches  that  are  needed  for  the  future 
handling  of  the  large  number  of  pregnancies  that  are  at  risk  for  such 
genetic  abnormalities. 

Now  I show  you  the  way  financial  savings  to  the  Nation  and  the  cost 
of  health  care  can  be  realized  in  this  budget  breakdown.  I have  donfi 
this  primarily  because  this  is  a budget  committee  and  that  is  your 
primary  concern.  But  more  important  for  each  of  us  is  the  fact  that 
genetic  research  gives  promise  of  ushering  in  a new  era  of  preventive 
medicine  that  can  eliminate  much  human  tragedy  and  vastly  increase 
the  quality  of  life  possible  for  our  descendents  here  on  this  planet. 

Now  a year  ago  Dr.  Joshua  Lederberg  produced  testimony  in  favor 
of  genetic  research,  additional  support  for  genetic  research,  and  your 
committee  appropriated  some  $10  million  in  addition  for  this  par- 
ticular institute.  $7.7  million  was  released  for  expenditures,  which  al- 
lowed the  funding  of  some  166  grants  of  good  quality  that  had  been 
recommended  for  support  by  the  NIH  review  systems.  These  would  not 
otherwise  have  been  funded. 
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I am  including  some  $^.5  million  in  this  budget  for  the  additional 
o'rants  that  Avere  not  funded  because  of  the  lack  of  release  of  these 
funds. 

Now  one  of  the  bio*  problems  that  we  face  ri^ht  now  is  that  despite 
all  of  these  promisino-  results  and  approaches,  I find  that  the  budget, 
the  President’s  budget  for  this  institute  represents  a decrease  of  some 
$10  million  over  last  year’s  budget  that  was  funded. 

It  is  in  the  neighborhood  of  almost  $10  million  decrease.  This  seems 
to  me  to  be  the  wrong  thing  to  do  at  a time  when  we  have  so  many  very 
promising  needs  that  could  support  not  only  the  whole  range  of 
medicine  from  arthritis,  diabetes,  but  the  whole  spectrum  of  human 
diseases. 

Senator  Magnuson.  Thank  you.  Doctor.  I don’t  disagree  with  your 
premise,  but  we  have  to  work  within  our  capabilities  here.  The  budget 
is  lower  for  general  medicine  this  year,  the  recommendation.  It  is 
practically  standing  still.  The  importance  of  it  is  well  known  to  the 
committee.  We  will  see  what  we  can  do. 

Dr.  Seegmiller.  Thank  you. 

(The  prepared  statement  follows :) 
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I welcome  the  cpporiuniry  to  speak  wllli  you  of  my  concerns  as  a physician  for 
achieving  prompt  solufions  to  c particularly  difficult  group  of  human  ailments  - the 
hereditary  diseases.  I want  to  outline  for  you  new  approaches  that  have  opened  In 
recent  years  to  the  control  of  these  serious  genetic  diseases,  which  if  amplified  by  your 
committee's  action,  can  consolidate  and  greatly  extend  these  gains  and  produce 
substantial  savings  In  the  cost  of  health  care  io  our  nation  In’the  future.  Amelioration 
and  prevention  of  the-  nearly  2,000  genetic  diseases  v/hich  afflict  mankind  throughout  the 
world  is  the  primary  commitment  of  the  National  Genetics  Foundation,  a voluntary  (lealth 
foundation  that  has  sponsored  my  appearance  before  you  todoy. 

The  past  20  years  of  my  professional  life  have  been  devoted  to  research  on  the 
cause  cmd  treatment  of  hereditary  diseases,  first  at  the  National  institut’es  of  Health,  and 
more  recently  at  one  of  our  nation's  newest  medical  schools,  the  University  of  California, 
San  Diego,  v/here  I am  also  teaching  and  directing  a research  program  in  hluman 
Biochemical  Genetics.  Progress  In  our  knowledge  during  this  20  years  has  transformed 
some  of  these  diseases  from  hopeless  afflictions  of  the  minds  ond  bodies  of  children  quite 
beyot'id  any  liope  of  effective  treatment,  into  diseases  which  can  be  prevented,  and  In 
some  cases,  even  reversed. 

The  genetic  disease  caused  by  the  Rh  factor  Is  one  such  example.  As  recently  as  five 
years  ogo,  this  disease  produced  anemia,  brcin  dornage,  end  even  death  In  children  unless 
an  eloborcle  treatment  v^as  used.  Today  It  is  preventable  by  a simple  injection  of  ontlbcdies 
given  to  the  mother  at  the  rime  her  children  are  born.  It  is  worth  noting  that  the  present 
cost  of  prevention  Is  but  a fraction  of  the  cost  of  treatment  when  our  knowledge  for  control 
of  the  disease  was  only  at  a "holf-vroy"  point.  The  half-way  solutions  to  these  health 
problems  are  I ime-consuming , expensive  in  dollars  and  cosily  in  rnanpov/er,  yet  even 
these  half-way  solutions  usually  provide  substantial  savings  over  the  cost  to  our  notion  if 
sucf;  'Jiseoscs  remain  unticated. 
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Tho  niogniiude  of  the  toll  in  bllghied  humon  lives  as  v/ell  os  ilie  financiol  bi.irden 
to  cur  nation  from  hereditary  diseases  is  substontial  . They  afflict  some  15  million 
people  in  this  country,  and  (iccount  for  25  per  cent  of  the  occupants  of  hospital  beds 
and  institutions  for  the  handicapped.  The  fact  that  many  victims  of  hereditary  diseases 
ere  completely  unable  to  care  for  themselves,  and  require  full  time  care  by  their  relatives, 
or  become  lifelong  wards  of  the  state  in  mental  institutions  or  nursing  homes,  makes 
the  total  cost  to  the  nation  far  greater  than  that  of  the  diseases  that  kill  outrigiit  such 
as  cancer,  stroke,  or  heart  disease,  which  usually  affect  individuals  who  have  alieady 
lived  out  major  poriions  of  their  lives  as  contributing  members  of  society. 

An  iiriportant  development  of  the  past  decade  that  has  opened  the  door  to  more 
detailed  study  of  many  of  these  hereditary  diseases  hos  been  the  ability  to  identify  the 
hereditary  defects  in  cells  grown  outside  the  body  of  the  patient.  This  hos  not  only 
increased  the  number  of  scientists  who  can  study  a given  disease,  but  also  has  permitted 
much  more  detailed  and  sophisticated  types  of  studies  than  can  be  done  with  a patient, 
li  also  allows  us  to  identify  certoin  hereditary  diseases  before  the  birth  of  a 
Ixjby.  This  is  achieved  by  removing  some  of  the  arnniotic  fluid  surrounding  the  baby  in 
the  mother's  v/omb  before  the  midpoint  of  pregnancy  (amniocentesis),  and  doing  the  test  for  the  d'seas 
on  the  fluid  or  the  cells  it  contains.  For  genetic  disorders  for  which  a known  treatment 
is  available,  such  early  diagnosis  permits  specific  treatment  to  begin  at  birth,  or  even 
before  birth.  For  a few  serious  disorders  for  which  a freohnent  has  not  yet  been 
developed,  the  early  diagnosis  permits  parents  to  decide  in  advance  v/het-her  or  not  they 
wish  to  bring  a child  so  afflicted  into  the  world.  The  glimpse  that  this  has  given  us 
of  the  possibilities  for  control  of  over  30  of  these  hereditary  diseases  through  implementation 
of  existing  knowledge  and  rhe  prospecl  of  extending  this  approach  to  otfier  diseases  in  the 
future,  leads  me  to  make  the  ‘oliowing  recommendations,  for  v/!iich  I v.'iM  give  you  the 
basis  loier . 
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Firsf,  I propose  fhe  esiabi  islrnenl’  ihrough  NIH  of  Icn  regional  refeiral  centers 
for  research  in  genetic  diseases  to  be  associated  with  various  medical  schools  throughout 
the  country.  These  centers  would  bring  to  bear  on  ihe  problems  of  human  genetics 
and  hereditary  diseases,  the  efforts  of  a far  wider  segment  of  our  scientific  community 
than  is  now  available,  and  would  provide  a mechanism  for  the  prompt  application  to 
human  problems  of  basic  findings  in  this  rapidly  developing  field  of  knov/ledge.  Model 
centers  of  limited  scope  for  this  specific  purpose  ore  presently  being  operated  throughout 
the  United  States  as  a pilot  program  sponsored  in  part  by  the  National  Genetics  Foundation. 
Also  needed  is  a larger  program  for  training  physiciariS  and  biological  scientists  in  this 
interface  area  of  genetics,  biochemistry  and  medicine  to  provide  the  personnel  to  extend 
further  the  bridgeheads  v/e  nov/  occupy  in  basic  biochemistry  and  genetics,  and  to 
permit  the  rapid  and  smooth  transmission  of  new  findings  to  the  delivery  of  care  to  the 
patient  at  the  bedside.  To  accomplish  this  objective,  personnel  will  need  to  be  trained 
not  only  In  basic  scieritific  disciplines  of  biochemistry  and  genetics,  but  also  for  genetic 
counseling  of  families  and  for  ihe  diagnosis  and  long-terrri  management  of  patients  with 
heredi  tary  diseases. 

My  second  proposal  is  the  establishment  of  a national  cell  bank  In  which  cultured 
cells  from  patients  with  a wide  variety  of  human  hereditary  diseases  would  be  grown  and 
stored  In  frozen  state  and  thus  be  mode  readily  available  to  c greater  number  of  physician 
investigators,  as  well  os  laboratory  scientists  throughout  this  country  and  the  whole  world 
thereby  extending  greatly  the  scientific  base  for  research  In  human  hereditary  diseases. 
Study  of  genetic  diseases  by  basic  scientists  has  extended  and  will  extend  further  our 
knowledge  of  fundamental  genetic  and  chemical  mechanisms  Involved  in  the  normal 
functions  of  our  bodies.  Other  diseases,  less  well  defined,  but  of  substantial  national 
Importance,  such  as  cystic  nb.osis,  can  also  be  made  available  to  intensive  study  by  any 
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scicniisf,  regai  dl  ens  of  whether  or  not  he  has  the  cl  inicci  facilities  for  toking  care 
of  the  patients,  or  the  medical  qualifications  which  In  the  past  have  limited  seriously 
the  approach  to  be  made  on  these  diseases. 

Third,  I propose  allocations  of  additional  funds  for  genetic  research,  over  and 
above  the  present  NIH  budget.  These  funds  would  support  the  creation  of  the  genetic 
centers  and  training  programs  and,  in  addition,  extend  our  present  national  program  by 
assuring  the  funding  of  new  research  grant  proposols  in  genetics  for  which  payment 
would  not  otherwise  be  possible.  Such  funds  would  also  be  used  for  more  intensive 
study  of  the  way  In  which  genetic  factors  influence  response  to  medicines.  We  are 
rapidly  coming  to  the  realization  that  differences  in  response  to  medications  and  many 
adverse  reactions  to  medicines  that  account  for  5 per  cent  of  hospital  admissions  and 
take  a toll  of  human  lives  have,  as  their  basis,  genetic  differences  in  the  biochemicol 
machinery  of  thie  body.  Knowledge  of  the  basis  for  these  differences  In  response  could 
lead  us  to  ways  of  identifying  in  advance  those  individuals  who  would  experience  an 
adverse  reaction  to  a given  medicine,  and  thereby  avoid  to  some  extent  this  serious 
cause  of  death  and  disobllity. 

in  a time  of  tight  money,  one  can  argue  that  we  cannot  afford  to  make  this 
investment  in  additional  support  of  biomedical  research.  I argue  that  the  savings, 
whiefi  I can  show  you,  in  the  cost  of  our  national  health  programs  that  will  be 
realized  through  implementation  of  the  knowledge  that  is  ready  to  be  applied  now,  will 
provide  In  the  years  ahead,  a dividend  many-fold  greater  than  this  initial  Investment. 
These  considerotions  of  cost,  in  dollars  and  cents,  say  notliing  of  the  more  important  toll 
In  human  anguish  and  tragedy  that  would  be  lifted  from  fomilies  affected  by  these 
hereditary  diseases.  V/hot  is  the  price  tag  that  we  are  willing  to  consider  for  detecting 
and  preventing  a child's  becoming  blind  from  inherited  deficiency  of  the  enzyme 
goloctokinase , or  mentally  retarded  as  a result  of  some  of  the  other  hereditary  diseases 
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f'nat  are  nov/  prevenfoble  if  treatment  Is  started  promptly  after  birth? 

Although  many  of  the  hereditary  diseases  caused  by  a defect  in  a single  gene 
are  relatively  rare,  the  total  number  of  separate  genetic  disordeis  that  can  be 
recognized  is  rapidly  Increasing.  Nearly  2,000  of  them  are  now  catalogued  by  Dr. 

Victor  McKusick  at  Johns  Hopkins  Hospital.  Over  half  of  these  require  an  abnormality 
of  only  one  of  a particular  pair  of  genes  to  produce  the  disease,  and  so  affect  1/2 
of  the  descendants  of  an  affected  person.  One  exomple  of  such  a dominantly  inherited 
disease  Is  Huntington's  chorea,  which  produces  a severe  neurological  disease  and  loss 
of  mental  foculties,  with  onset  usually  after  30  or  40  years  of  age.  The  tragedy  is 
that  by  that  age,  most  individuals  have  already  had  their  family,  and  so  transmitted 
the  gene  to  one-half  of  their  children  who  are  in  turn  faced  Vv'ith  developing  this  same 
disease.  About  1,000  cases  have  been  Identified  In  twelve  generations  of  descendants 
from  tv/o  brothers  from  Suffolk  England.  In  our  ov'n  midwest,  fifty-two  coses  of 
another  severe  hereditary  neurological  disease,  spinocerebellar  degeneration,  were 
recently  found  in  only  four  generations  of  descendants  from  one  affected  man.  Further 
research  aimed  at  Identifying  the  carriers  of  the  abnormal  gene  before  development  of 
the  disease  is  needed  to  prevent  such  tragedies. 

In  almost  1,000  of  these  disorders,  the  inheritance  Is  recessive,  meaning  that  the 
person  carrying  only  one  defective  gene  in  a particular  pair  of  genes  is  not  affected. 
Consequently,  a disease  results  only  when  the  same  defective  gene  is  obtoined  from  each 
parent  and  about  25%  of  the  children  from  parents  carrying  the  gene  will  then  be  affected. 
Although  the  frequency  of  each  of  these  recessively  inherited  diseases  is  fortunately  rather 
low,  carriers  of  these  genes  are  much  more  frequent.  Thus,  one  birth  In  14,000  births 
results  In  severe  mental  retardation  of  phenyl  ketonurla , PKL),  yet  calculaMons  shov/  that 
one  person  in  60  carries  the  gene  tor  PKU.  If  v/e  fui  ther  consider  the  largo  number  of 
serious  hereditary  diseases  that  exist,  we  come  to  o startling  conclusion.  Instead  of  these 
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disorders  being  of  such  rarity  that  they  have  little  consequence  for  us  personolly,  we  come 
to  the  realizotion  that  each  of  us  probably  carries  around  5 to  10  seriously  defective 
recessive  genes,  any  one  of  which,  if  matched  up  v/ith  the  same  defect  in  our  marriage 
partner,  could  result  in  a genetic  disease  in  around  25  per  cent  of  our  children.  This 
type  of  medical  problem  thus  becomes  of  concern  for  each  of  us  here  today,  since 
there  is  a statistical  chance  that  any  of  us  could  produce  a child  with  a serious 
hereditary  disease . 

Furthermore,  genetic  factors  appear  to  underlie  the  more  common  disorders  that 
leod  to  diseases  of  the  blood  vessels  and  heart,  diabetes,  some  forms  of  arthritis,  and 
possibly  even  schizophrenia.  These  disorders  differ  from  the  diseases  usually  classed 
as  hereditary  diseases  in  that  they  seem  to  be  the  result  of  a number  of  genetic  factors. 
Only  recently  have  we  found,  by  studying  some  of  the  more  well-defined  hereditary 
diseases,  a possible  approach  to  dissecting  out  some  of  the  Individual  genetic  facrors 
underlying  one  form  of  arthritis.  It  is  Interesting  to  note,  hov/ever,  that  this  work 
come  directly  from  studies  of  children  with  one  form  of  cerebral  palsy  who  had  the 
most  severe  deficiency  in  this  same  factor.  Less  severely  afflicted  individuals  had  a 
mild  form  of  neurological  disease,  not  previously  recognized  as  being  a separate 
entity,  as  well  as  <-heir  arthritis.  We  thus  see  the  ways  in  v/hich  bonuses  can  accrue 
to  many  fields  of  medicine  through  genetic  research. 

Let  me  review  with  you  very  briefly  the  mechanisms  by  which  some  of  these 
genetic  defects  produce  a disease.  F,ach  cell  In  the  body  can  be  likened  to  a factory, 
and  there  exists  In  the  center  of  each  cell  - the  nucleus  - a set  of  rriaster  blueprints  - 
the  genes  - carrying  the  complete  set  of  instructions  for  producing  every  type  of  cell 
In  the  body.  Eoch  specialized  cell  In  the  body  like  a specialized  factory,  has  access 
only  to  certain  pages  of  the  master  blueprint  from  v^hlch  It  prepares  o working  blueprint. 
This  blueprint  in  turn  directs  the  assembly  of  each  of  the  proteins  required  by  that  cell  . 
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A genefic  disease  con  resuit  vrom  an  abnormal  ily  In  ihe  assembly  of  ihe  masier 
blueprints,  or  In  Its  coded  instructions  In  one  of  ihe  genes.  These  Instructions  are  writien 
In  the  DNA  In  a special  language,  that  of  the  genetic  alphabet.  This  is  a 4-letter 
olphabet  composed  of  3-letter  words  that  designate  the  linear  assembly  of  the  building 
blocks — the  amino  acids — for  each  of  the  proteins  in  the  body.  Some  of  these  pioteins, 
of  course,  are  structural  elements  that  go  to  make  such  things  as  hemoglobin,  hai',  skin, 
and  cell  wails;  others  are  pieces  of  chemical  machinery  - working  proteins  called 
enzymes  - that  serve,  in  effect,  the  role  of  v/orkrnen  on  a production  line.  If  the 
instructions  are  inadequate  for  making  a functional  piece  of  chemical  machinery,  an 
enzyme,  the  effect  of  this  enzyme  defect  is  similar  to  a production  line  in  v/hich  one 
workman  fails  to  appear. 

In  some  types  of  hereditary  diseases,  a chemical  substance  in  the  body  farther 
along  the  production  line  fails  to  be  made,  and  the  disease  results  from  the  need  for 
this  product.  This  need  can  be  met  in  some  cases  by  rather  simple  dietary  supplements 
as  the  rational  approach  to  treatment  of  the  disease.  In  other  cases  the  diseose  results 
from  the  pile  up  of  the  chemical  that  results  from  the  blocked  production  line.  In  some 
cases,  such  as  phenylketonuria,  PKU,  the  accurnulof-ed  substance  jams  up  other 
production  lines,  such  as  those  in  the  brain,  giving  rise  to  abnormalities  of  function 
there  as  well.  The  rational  treatment  of  such  diseases  is  to  limit  the  intake  of  the  raw 
materials  from  which  the  chemical  that  accumulates  Is  made,  thereby  restoring  the 
cells  to  a balanced  function  and  correcting  the  abnormality.  This  again  can  be  done 
with,  special  diets.  In  the  case  of  PKU,  the  clinical  result  of  these  treatments  v/hen 
begun  shortly  after  bir-th,  is  remarkable  In  terms  of  Intelligence  achieved  as  compered 
to  the  intelligence  of  untreated  affected  members  of  the  same  family.  In  most  states, 

PKU  is  nov/  detectable  shortly  after  birth  by  routine  screening  of  blood  of  ail  nev/borns 
so  that  a preventive  diet  can  be  started  promptly  end  continued  tlrroughout  childhood 
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The  effectiveness  is  reflected  ferlher  in  the  low  number  of  children  with  this  disease 
hospitalized  in  mental  institutions  during  the  past  six  years.  A recent  survey  of  nine 
State  mental  hospitals  in  the  west  shov.'ed  no  children  with  PKU  under  age  six,  while 
they  had  25  patients  with  PKU  age  12  to  17  years  who  had  been  bom  before  screening 
and  treatment  programs  were  begun. 

What  Is  the  cost  in  dollars  and  cents  for  control  of  some  of  these  diseases?  This 
same  form  of  mental  retardation,  PKU,  occurs,  as  I have  said,  in  around  one  out  of 
14,000  newborn  babies.  The  screening  test  for  detecting  the  chcracteiTstic  chemical 
abnormality  of  blood  and  urine  In  these  children  costs  around  $1 .25  per  child,  and  is 
now  applied  to  around  90%  of  newborns  In  this  country.  The  cost  for  detecting  a single 
case  Is  therefore,  about  $17,000.  An  additional  $8,000  to  $16,000  Is  the  cost  for 
around  five  to  ten  years  of  the  special  diet  required,  bringing  the  total  cost  to 
approximately  $33,000  per  child  for  preventing  this  'bnn  of  mental  retardation  by 
treatment.  If  untreated,  each  child  would  require  around  50  yeors  of  care  in  a mental 
institution.  The  cost  of  such  care  In  the  State  Mental  Hospitals  of  Colifornia  at  the 
prevailing  cost  of  around  $20  per  day,  would  be  around  $385,000,  representing  a return 
in  heolth  care  savings  of  over  10  times  the  original  investment  in  cost  of  prevention.  A 
further  bonus  of  comparable  size  from  this  initial  investment  comes  from  the  fact  that  such 
on  individual  is  added  to  the  category  of  productive,  instead  of  non-productive  citizens. 
This  some  approach  for  deteciing  an  affected  child  at  birth  by  screening  tests,  and  then 
applying  a corrective  diet  is  gradually  being  extended  tc  other  hereditary  diseases.  In 
some  of  our  states,  screening  tests  are  being  done  for  as  many  as  15  serious  hereditary 
diseases,  end  the  feosibility  and  economics  of  this  approach  are  being  evaluated. 

Unfortunately,  the  number  of  disorders  In  which  we  know  the  noture  of  the 
biochemical  defect  sufficiently  well  to  permit  us  ro  detect  it  before  onset  of  the 
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clinicnl  symptoms  or  deviso  a trecii!rien'\,  is  vsry  small  compared  to  tlic  magnitude  of 
the  problem.  Before  v/e  can  hope  to  find  similar  treatments  for  most  other  hereditary 
diseases,  v/e  must  first  moke  a further  investment  in  basic  knowledge  so  wc  can  identify 
the  precise  point  in  the  body's  chemical  production  line  that  is  blocked. 

To  observe  the  dramatic  improvement  that  can  be  produced  in  some  of  these 
children  by  some  of  the  rational  treatments  that  we  now  know  is  a moving  experience 
that  I v/ould  like  to  share  v/ith  you.  I have  been  able  to  wit(ioss  the  lifting  of  the 
oppression  of  a nsv/  type  of  genetically  determined  progressive  mental  retardation  in  a 
two  year  old  girl  who,  by  dietary  treatment,  was  converted  from  a dull -eyed,  unresponsive, 
slow-witted  child,  into  one  in  whom  the  light  of  understanding  and  responsiveness 
began  to  shine  forth.  I’ve  also  seen  a young  man  in  the  prime  of  his  life  struck  dov/n 
by  a severe  and  incapacitating  hereditary  neurological  disease,  Wilson's  disease, 
in  which  deposits  of  copper  in  the  brain  have  converted  him  in  the  course  of  a very 
few  rticnths  from  a vigorous  young  man  In  the  prime  of  life,  to  a palsied,  drooling  invalid, 
with  the  demanding  and  imperious  behavior  often  found  in  senile  Individuals.  Fortunately, 
medicines  are  known  that  bind  tightly  to  the  copper  and  remove  it  from  the  body. 

You  con  irriogine  our  gratification  at  being  able  to  see  this  whole  progress  first  orrested, 
and  then  reversed  by  tills  medicine.  The  result  In  this  young  man  was  his  conversion 
from  a bedridden  invalid  completely  dependent  upon  society,  to  his  original 
bright,  alert  and  energetic  self.  He  was  able  again  to  assume  f;is  position  as  head 
of  the  household  and  as  the  breadwinner  of  the  family.  I feel  privileged  to  live  in 
on  age  of  medicine  thot  sees  such  developments  in  a short  space  of  time,  and  feel 
very  strongly  the  need  to  extend  this  approach  to  the  large  number  of  other 
hereditary  diseases  that,  at  the  present  time,  remain  in  the  realm  of  the  untreatable 
t'niouch  our  lack  of  knowledge  of  (he  basic  cause  of  the  disease. 
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Some  20--30  pat  cent  of  ^ponfan.-ously  miscairieci  prcgitancies  ihov/  cIjnoi'tnaliHes 
In  the  chrornosoniGs,  the  structures  in  which  heredltory  niaterlQl , the  genes,  are 
packaged,  VVe  can  only  guess  at  the  number  that  hove  biochemical  defects.  Evidently, 
nature  uses  this  way  of  eliminating  her  mistakes  and  keeping  the  incidence  of  hereditary 
disease  low  in  the  population.  !l  v/ould  appear  that  only  the  exceptional  case  carrying 
a serious  heredltusy  defect  survives  pregnancy  without  pushing  the  "abort  button." 

These  considerations  suggest  that  man  may  help  nature  in  this  intent  by  using  special 
methods  to  detect  the  presence  of  certain  disabling,  untreatcble  hereditary  diseases 
sufficiently  early  in  pregnancy  that  It  can  be  terminated  if  the  parents  so  wish. 

Although  this  approach  can  be  regarded  os  a "half-vray  point"  in  our  knowledge, 
nevertheless,  it  permits  us  to  coritrol  the  diseases  In  high  risk  gioups  until  we  have 
reached  the  stage  of  knov/ledge  rhat  permits  more  effective  treotment  or  prevention 
of  the  disease.  An'iniocentesis  is  a fairly  nev/  procedure  of  very  low  risk  io  either 
mother  or  unboi  n child  v/hen  perfonned  by  an  experienced  physician.  However,  we 
must  constantly  v/eigh  this  risk  against  the  risk  of  producing  c child  v/itfi  any  particular 
diieo^^e,  Wirh  further  investment  In  research  to  complete  our  knowledge  of  the  diseases, 
such  termination  of  pregnancies  may  no  longer  be  necessary  to  control  them.  Until 
that  time,  hov/ever,  this  method  does  allow  parents  who  carry  the  risk  for  producing 
a child  with  one  of  these  serious  genetic  abnormalities  I have  described  to  reproduce 
with  some  assurance  of  having  a normal  child. 

Our  ability  to  detect  a riumber  of  serious  hereditary  diseases  before  birth  thus 
provides  another  way  of  conirolling  some  of  the  diseases  that  are  not  yet  treatable. 
Before  this  con  be  done,  however,  we  must  have  sufficient  understanding  of  the 
underlying  defect  responsible  for  the  disease  to  allow  us  to  Identify  It  in  arnniotic 
fluid  or  in  indi'  Iduai  cells  of  liio  developing  baby  grown  outside  the  body. 
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The  rapid  pace  ai  v/hich  nev,'  developments;  for  application  to  control  of  these 
diseases  ore  being  brought  forth  is  illustrated  b/  some  of  the  work  in  our  own  laboratory 
on  a form  of  cerebral  palsy.  Only  seven  years  ago,  tills  particular  disease  v/as  first 
recognized  as  a separate  genetic  disorder  by  Doctors  Lesch  and  Nyhan  at  Johns 
Hopkins  Hospital.  Their  finding  of  crystals  of  uric  acid  in  the  urine  of  two  young 
brothers  v/irh  the  disease  provided  the  key  which  allowed  us  just  four  years  ago  to 
Identify  the  deficient  enzyme  produced  by  the  defective  gene  that  causes  this  disease. 
Special  studies  in  single  cells  grov/n  in  culture  from  small  pieces  of  skin,  about  tfie 
size  of  a matchhead  showed  that  the  defective  gene  for  this  disease,  which  affect's 
only  moles.  Is  carried  by  rhe  mothers  on  the  X“chromcsome , giving  the  same  .sex-linked 
pottern  of  inheritance  through  the  mothers  as  that  of  hemophilia . The  same  procedure 
permitted  us  to  fir.d  out  whether  on  unborn  baby  in  a mother  who  Is  a corrier  v/os  offllcfed 
v/!th  the  disease.  This  was  done  by  examining  cells  suspended  In  amnioric  fluid  that 
bathes  the  baby  in  the  mother's  womb.  A small  portion  of  this  fluid  was  removed  by  o 
procedure  colled  amniocentesis,  before  the  midpoint  of  pregnancy,  and  a biochemical 
test  ond  an  examination  of  chromosomes  performed.  In  the  first  case,  we  could 
reassure  the  mother  immediately  that  she  had  a little  girl,  who  would  not  be  affected. 

Ihe  next  two  cases,  however,  were  affected  boys,  and  the  disease  was  detected 
sufficiently  early  to  permit  us  to  comply  with  the  parenls'  request  that  the  pregnancy 
be  tcnnlnoted.  We  nc;w  have  a scieening  test  that  can  be  applied  to  urine  of  patients 
in  cerebrol  polsy  clinics  ond  mental  institutions  throughout  the  country  for  detection 
of  this  serious  form  of  cerebral  palsy,  which  then  sitouid  allow  us  to  alert  the  maternal 
relatives  of  such  chilcien  to  the  need  for  amniocentesis  if  they  are  to  be  assured  of 
p''cdi.iclng  sons  witliout  this  defeci  . 
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Recent  sluo'ies  of  another  sei  lous  recessivciy  Ir.herited  neurological  disease  ot 
children,  Toy  Sachs  diseore,  illustrates  another  step  thai-  is  being  explored  for  extension 
of  this  preventive  opproach  for  special  high-risk  populations.  Although  Toy  Sachs 
disease  has  been  known  clinically  foi  90  years,  the  enzyme  defect  responsible  for 
it  was  discovered  by  Dr.  John  O'Brien's  group  at  oui  new  medical  scl'ool  just  Iv/o 
years  ago.  Using  this  biochemical  knov/ledge,  he  was  able  to  show  that  the  serum 
of  parents  all  of  v/hom  carry  the  abnormal  gene,  shows  only  about  one-holf  the 
normal  omount  of  the  enzyme.  The  incidence  of  this  carrier  state  is  one  individual 
in  30  omong  the  Ashketiazi  Jewish  populations,  and  at  the  present  time  there  are 
some  6 million  such  Jev/ish  individuals  in  the  United  States.  A pilot  study  is 
underway  in  the  Ba! tirnore-Washin g+on  area  under  the  direction  of  Dr.  Michael 
Kabock,  who  is  using  Dr.  O'Brien's  technique  to  identify  the  one  couple  in  900  in 
this  population  in  v.hich  both  parents  carry  the  abnormal  gene.  They  will  then  be 
olerted  to  the  need  for  omiiiocentesis  and  management  of  their  pregnancies  if  they 
are  to  avoid  producing  a child  with  Tay-Sachs  disease. 

At  the  present  time.  Dr.  O'Brien  has  monitored  some  20  pregnancies  in  mothers 
who  had  already  produced  a child  with  the  Tay-Sachs  disease.  Sixteen  of  these 
were  from  the  United  States,  two  from  Israel,  one  from  South  Africa,  and  one  from 
Australia,  illustrating  the  world-v/ide  service  that  genetic  centers,  such  as  the 
one  wo  have  at  our  new  rriedico!  school  can  provide.  Dr.  O'Brien  has  been  able  to 
identify  correctly  a non-offected  pregnancy  in  some  ten  mothers,  one  of  v/hom  was 
intending  to  have  a therapeutic  abortion  on  genetic  grounds  until  his  test  shov/ed  that 
the  mother  was  carrying  a noirr.al  baby.  In  seven  such  cases,  however,  an  abnormal 
child  v/as  diagnosed  and  in  six  of  these  It  wos  sufficiently  early  that  the  parent's  wish 
to  have  the  pregnancy  ietrrdnoted  could  be  met.  The  cost  for  the  intensive  medical  core 
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for  the  limited  life  span  for  eacl'.  child  v/ith  Tay-Sachs  disease  is  around  $>35,000,  so 
that  the  six  coses  prevented  in  iusr  the  first  year  and  one-ho!  f of  operation  of  this  one 
center  represent  a soving  In  health  care  of  nearly  a quarter  of  a million  doilors.  By  contrast, 
the  cost  of  the  six  years  of  NIH  gronts  that  permitted  Dr.  O'Brien  to  make  this  break- 
through, was  only  $80,000.  This  investment  in  research  has  thus  provided  a 3“fold 
return  on  the  investment  in  only  the  first  year  and  a half  of  dividends.  Tire  magnitude 
of  this  gilt-edge  Investment  that  | arn  proposing  is  better  appreciated  when  you  realize 
that  40  such  babies  v/ith  Tay-Sachs  disease  are  born  in  this  country  each  year,  and  this 
is  just  one  of  the  thirty  types  of  serious  fiereditary  diseases  that  the  one  genetic 
research  center  at  our  new  medical  school  Is  new  capable  of  moni toring . Over 
fifty  high-risk  pregnancies  have  been  monitored  in  the  Rrst  year  of  Its  operation. 

In  the  short  period  of  three  years,  a rapidly  Increasing  number  of  serious 
hereditary  diseases  have  been  detectable  by  biochemical  examination  of  the  cultured 
cmniotic  cells  or  the  cmniotic  fluid,  in  addition,  it  allows  us  to  detect  before  birth 
another  group  of  riiseoses  causing  severe  mentol  retardation  as  a result  of  obnorma! ities 
of  chromosomes.  New  methods  of  stoinlng  chromosomes  with  a fluoresent  dye  promises 
greater  precision  in  our  obillty  to  Identify  these  abnormal  I ties . The  most  common 
chromosomiol  abnormality  Is  mongolism,  or  trisomy  21,  also  known  as  Dov/n's  syndrome , 
which  is  present  In  about  one  In  1,000  nev/born  babies.  Children  affected  with  this 
disease  have  an  extra  package  of  genetic  material,  an  extra  chromosome.  In  the 
United  States,  over  4,000  babies  with  mongolisrri  are  born  each  year.  The  cost  of 
lifetime  institutional  care  for  crie  of  these  children  would  be  more  than  a quarter  of 
a million  dollars  so  that  if  they  were  all  to  be  cared  for  In  institutions  throughout  their 
lives,  it  v/ould  reotesent  a new  committed  expenditure  of  over  i billion  dollars  each 
yeai‘.  Yet  ;his  is  only  ore-fifth  of  tire  number  rhot  aie  actually  conceived  and 
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devflop  at  leasi  lo  some  stcoc  In  nloio.  1 he  fact  thal  four-fifths  of  these  Infants  are 
aborted  sp.ontan.eousl/  again  poiiits  up  nature's  intent  to  ellmincile  such  chromosomal 
defects  from  the  population.  The  Incidence  of  the  disease  becomes  much  greater 
v/Ith  Increasing  age  of  the  mother,  so  that  wotnen  aged  40  and  over,  who  produce 
only  2.3  per  cent  of  the  total  births,  produce  23  per  cent  of  the  children  with 
mongolism.  This  age  group  become  a high-risk  group  for  mongolism,  and  pilot  studies 
are  now  underway  at  our  genetic  unit  and  elsewhere  to  determine  the  feasibility  cf 
monitoring  pregnancies  in  this  age  group  in  an  effort  to  prevent  mongolism  and  possibly 
other  chromosomal  abnormal i i ies  thot  occur  in  greater  Incidence  at  this  age  of  the 
mother.  Eventuclly  this  piocedure,  if  applied  throughout  our  country,  could  prevent 
1,000  cases  of  mongolism  born  each  year  who,  if  hospitalised  for  their  lifetime,  would 
requiie  over  300  million  dollars.  To  detect  these  thousand  cases,  some  96,000 
pregnoncies  would  need  to  be  monitored  at  a total  cost  of  15  to  25  mllliori  doliors 
less  than  one-tenth  the  cost  of  their  lifetime  care. 

In  a period  of  our  nation's  development  that  faces  the  problems  of  over-population , 
the  qualify  of  the  children  that  we  are  producing  should  become  a major  concern. 

If  we  are  to  have  families  of  orily  two  or  three  children  in  the  future,  we  should  do 
all  in  our  power  to  assure  parents  that  those  children  will  be  endowed  with  the  best 
genetic  heritage  the  parents  can  give.  A child  can  achieve  his  full  potential  for 
growth  and  developnent  only  with  a healthy  mind  and  body. 

It  Is  considerations  such  as  these  that  lead  me  to  sny  that  we  cannor  afford  to  delay 
making  this  investment  In  a greater  health  for  our  citizens  in  the  future.  The  return  on 
the  investment  Is  impressive  In  savings  in  cost  of  health  care  alone  v/ifhout  consideraticn 
of  the  savings  in  humon  enguish.  Most  of  our  medical  centers  at  the  present  time  are 


3045 


no!’  yet  prepared  fo  implemeni'’  these  findings  of  omnloccntesls  and  prenatui  diagrtcsis. 

For  this  reasori/  wo  must  begin  training  your.g  doctors  in  the  management  of  these 
genetic  problems  and  in  reseorch  opproaches  that  arc  needed  for  ihe  future  handling 
of  large  numbers  of  piegnancies  that  ere  at  risk  for  such  genetic  abnormalities.  This 
can  best  be  done  by  increasing  fut.ds  for  training  these  investigators  of  the  future 
through  both  fellowships  and  training  grants  to  approj.'i  iate  institutions.  In  addition, 
v/e  need  genetic  clinical  research  centers  to  provide  the  continuing  specialized  care 
for  patients  with  hereditary  diseases  end  to  evaluate  the  clinical  effectiveness  of  new 
approaches  now  on  the  horizon  for  possible  correction  of  certain  types  of  enzyme  defects. 
I,  therefore,  recommend  that  the  budget  of  the  National  Institute  of  General  Medical 
Sciences  be  increased  by  $25  million  during  this  nexl  year.  This  vrculd  be  apportioned 


as  follows: 

$2.5 

mill  Ion 

Genetic  Research  Grants  Backlog 

$1 

mill  ion 

Research  Gi  ants  in  Phormacc-genel  ics 

oc 

iXj 

mill  ion 

Genetic  Research  Centers 

$5 

mill  ion 

Genetic  Clinical  Reseorch  Centers 

$6.5 

mi!  1 ion 

Training  Grants 

$1 

mil  I ion 

Establishment  of  a National  Cell  Bank 

$1 

million 

Pel  lowships 

$25 

rrdl  1 ion 

I have  described 

some  of  the  new  advances  now  available  iir  the  treatment  and 

prevention  of  certain  hereditary  diseases  that  promise  a new  era  of  preventive  medicine 
for  control  of  these  hereditary  diseases.  There  are,  however,  innumerable  other  very 
serious  genetic  diseases,  affecting  mllilons  of  persons,  requiring  solutions.  Funds  allocotc 
for  iheir  investigation  and  contiol  v/Iil  constitute  a gllr-edge  Investment  opportunity. 

1 have  enumerated  the  fiscal  cost  and  benefits  primarily  becaiise  yours  Is  o comri'dttce 
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concerned  v/itf)  the  budcjet  for  health.  Of  for  grcatei'  importance  Is  ilie  prospect  these 
developnenls  hold  forth  for  opening  up  constricted  humon  lives  beycr.e'  the  level  of 
vegetotive  existence,  or  beyond  the  constraints  of  life-long  physical  or  mental 
disability,  and  for  the  prospect  of  improving  the  quality  of  those  lives  In  families 
affected  v/Ith  a serious  hereditary  disease.  Vv^ith  our  fund  of  scientific  knov/ledge  and 
proven  approaches  to  the  pioblem,  these  too  give  piomise  of  being  conquerable.  The 
prospects  of  implementation  of  this  new  era  Vv'Ill  rest  on  your  decisions  and 


recommendations . 
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STATEMENT  OF  JOHN  SALLEY,  THE  AMERICAN  DENTAL  ASSOCIA- 
TION AND  THE  AMERICAN  ASSOCIATION  OF  DENTAL  SCHOOLS 

ACCOMPANIED  BY  MR.  CHRISTENSEN 

PREPARED  STATEMENT 

Senator  Magnuson.  Dr.  Salley. 

Dr.  Salley.  Thank  you  very  much,  Senator. 

By  way  of  introduction  I am  here  wearing  two  or  three  hats.  I serve 
as  dean  of  the  School  of  Dentistry  at  the  University  of  Maryland  and 
president  of  the  American  Association  of  Dental  Schools  and  also 
represent  the  American  Dental  Association.  I have  with  me  Mr. 
Christensen. 

I overheard  your  remarks  this  morning.  You  began  with  dentists 
and  I assume  you  are  going  to  end  the  day  with  dentists  [laughter] . 

We  have  a detailed  statement  which  we  would  like  to  submit  for 
the  record. 

Senator  Magnuson.  We  will  put  it  in  the  record  in  full. 

(The  statement  follows :) 
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HEALTH  MANPOWER' 

A.  Institutional  Support:  This  section  of  the  existing  health 

manpower  legislation--encompassing  both  basic  and  special  project 
grants--is,  in  many  ways,  the  key  to  placing  the  entire  dental 
education  system  on  a stable  operating  basis.  A way  must  be  found, 
with  federal  participation,  to  eliminate  the  present  hand-to-mouth 
existence  of  so  many  schools,  an  existence  that  stifles  innovation 
and  consumes  so  much  of  the  energy  that  should  be  directed  toward 
increased  productivity  and  enhanced  excellence. 

There  are,  at  present,  53  dental  schools,  of  which  49  are  fully 
operational.  An  additional  five  schools  are  on  the  horizon.  At 
the  beginning  of  the  present  school  year,  some  16,533  students 
were  enrolled  and,  3,760  new  dentists  are  expected  to  graduate 
this  year.  The  national  interest  in  dental  education  lies  not 
only  in  the  fact  that  the  federal  government  itself  has  heavy 
personnel  requirements  that  must  be  met--about  1,700  young  dentists 
enter  the  military  service  annually--but  also  because  22  states 
still  lack  a fully  operational  dental  school  and  thus  must  look 
outside  their  borders  for  the  dentists  they  need. 

The  financial  situation  of  the  dental  schools  system  today  is 
dangerously  precarious.  For  1969-70,  as  an  example,  41  surveyed 
schools,  after  receipt  of  federal  institutional  grants,  reported  a 
composite  deficit  of  nearly  $50  million.  Twenty- two  schools  had 
deficits  in  excess  of  one  million  dollars  and  the  average  U.S. 
dental  school  had  an  operating  deficit  of  $1.25  million.  On  a per 
student  basis,  it  can  be  said  that  a number  of  schools  presently 
have  deficits  in  excess  of  $6,000  and  some  report  one  as  high  as 
$10,000. 

Dental  schools,  during  the  years  since  there  has  been  federal 
support  of  health  education,  have  received  the  following  amounts  in 
basic  grants;  49  schools  received  $2.97  million  in  fiscal  1966; 

52  schools  received  $8.4  million  in  fiscal  1967;  51  schools 
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received  $8.9  million  in  fiscal  1968;  51  schools  received  $9.2 
million  in  fiscal  1969?  52  schools  received  $9.4  million  in  fis- 
cal 1970,  and  52  schools  received  $9.3  million  in  fiscal  1971. 

The  second  aspect  of  institutional  support  is  the  special  project 
grant.  Experience  with  these  grants  has  been  justifiably  trou- 
bling to  all  concerned.  Conceived  as  a device  for  support  in 
enhancing  the  quality  of  education,  much  of  the  money  has  had  to 
go  instead  to  rescue  schools  that  were  in  danger  of  closing  their 
doors.  It  is  our  information  that,  in  fiscal  1971,  the  majority 
of  special  project  grants  going  to  dental  schools  under  this  sec- 
tion are,  in  fact,  rescue  funds.  While  we  believe  that,  for  at 
least  the  next  few  years,  there  will  still  be  a need  for  rescue  funds 
in  special,  carefully  documented  instances,  this  must  not  be 
allowed  to  continue  to  overshadow  innovations  in  excellence. 

During  the  life  of  the  act,  dental  schools  have  received  the 
following  amounts  in  special  project  grants;  11  schools  received 
$2.7  million  in  fiscal  1968?  26  schools  received  $8.7  million  in 
fiscal  1969?  35  schools  received  $12.9  million  in  fiscal  1970,  and 
42  schools  received  $16.3  million  in  fiscal  1971. 

We  think  it  can  be  said  that  nearly  everyone  recognizes  that  insti- 
tutional support  must  be  markedly  increased  in  the  coming  years  if 
the  nation  is  to  achieve  its  three-fold  goal  of  increased  produc- 
tivity, enhanced  excellence  of  education  and  achievement  of  the 
necessary  level  of  fiscal  stability  for  every  school. 

For  fiscal  1972,  the  Administration  is  requesting  $271.6  million 
for  institutional  support  of  all  health  professions  schools.  This 
would  not,  in  our  view,  be  sufficient.  We  would  recommend,  in- 
stead that  the  Committee  look  to  the  level  of  funding  authorized 
in  the  bills  recently  passed  by  both  Houses  providing  extension 
of  the  health  manpower  laws.  Those  Committees  were  able  to  gather 
the  most  recent  information  available  and  gave  full  hearings  to 
all  interested  parties.  The  bill  reflects,  we  believe,  a realis- 
tic appraisal  of  the  minimum  that  must  be  done. 

B.  Construction ; With  the  combined  assistance  of  federal  and 
non-federal  funds,  six  new  dental  schools  have  opened  their  doors 
in  recent  years  and  four  more  are  in  the  planning  stages.  A total 
of  1,123  new  places  have  been  created  as  a result  of  new  schools 
and  major  expansion  of  existing  ones.  (During  the  same  period, 
as  already  noted,  two  schools  with  425  total  places  have  been 
closed.)  Under  the  construction  section,  some  $173.3  million  has 
been  expended  in  matching  grants  for  teaching  facilities  in  new 


3050 


dental  schools  or  major  expansion  of  existing  ones.  The  total 
estimated  cost  of  these  projects  is  $310  million,  which  means 
that  the  federal  amount  is  some  55  per  cent  of  the  overall  expense. 

The  pace  of  construction,  however,  must  be  perceptibly  quickened 
if  we  are  to  begin  to  improve  our  ratio  of  dentists  to  patient — 
which  has  become  markedly  less  favorable  over  the  past  few  de- 
cades— and  if  we  are  to  increase  the  number  of  states  that  have 
a dental  education  facility. 

There  is  no  lack  of  qualified  students  to  fill  the  larger  number 
of  increased  first-year  places  that  would  result.  The  ratio  of 
applications  to  acceptances  in  dental  schools  today  is  3 to  1. 

In  the  past  decade,  some  47,000  applicants  were  turned  away  from 
dental  schools.  In  1970,  it  is  our  estimate  that  at  least  3,000 
thoroughly  qualified  applicants  were  not  admitted  because  there 
was  no  room  for  them. 

Nor  is  there  any  lack  of  interest  on  the  part  of  institutions 
throughout  the  country.  This  can  be  seen  most  clearly  in  the 
huge  backlog  of  applications  that  sit  in  the  office  of  the 
Bureau  of  Health  Manpower.  At  the  end  of  fiscal  1970,  that 
backlog  was  $47.2  million.  By  the  end  of  fiscal  1971,  it  almost 
tripled  and  was  $117.3  million.  Included  in  this  backlog  are 
the  applications  of  four  new  schools,  two  in  states  that  now 
have  none . 

The  fiscal  1972  request  for  construction  is  $96.7  million.  Even 
if  that  entire  sum  were  applied  to  dental  schools,  it  would  be 
too  little  to  w’ipe  out  the  current  backlog.  In  fact,  of  course, 
that  sum  must  be  shared  by  all  the  schools  of  the  seven  professions 
represented  in  the  law.  The  fact  is  that,  under  the  prevailing 
levels  of  funding,  a dental  school  application  filed  today  could 
probably  not  receive  serious  consideration  until  fiscal  1977  or 
later.  Once  again,  the  levels  of  authorization  in  the  recently 
passed  health  manpower  bills  are  more  realistic  barometers  of 
need. 

We  should  like  to  note,  that  throughout  tlie  life  of  the  act, 
dental  schools  have  been  apportioned  20  per  cent  of  the  sums  appro- 
priated for  construction.  This  has  represented,  in  our  view,  a 
reasonably  fair  share  of  these  funds.  This  allocation  assumes 
even  greater  importance  now  because  of  the  immense  backlog.  We 
would  hope  that  the  Committee  would  continue  to  follow  the  pre- 
cedent, originally  set  by  Congressional  action,  and  specify  that 
dental  schools  will,  in  fiscal  1972,  receive  20  per  cent  of  the 
total  appropriation  for  construction. 
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C.  Loans  and  Scholarships:  Throughout  the  life  of  health 

manpower  legislation,  a separate  loan  and  scholarship  fund  has 
been  maintained  for  health  school  students.  The  justification 
for  this  is  two-fold. 

First  of  all, the  vast  majority  of  such  students,  including  all 
dental  students  have  already  undergone  some  undergraduate  educa- 
tion. Indeed,  nearly  two-thirds  of  all  dental  students  have  com- 
pleted four  years  of  undergraduate  education.  They  and  their 
families,  then,  have  already  had  to  face  those  expenses,  and  in 
many  cases,  money  has  Been  borrowed  for  them.  The  four  years  of 
dental  school,  then,  present  an  entirely  new  financial  burden  to 
families  and  students. 

Secondly,  professional  health  education  is  highly  expensive  and, 
within  that  category,  dental  students  currently  pay  the  highest 
tuition  costs  for  any  professional  education. 

The  average  four-year  educational  cost  to  a student  in  1970  was 
nearly  $9,000.  For  the  past  decade,  this  tuition  has  been  rising 
at  the  rate  of  7 to  10  per  cent  a year.  In  some  schools,  four- 
year  educational  cost  now  exceed  $12,000  per  student.  Those 
who  are  expert  on  trends  within  dental  education  tell  us  that 
we  are  already  seeing  a decline  in  students  from  more  modest 
financial  levels.  It  is  intolerable  to  have  a health  education 
system  where  the  bench-mark  of  acceptance  is  not  ability,  energy 
or  degree  of  commitment  but,  instead,  the  income  of  one's  father. 

As  an  additional  note,  we  would  want  the  Committee  to  know  that, 
in  the  past  three  years,  through  their  own  increased  initiative 
and  with  some  private  foundation  assistance,  dental  schools  have 
managed  to  double  the  number  of  black  first-year  students.  En- 
rollment of  other  minorities  has  appreciably  increased  as  well. 

To  a much  greater  extent  than  other  groups  of  students,  though, 
these  talented  and  highly  committed  youngsters  need  broad  finan- 
cial support  during  their  years  of  study. 

Under  present  law,  loans  to  students  had  a ceiling  of  $2,500  per 
student  per  year.  In  fact,  though,  the  average  loan  going  to  such 
men  and  women  has  rarely  been  one-half  of  this  ceiling  and  with, 
regard  to  scholarships,  where  the  same  ceiling  applies,  it  has 
been  as  low  as  one-third  the  authorized  maximum.  This  has  come 
about  because  sufficient  funds  to  permit  ample  allocation  have 
never  been  requested.  Here,  too,  adherence  in  fiscal  1972  to  the 
levels  authorized  in  the  pending  legislation  would  begin  to  re- 
verse the  situation.  This  money  it  should  be  said  is  an  excel- 
lent investment  in  the  health  care  of  the  nation.  This  is  parti- 
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cularly  so,  it  seems  to  us,  in  light  of  the  fact  that  the  money 
would  be  returning  to  the  government,  with  interest,  as  the  loans 
mature.  Given  ample  funding  for  a reasonable  period  of  time, 
the  health  students  loan  fund  could  become  self-supporting  as 
re-payments  are  used  for  new  loans. 

Allied  Health  Professions 


The  present  gap  between  need  for  and  accessibility  of  dental  care 
cannot  be  narrowed  in  the  near  future  without  vastly  increased 
numbers  of  dental  auxiliaries. 

There  are  today  some  18,000  dental  hygientists,  103,000  dental 
assistants  and  26,000  dental  laboratory  technicians.  The  re- 
sulting ratios--  17  hygientists,  101  dental  assistants  and  26 
dental  laboratory  technicians  for  every  100  dentists--  are  far 
below  what  is  necessary.  We  ought  to  have  today  nearly  two  and 
one-half  as  many  hygienists  twice  as  many  assistants  and  nearly 
twice  as  many  technicians. 

Federal  participation  in  the  effort  to  increase  the  number  of 
auxiliaries  is  centered  in  the  Allied  Health  Professions  Per- 
sonnel Training  Act,  which  was  recently  extended.  The  law  is 
well  designed  to  fill  the  particular  needs  in  this  area.  Various 
sections  of  the  law  cover  matching  grants  for  construction,  work- 
study  programs,  teaching  fellowships,  basic  and  special  project 
grants  for  the  institutions  as  well  as  loans  and  scholarships  for 
students . 

Regrettably,  the  fiscal  1972  request  is  not  only  far  below  what 
is  possible--less  than  one-third  of  the  authorization  is  being 
asked — but  whole  sections  of  the  law  are  being  left  wholly  un- 
funded. There  is  no  money  asked  for  special  improvement  grants, 
none  for  scholarships,  none  for  work-study  programs , none  for 
loans  for  construction.  It  is  difficult  to  understand  how  an 
Administration  that  lays  such  stress  on  the  need  for  vastly 
expanded  auxiliary  assistance  can  so  underfund  the  central  federal 
program  for  the  training  of  such  additional  personnel.  Our  Asso- 
ciations would  recommend  that  the  Administration  request  be  doubled 
and  that  the  Committee  specify  that  at  least  some  funds  should  go 
to  each  of  the  nine  sections  of  the  law. 
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The  National  Institute  of  Dental  Research 

This  agency  of  the  National  Institutes  of  Healthy- is,  by  any  defi- 
nition, the  single  most  important  element  in  dental  research  in 
the  United  States;  perhaps,  in  the  world.  Though  it  is  the  smallest 
of  any  of  NIH's  basic  research  components,  its  importance  in  its 
field  is  as  great  as  any. 

Over  past  fiscal  years,  the  Institute  has  had  a variable  experi- 
ence with  regard  to  funding.  In  both  fiscal  1970,  it  suffered 
substantial  cuts  in  its  overall  budget.  Indeed,  its  fiscal  1970 
budget  was  all  but  identical  to  the  sum  appropriated  in  fiscal 
1967.  Over  four  fiscal  years,  then,  given  the  decline  in  pur- 
chasing power,  NIDR's  base  steadily  shrunk. 

This  decline  began  to  be  reversed  in  the  present  fiscal  year  and 
the  fiscal  1972  appropriation  request  would,  if  approved,  consti- 
tute further  improvement.  This  apparent  change  in  the  attitude 
of  the  executive  branch,  which  will  hopefully  continue,  is  most 
welcome.  It  must  be  said,  however,  that  the  ill  effects  suffered 
as  a result  of  the  standstill  during  fiscal  1967-1970  are  far  from 
being  thoroughly  remedied. 

The  increase  of  funds  for  this  year,  and  that  requested  for  the 
coming  period,  is  largely  earmarked  for  a special  purpose,  the 
National  Caries  program.  No  one  will  deny  the  importance  of  the 
National  Caries  program.  The  incidence  of  caries  among  Americans 
is  deplorably  and  unnecessarily  heavy.  The  cost  of  treating  den- 
tal caries  is  estimated  to  be  at  least  $2  billion  a year.  A base 
of  research  has  been  carefully  and  painstakingly  built  in  recent 
years  under  the  leadership  of  NIBR.  It  is  important  to  take  advan- 
tage of  this  fact  and  initiate  the  kind  of  concentrated  effort 
that  can  hoPefully  yield  major  results  in  the  foreseeable  future. 

We  applaud  the  effort  to  move  ahead  swiftly. 

Nevertheless,  this  concentration  on  the  special  program  is  exacting 
penalties  elsewhere,  penalties  that,  in  our  view,  are  somewhat  higher 
than  should  be  expected.  According  to  our  information,  some  $9  mil- 
lion will  go  for  the  National  Caries  program  in  fiscal  1972.  The 
remaining  $29  million,  as  the  Administration  itself  candidly  admits, 
is  insufficient  to  even  arrest,  much  less  reverse,  the  continuing 
decline  in  other  NIDR  programs. 

For  example,  there  were  317  research  grants  funded  in  fiscal  1966 — 
six  fiscal  yeais  ago-and  yet  it  is  anticipated  that  only  208  will 
be  funded  next  year.  There  were  104  training  grants  funded  in  fis- 
cal 1966  as  compared  with  an  expected  81  in  the  coming  fiscal  period. 
Fellowship  grants  numbered  120  in  fiscal  1966  against  81  in  the 
coming  year. 
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These  are  extraordinarily  serious,  cut-backs  that  will  adversely 
affect  the  entire  spectrum  of  oral  research.  It  is  incomprehen- 
sible to  us  that  such  sharp  reductions  could  be  contemplated  at 
the  very  time  when  need  and  demand  are  moving  just  as  sharply  in 
the  opposite  direction.  Greater  numbers  of  trained  men  and  women 
are  needed  to  investigate  causes  and  cures  of  oral  cancer,  of 
cleft-lip  and  palate,  or  periodontal  disease,  the  chief  cause  of 
tooth  loss  in  those  over  the  age  of  35. 

Further,  as  the  dental  school  system  moves  ahead  in  response  to 
growing  demand,  with  federal  help,  the  new  and  expanded  schools 
will  need  faculty  members  with  high  qualifications.  The  FIDR 
training  grant  and  fellowship  programs  are  a prime  source  for 
such  men  and  women. 

It  is  the  belief  of  our  Associations  that  an  increase  in  the  fis- 
cal 1972  budget  is  essential  if  NIDR  is  going  to  be  able  to  main- 
tain a well  balanced  program  with  at  least  some  perceptible  pro- 
gress in  most  areas  within  its  purview.  At  a minimum,  we  believe 
that  an  annual  6 per  cent  cost-of-living  increase,  beginning  with 
fiscal  1969,  should  be  incorporated  into  the  NIDR  budget  in  addi- 
tion to  the  earmarked  funds  for  the  National  Caries  Program.  On 
that  basis,  the  fiscal  1972  budget  for  the  Institute  would  be  $43.6 
million.  We  ask  that  the  Committee  appropriate  such  a sum. 

Division  of  Dental  Health 


Few  agencies  within  the  Department  of  Health,  .Education  and  Welfare 
are  called  upon  to  perform  so  wide  a range  of  essential  duties 
v;ith  such  limited  resources  as  is  the  Division  of  Dental  Health. 

Among  the  Division's  current  responsibilities  are  applied  research 
on  filling  materials,  supervision  of  dental  public  health  trainee- 
ships,  conduct  of  experimental  programs  on  expansion  of  dental 
auxiliary  duties  and  delivery  of  care  for  rural  children,  explora- 
tion of  continuing  education  devices,  liaison  duties  with  other 
federal  agencies  carrying  out  programs  with  dental  aspects,  funding 
of  programs  in  dental  schools  directed  toward  improving  the  pro- 
ductivity of  dentists  and  investigation  of  alternative  methods 
of  dental  prepayment. 

For  some  years,  the  Division  has  been  so  undervalued  by  the  Depart- 
ment that  it  has  had  to  struggle  to  fulfill  these  responsible  and 
complex  duties  v;ith  total  annual  budgets  that  never  exceeded  $12 
million.  Now,  in  the  fiscal  1972  budget,  the  Department's  line 
item  has  totally  disappeared.  This  means  that  Congress  can  no 
longer  exercise  any  precise  scrutiny  whatever  of ‘the  Division's 
activities. 
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This  is,  we  might  say,  the  second  time  in  recent  years  that  the 
Department  has  attempted  to  pre-empt  the  prerogative  of  Congress 
with  respect  to  this  Division.  Our  Associations  thought  it  was 
a serious  error  of  judgment  the  last  time  and  were  most  grateful 
when  Congress  demanded  the  restoration  of  the  line  item.  It  is 
our  hope  that  Congress  will  once  again  reverse  this  attempted 
pre-emption. 

The  Division  occupies  a singularly  important  position  so  far  as 
national  and  state  dental  organizations  are  concerned.  It  has  a 
significance  far  beyond  the  dollar  levels  it  has  been  accorded. 

The  Division,  it  is  fair  to  say,  is  the  sole,  central  HEW  agency 
dealing  with  many  dental  public  health  affairs  of  importance  not 
just  to  the  profession  but,  to  the  public.  Its  broad-based  acti- 
vities deserve  the  highest  possible  visibility  as  well  as  more 
generous  support. 

There  is,  for  example,  no  parallel  source  within  the  entire  federal 
government  for  the  programs  (DAU  and  TEAM)  of  the  Division  that 
train  dental  students  to  work  with  expanded  function  auxiliaries 
in  order  to  stretch  the  productivity  of  professional  manpower. 

Such  programs  are  strongly  supported  by  the  profession  and  the 
dental  education  system.  It  is  our  understanding  that  some  25  to 
30  schools  would  incorporate  this  program  into  their  curriculum 
were  sufficient  funds  available  as  grants.  Last  year,  only  nine 
schools  could  be  partially  funded. 

A number  of  additional  examples  could  be  cited.  The  point  is  that 
such  efforts  as  these  have  in  themselves  far  greater  importance 
than  the  severely  limited  funds  would  indicate?  indeed,  a greater 
degree  of  autonomy  for  this  Division  is  justly  indicated,  rather 
than  an  effort  to  downgrade  it.  In  addition,  as  we  have  noted, 
the  dental  profession  attaches  great  importance  to  Congress  having 
direct  knowledge  of  these  matters,  something  that  can  take  place 
only  if  the  Division  Director  appears  before  the  appropriate 
Committees  to  testify  to  an  independent,  line  item  budget.  We 
urge  the  Committee  to  re-establish  the  line  item  for  the  Division 
of  Dental  Health  and,  for  fiscal  1972  to  allocate  an  additional 
$5  million  to  enable  the  Division  to  more  fully  meet  its  diversi- 
fied responsibilities. 

We  should  like,  as  well,  to  call  to  the  Committee's  attention  a 
matter  touching  the  Division  of  Dental  Health,  a matter  that  is 
especially  critical  with  regard  to  timing. 

In  fiscal  1968,  Congress  appropriated  $2.5  million  to  the  Division 
for  construction  of  special  purpose  facilities  in  its  Dental  He^th 
Center  in  San  Francisco.  The  following  year.  Congress  supplemented 
that  with  an  additional  $600,000, 
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It  is  our  understanding  that  this  construction  has  not  yet  gone 
ahead  because  the  National  Institutes  of  Health,  of  which  the 
Division  is  a part,  has  not  been  able  to  identify  $1.5  million 
in  its  building  and  facilities  budget  for  the  purchase  of  necessary 
equipment. 

As  the  delay  continues,  of  course,  the  purchasing  power  of  the  con- 
struction funds  erodes.  More,  importantly,  vital  activities  with 
regard  to  use  of  dental  manpower  are  badly  hampered. 

Within  the  coming  years,  great  change  undoubtedly  will  take  place 
in  the  practice  of  dentistry  and  in  the  expectations  and  demands 
of  the  public  with  respect  to  the  dental  services  they  receive. 

VJith  increasing  demands  for  change,  the  program  planned  for  the 
new  facility  of  the  Division  could  play  a major  role  in  preparing 
professional  and  allied  school  faculty  members,  private  practi- 
tioners, student  counselors,  health  care  administrators  and  a 
whole  host  of  others  to  take  the  lead  in  making  constructive 
changes  which  will  permit  the  public's  rising  expectations  to  be 
met . 

If  the  facility  were  open  within  the  current  calendar  year,  training 
programs  would  be  initiated  for  faculty  of  dental  schools  who  are 
charged  with  training  dental  students  in  the  effective  use  of 
various  types  of  dental  auxiliaries,  in  the  management  of  staffs 
of  dental  auxiliaries  trained  at  different  skill  levels,  and  in 
the  technology  of  curriculum  design,  modification  and  evaluation. 
Faculty  of  auxiliary  training  schools  would  be  aided  similarly. 
Private  practitioners  would  be  offered  opportunity  to  continue 
their  education,  particularly  as  it  relates  to  updating  and 
streamlining  their  practices.  Health  care  adm.inistrators — those 
needed  for  neighborhood  health  centers,  area  health  education 
centers,  health  maintenance  organizations  and  other  new  types 
of  organizations  which  are  destined  to  develop  and  grow  as 
mechanisms  through  which  dental  health  services  will  be  provided 
in  the  future — would  be  trained  in  management  skills,  principles 
of  dental  health  practice,  economics  of  health  care,  and  related 
subjects.  State  and  local  health  agency  personnel,  who  may  be 
expected  to  carry  an  even  greater  share  of  responsibility  for 
health  services  planning,  development  and  administration  in  the 
future  as  decentralization  of  authority  and  funding  of  programs 
moves  to  the  States,  would  be  given  continuing  opportunity  to  keep 
abreast  of  new  prevention  and  service  developments  which  are  ready 
for  application  within  the  States,  to  increase  their  skills  in 
program  planning  and  evaluation,  to  increase  their  capacities  to 
handle  cross-cultural  relationships  effectively,  and,  in  general 
to  play  their  essential  leadership  roles  effectively. 
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Our  Associations  are  most  concerned  that  if  action  is  not  taken 
during  fiscal  1972,  the  $3.1  million  appropriated  for  construction 
will  no  longer  be  adequate  for  the  purpose.  Indeed,  revisions  of 
planning  have  already  had  to  take  place. 

We  would,  consequently,  urge  this  Committee  to  take  two  necessary 
actions.  First,  to  provide  $1.5  million  from  fiscal  1972  buildings 
and  facilities  budget  of  NIH,  to  be  earmarked  for  purchase  of  equip- 
ment for  the  San  Francisco  dental  health  center  annex  of  the  Divx- 
sion  and,  secondly,  to  recommend  that  the  $3.1  m.illion  for  con- 
struction of  that  annex  be  made  available  to"  the  Division  so  that 
construction  activities  can  begin. 

Pilot  Dental  Care  Projects  for  Needy  Children 

Dental  disease  is  unique  in  being  so  endemic;  nearly  everyone  is 
susceptible  to  it.  Yet,  most  kinds  of  dental  disease  are  prevent- 
able. 

For  this  reason,  the  dental  profession  has  long  attempted  to  per- 
suade the  nation,  and  its  public  agencies,  that  a preventive  pro- 
gram, especially  one  aimed  at  children,  is  the  soundest  approach, 
both  professionally  and  fiscally,  to  genuine  control  of  the  dental 
disease  problem. 

Since  1967,  there  has  been  in  existence  authority  under  the  Social 
Security  Act  (Section  510  of  Title  V)  to  launch  a series  of  pilot 
dental  care  projects  for  needy  children.  Such  projects  would 
accomplish  two  purposes . They  would  first,  make  available  badly 
needed  care  to  a number  of  poor  children  who  now,  for  reasons  be- 
yond their  control,  receive  none.  Secondly,  they  would  permit 
experimentation  with  various  methods  of  doing  this  in  an  attempt 
to  identify  those  delivery  and  administrative  approaches  that 
showed  the  most  promise. 

Though  this  authority  has  now  been  in  existence  for  more  than 
four  years,  and  despite  urgings  from  this  Committee  and  its  House 
counterpart,  the  Department  of  Health,  Education  and  Welfare  has 
consistently  refused  to  fund  the  projects  in  any  meaningful  way. 

The  authority  for  the  projects  will  expire  at  the  end  of  the 
coming  fiscal  year.  The  Department  having  been  so  shortsightedly 
adamant  over  so  long  a period,  our  Associations  no  longer  believe 
it  feasible  to  continue  to  cling  to  this  approach.  Too  much  time 
has  already  been  lost,  time  during  which  we  could  have  gathered 
a significant  amount  of  data  that  would  be  invaluable  today  as 
direct  care  programs  expand. 
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It  is  for  this  reason,  among  others,  that  our  Associations,  and 
the  entire  dental  profession,  are  so  gratified  at  the  introduction 
by  the  Chairman  of  this  Subcommittee  of  S.  1874,  the  Children's 
Dental  Health  Act  of  1971. 

In  the  barely  eight  weeks  since  its  introduction,  the  bill  has 
attracted  some  40  co-sponsors  and  has  already  been  the  subject 
of  hearings  by  the  health  subcommittee  of  the  Senate  Labor  and 
Public  Welfare  Committee. 

S.  1874,  in  addition  to  giving  new  life  to  the  pilot  dental  care 
projects,  would  enlist  federal  participation  in  a more  meaningful 
way  in  the  training  of  dental  auxiliaries,  in  the  attempt  to  teach 
dental  students  and  dentists  how  best  to  work  with  such  auxiliaries 
and  would  also  enable  the  federal  government  to  respond  to  requests 
for  assistance  from  communities  and  schools  wishing  to  fluoridate 
their  water  supplies.  It  is  our  hope  that  S.  1874  will  continue 
along  the  path  toward  enactment  at  its  present  rate  and  that,  in 
the  near  future,  we  will  be  able  to  testify  before  this  Committee 
on  fiscal  1972  appropriations  for  its  implementation. 
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HEALTH  MANPOWER 

Dr.  Salley.  In  just  a few  minutes  I would  like  to  summarize  some 
of  the  basic  points  contained  in  that  statement.  First,  we  speak  to  the 
question  of  health  manpower.  I will  simply  say  at  this  point  that  in 
view  of  the  present  status  of  the  health  manpower  legislation  we  have 
no  specific  recommendations  to  make  at  this  time  concerning  appro- 
priations, but  in  the  record  statement  we  do  mention  some  guidelines 
which  we  hope  the  committee  will 

Senator  Magnuson.  They  are  very  helpful.  As  I have  said  here 
many  times  today,  it  is  entirely  possible  we  can  get  that  before  we  get 
this  bill  ready,  but  what  bothers  me  is  not  so  much  the  House  and 
Senate  conferences  on  it^ — I think  they  will  come  to  some  conclusions 
the  first  of  the  week — but  it  still  has  to  go  down  to  the  budget. 

The  budget,  as  Chris  knows,  we  don’t  know  how  long  they  will  take 
to  come  up  here  with  the  money  or  the  recommendation  for  the  money. 

Dr.  Salley.  The  other  point  we  would  like  to  mention  to  you, 
Mr.  Chairman,  is  the  plight  of  the  National  Institute  of  Dental 
Research,  which  we  think  is  probably  the  most  important  component 
and  institution  in  the  country,  if  not  in  the  world,  which  devotes  itself 
to  dental  research.  Like  many  of  the  speakers  you  have  heard  today 
who  have  referred  to  different  institutes  in  the  NIH,  we  feel  that  the 
NIDR  is  vastly  underfunded  and  we  would  like  to  suggest  that  taking 
into  consideration  the  needed  increases  based  upon  cost  of  living  plus 
the  caries  initiative  program  that  the  1972  budget  contained  $43.6 
million  for  the  NIDR. 

Senator  Magnuson.  Yes;  with  the  budget  recommendation  for  the 
Institute  you  are  standing  still,  or  even  going  backward. 

Dr.  Salley.  We  have  gone  backward.  The  caries  initiative  has 
brought  us  up  in  dollars,  but  in  total  program  we  are  still  standing 
still  and  we  need  to  expand. 

Another  point  that  we  would  like  to  leave  with  you  if  we  could  is 
the  Division  of  Dental  Health,  which  is  probably  the  only  agency 
within  HEW  which  devotes  itself  to  the  concerns  for  the  delivery  of 
dental  health  services  with  the  promotion  of  expanded  function  of 
dental  auxiliaries,  dental  auxiliary  utilization,  and  so  on. 

This  makes  the  second  year  in  a row  that  the  Department  has  at- 
tempted to  delete  the  Division  of  Dental  Health  as  a line  item  in  the 
budget.  One  of  the  major  concerns  we  have  is  that  if  this  deletion  is 
allowed,  then  Congress  will  have  no  way  of  continuing  surveillance 
of  the  program  of  the  division.  We  hope  that  you  will,  as  you  did 
last  year,  place  it  back  into  the  bill. 

Finally,  Senator  Magnuson,  we  simply  will  take  a minute  to  ex- 
press the  appreciation  of  both  of  our  associations  for  your  authorship 
of  Senate  1874  and  we  look  forward  hopefully  to  the  time  we  can  come 
back  and  testify  on  appropriations  then. 

Senator  Magnuson.  I want  to  express  my  appreciation  for  all  the 
help  you  people  and  Chris  and  everybody  gave  me  on  this  thing.  As 
a matter  of  fact,  the  bill  is  moving  with  remarkable  speed  for  this 
place.  As  I said  earlier.  Senator  Kennedy  thinks  he  can  get  it  out 
next  week.  We  might  be  able,  after  we  get  back  after  the  recess,  on  a 
supplemental  get  something  moving,  get  our  foot  in  the  door  on  it. 

Dr.  Salley.  That  will  be  very  gratifying. 

63-792  o— 71— pt.  4 50 
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Senator  Magnuson.  Everybody  gave  me  a great  deal  of  help  on  it. 

We  have  heard  a lot  of  testimony  here.  We  had  some  good  testimony 
on  dental  assistants  here  today.  That  lady  from  Columbia,  Mrs. 
McLean.  I was  very  pleased  that  she  mentioned  about  some  of  the 
community  colleges  starting  out  this  2-year  course.  That  can  come 
under  that  vocational  money  we  have  in  the  Office  of  Education,  as  well 
as  allied  health. 

The  college  might  secure  a grant  and  say  one  of  the  things  we  have 
going  is  a school  for  dental  assistants  just  as  well  as  a school  for  auto 
mechanics  or  something  like  that.  I am  hopeful  we  can  take  advantage 
of  it.  This  will  be  a pool  for  auxiliaries  down  there  with  those  people. 

Dr.  Salley.  In  my  own  home  State  of  Maryland,  since  September 
we  have  had  four  dental  assistant  programs  begin  in  the  community 
colleges. 

ANTICIPATED  STATEMENTS 

Senator  Magnuson.  We  thank  you  very  much.  This  concludes  the 
hearings  for  nondepartmental  witnesses.  Several  Members  of  the  Sen- 
ate have  requested  an  opportunity  to  file  statements  for  the  record  and 
we  will  therefore  keep  the  record  open  for  5 days  to  receive  statements 
and  testimony  from  Senators.  Many  who  wanted  to  testify  did  not  real- 
ize that  we  would  be  moving  this  fast  with  the  hearings  and  we  don’t 
want  to  shut  the  door  too  quickly.  So  the  record  will  be  open  and  the 
statements  we  receive  will  be  included  in  the  record  at  the  end  of  this 
day’s  hearing. 

(The  submitted  statements  follow :) 
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Statement  of  Hon.  Jacob  K.  Javits,  U.S.  Senator  From 

New  York 

I am  pleased  to  be  here  and  share  with  the  Subcommittee  my 
views  on  the  adequacy  of  the  President's  budget  requests  for 
critically  needed  health  programs.  I will  focus  on  certain  major 
areas  of  concern:  health  manpower,  biomedical  research  and  special 

programs  (lead-based  paint,  alcoholism,  and  drug  abuse). 

MANPOWER  RESOURCES 

There  is  a national  concensus  that  there  is  a severe  shortage 

of  all  health  manpower,  the  vital  resources  necessary  to  provide 

health  services.  I would  strongly  urge  the  Committee  to  fund  the 

recently-passed  Senate  health  manpower  and  nursing  bills  (which 

are  presently  in  conference)  at  their  full  level  of  authorizations , 

$1,190,000,000  for  health  manpower  (S.  93^),  and  $350,500,000  for 

nurse  training  (S.  19^7).  Let  me  briefly  call  to  your  attention 

/ 

several  components  of  these  innovative  health  manpower  measures. 

A.  There  is  authorized  $200  million  for  a new  consolidated 
program  of  construction  grants,  which  includes  health  professions 
teaching  facilities,  medical  library  facilities,  and  health  research 
facilities.  In  one  facet  of  this  program,  health  professions  educa- 
tional facilities,  there  is  a backlog  of  $6l4, 018,366  approved  but 
unfunded  projects*  a backlog  that  includes  nine  new  schools  of 
medicine  and  four  schools  of  dentistry,  which  would  respectively 
produce  620  and  320  new  first  year  places.  There  are  an  additional 
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$151^768^758  medical,  dental  and  pharmacy  school  construction 
project  applications  pending  Council  action. 

To  extend  the  reach  of  Federal  assistance  beyond  grants, 
there  is  a new  loan  guarantee  and  interest  subsidy  program.  Eight 
million  is  authorized  for  the  3^  interest  subsidy  provided  under 
the  bill.  If  we  are  to  stimulate  the  construction  of  these  urgently 
needed  facilities,  it  is  vital  that  the  loan  guarantees  and 
interest  subsidies  be  made  available. 

B.  To  bring  manpower  to  medically  underserved  areas, 
$102,500,000  is  authorized  for  student  assistance  programs  based  on 
estimates  of  best  available  information  on  numbers  of  schools  and 
entering  class  sizes.  In  1971  the  loan  assistance  programs  provided 
help  to  22,422  students  and  18,255  students  were  assisted  by  scholar 
ships.  At  this  point  in  America's  health  care  crisis,  it  is  par- 
ticularly important  to  have  programs  which  encourage  manpower  distri 
bution  by  specialty  as  well  as  geographic  area,  as  provided  in 

the  health  manpower  and  nursing  bills.  We  must  encourage  students 
to  enter  specialties  that  are  of  particular  Importance  to  the 
improvement  and  distribution  of  health  care  and  all  student 
assistance  programs.  Both  the  manpower  and  nursing  legislation 
Include  incentives  for  practice  in  health  manpower  shortage  areas. 

C.  Our  health  professions  educational  institutions  must 

be  assured  of  Federal  funds  sufficient  to  stabilize  their  finances 
if  they  are  to  respond  to  national  needs  and  $426  million  is 
authorized  for  institutional  support  to  health  professions  schools. 
The  authorization  is  computed  as  an  entitlement  on  the  basis  of 
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individual  school  enrollment  with  capitation  incentives  for 
increased  enrollment ^ shortened  curriculum^  and  the  training  of 
physicians'  assistants.  A sound  base  of  institutional  support 
will  alleviate  financial  distress  in  the  schools  of  the  health 
professions ^which  in  recent  years  has  necessitated  some  60  schools 
of  medicine  and  osteopathy  and  22  schools  of  dentistry  to  receive 
Federal  assistance  due  to  severe  financial  straits.  ¥e  cannot  risk 
having  our  schools  undermine  the  quality  of  our  educational  pro- 
grams due  to  severe  financial  distress. 

D.  Twenty-five  million  is  authorized  to  explore,  test  and 
ppply  computer  technology  to  improve  the  quality  and  efficiency 
of  medical  and  health  care  services.  Expectations  and  demand  for 
health  services  have  far  outstripped  the  capabilities  of  scarce 
resources  to  deliver  them.  It  is  urgent  that  we  take  advantage  of 
the  impact  that  this  new  technology  can  provide  the  strategy  for 
effective  health  care  delivery. 

BIOMEDICAL  RESEARCH 

The  Senate  has  made  major  efforts  this  year  to  improve 
medical  research  which  seeks  to  conquer  the  dread  disease  of  cancer. 
The  new  legislative  initiative  supports  my  testimony  of  previous 
years  before  this  Subcommittee  urging  a Manhattan -type  project  to 
combat  cancer  and  I strongly  support  the  budget  request  for  cancer 
research.  However,  I am  deeply  concerned  by  the  implied  budget 
request  cutbacks  for  the  other  very  important  institutes  of''cho« 
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National  Institutes  of  Health. 

The  NIH  FY  1972  budget  for  graduate  research  and  training 
programs  is  $37,048^000  less  than  the  amount  appropriated  for  this 
purpose  in  FY  1971. 

NIH  Graduate  Fellowship  and  Training  Grant  programs  constitute 
the  basic  national  investment  in  the  young  minds  and  ideas  that  will 
shape  the  future  of  medical  education  and  research.  Only  through 
these  programs  will  the  new  investigators  required  for  such  proposed 
major  research  efforts  as  the  attack  upon  cancer  be  made  available. 

In  like  manner,  the  additional  faculty  upon  which  the  Nation's 
efforts  to  expand  medical  education  and  the  training  of  health 

cl 

manpower  is  almost  completely  dependent  will  derive  from  these 
training  efforts.  Reductions  in  these  vital  programs  will  only 
serve  to  thwart  other  national  objectives. 

Also,  there  is  an  $11.5  million  reduction  in  the  General 
Research  Support  program  of  the  NIH  below  the  level  of  funding 
established  for  this  program  in  FY  1971  appropriations.  Resea.rch 
and  research  training  programs  provide  funds  which  c-an  be  used  in 
the  development  of  new  programs;  provide  initial  support  for  young 
investigators  undertaking  pilot  projects  and  feasibility  studies, 
and  support  centralized  facilities  and  services  needed  by  multiple 
investigators.  These  funds  greatly  multiply  the  value  of  appro- 
priations specifically  directed  to  the  support  of  research  projects 
and  phasing  out  this  program  will  substantially  ipipair  the  effective- 
ness of  our  entire  medical  research  structure. 
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Although  a biomedical  research  budget  of  $1,292,000,000 
can  hardly  be  called  modest,  in  essence  the  total  research  activities 
of  all  the  NIH  institutes  are  substantially  the  same  as  last  year. 

In  1971  the  comparable  appropriation  with  the  1972  budget  request 
as  testified  to  by  HEW  on  July  19,  1971  --  exclusive  of  the  $100 
million  special  cancer  initiative  — indicates  an  increase  of 
approximately  $l4  million  or  1.2^,  not  even  a cost  of  living  increase. 

I would  also  direct  the  Subcommittee's  attention  to  the 
National  Heart  and  Lung  Institute,  which  suffers  a cutback  of 
$1,526,000  if  the  increase  of  $4.8  million,  called  for  by  the 
President's  health  message  of  February  18,  1971,  for  sickle  cell 
anemia,  is  added  to  the  1971  appropriation. 

I would  recommend  the  Subcommittee  restore  that  budget 
cutback  and  the  budget  cutbacks  in;  the  National  Institute  of 
Arthritis  and  Metabolic  Diseases  of  $1,393,000;  the  National 
Institute  of  Neurological  Diseases  and  Stroke  of  $7,152,000;  the 
National  Institute  of  Allergy  and  Infectious  Diseases  of  $4l8,000; 
the  National  Institute  of  General  Medical  Sciences  of  $10,564,000; 
and  the  John  E.  Fogarty  International  Center  for  Advanced  Study 
in  the  Health  Sciences  of  $400,000  to  their  1971  level,  plus  no 
less  than  a 7.9^  medical  cost  of  living  increase. 

SPECIAL  TARGETED  PROGRAMS 

A.  Lead-Based  Paint.  I support  the  Administration's 
request  for  an  additional  $2  million  in  an  amendment  to  the  1972 
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HEW  budget j to  make  a start  toward  eliminating  lead-based  paint 
poisoning  --  which  strikes  400,00'0  children  annually,  causes 
3,000  to  suffer  brain  damage  and  800  to  die  --  but  it  is  not  enough. 
This  is  a preventable  disease  and  the  Bureau  of  Community  Environmental 
Management  (BC£]M)  had  received  requests  from  38  communities 
amounting  to  $33  million  for  local  lead  control  programs. 

I urge  this  Subcommittee  to  appropriate  for  FY  1972, 

$24,990,000,  the  full  amount  authorized  for  the  Department  of  Health, 
Education  and  Welfare,  to  develop  community  treatment  and  screening 
programs . 

B.  Alcoholism.  I am  deeply  distressed  that  there  is  no 
request  for  funding  any  of  the  $100  million  in  authorizations  for 
programs  established  under  P.L.  9I-816  (project  grants  and  state 
olannlng  grants)  to  meet  a national  crisis,  and  I would  strongly 
urge  the  Committee  to  fund  at  the  full  level  of  authorizations. 

There  are  85,000  alcohol  abuse-related  deaths  annually  and  the 
direct  annual  alcoholism  public  health  problem  costs  are  con- 
servatively estimated  at  $15  billion  ($10  billion  in  lost  work 
time;  $2  billion  in  health  and  welfare;  and  $3  billion  in  traffic 
accident  costs).  There  is  an  additional  $100  million  for  police, 
court  and  penal  costs. 

Although  alcoholism  is  one  of  the  most  prevalent,  destructive, 
costly  and  tragic  forms  of  illness  in  the  United  States  --  there 
are  nine  million  alcoholics  --  the  1972  request  of  $30.6  million 
for  NIMH  and  OEO  programs  provides,  as  I previously  indicated, 
no  funds  for  alcoholism  programs  under  P.  L.  9I-616.  It  is  only 
a $6.4  million  increase  --  or  less  than  a penny  for  each  alcoholic  -- 
to  meet  a health  problem  of  immense  and  tragic  proportions. 
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Although  there  is  a $15  million  increase  proposed  for  staffing 
community  mental  health  centers  ($105.1  million  for  1972  compared 
to  $90.1  million  in  I971),  in  fact  this  will  result  in  staffing  10 
fewer  nev;  projects.  Just  as  we  have  begun  to  develop  community 
involvement.-.  Similarly,  the  community  mental  health  centers  con- 
struction program  is  reduced  by  $27,678,000. 

I would  note  that  the  New  York  City  Department  of  Mental 
Health,  Bureau  of  Alcoholism  Services,  advises  there  is  no  Federal 
support  for  the  $6,000,000  required  to  implement  its  plan  for 
six  new  treatment  centers^ needed  to  overcome  its  severe  facility 
shortage,  which  presently  reaches  less  than  2.%  of  the  City's 
300,00c  alcoholics. 

There  are  fragmented  budget  request  increases  for  funding 
various  alcoholism  programs,  but  tragically  the  funds  requested  will 
be  insufficient  to  realistically  help  the  millions  of  Americans 
who  are  alcoholics.  The  HEVv  professional  judgment  budget  indicates 
that  a first-year  comprehensive  alcoholism  treatment  program  would 
require  $155,430,000  in  1972.  I request  that  the  professional 
Judgment  budget  and  description  of  costs  be  made  a part  of  my 
remarks . 

C.  Drug  Abuse.  I applaud  the  President's  announcement 
and  initiative  in  indicating  that  1972  obligations  for  programs 
to  combat  drug  abuse  will  rise  to  $381  million  from  a total  of 
$178  million  in  1971.  However,  the  magnitude  and  scope  of  the 
narcotics  problem,  readily  seen  from  an  examination  of  statistics 
from  my  own  City  of  New  York,  conclusively  proves  that  substantial 
additional  funds  must  be  provided. 

In  i960,  there  were  less  than  200  narcotic-related  deaths, 
yet  ten  years  later,  in  1970,  the  number  of  such  deaths  increased 
to  over  1000  --  215  of  these  were  teenagers  and  the  youngest  was 
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only  13  years  old.  It  is  a tragic  fact  that  more  people  ages 
15-35  die  as  a result  of  narcotics  than  from  any  other  single  cause. 
Experts  now  indicate  that  there  are  over  250,000  addicts  in  the 
Nation  and  over  100,000  of  them  are  in  New  York.  The  demonstrable 
relationship  between  narcotics  addiction  and  the  commission  of 
serious  crimes  is  no  longer  subject  to  question,  and  the  cost  in 
terms  of  broken  homes,  estranged  families  and  lost  opportunities 
constitutes  one  of  the  most  pervasive  social  tragedies  of  our  times. 
According  to  NIMH  officials,  an  estimated  40  million  Americans  are 
directly  affected  by  drug  abuse. 

While  the  1972  budget  request  for  narcotics  addiction 
rehabilitation  grants,  including  new  projects  in  drug  abuse 
education  and  new  special  projects,  is  $27  million  --  a $5.6  million 
increase  --  it  should  bei  noted  that  $65  million  plus  such  sums  as 
may  be  necessary  are  authorized.  Further,  with  respect  to  staffing 
grants,  while  there  were  seven  new  projects  in  1971^  staffing  funds 
will  not  support  new  projects  in  1972.  The  1971  budget  supported 
33  new  special  project  grants,  but  the  1972  budget  request  permits 
a mere  3 new  special  projects. 

In  drug  abuse  education,  the  1972  budget  request  of 
$1.5  million  will  support  last  year's  effort  with  no  Increase, 
yet  $12  million  is  authorized.  Moreover,  there  has  been  a tragic 
fiscal  response  to  the  drug  abuse  plague  that  terrorizes  the 
Nation.  This  is  substantiated  by  the  65  applications  by  different 
communit i es  in  the  State  of  New  York  and  the  more  than  40  appli- 
cations from  colleges  in  the  State  of  New  York  to  establish 
projects  under  P.  L.  91-527  and  national  community  funding 
requests  of  more  than  $55  million,  and  college  funding  requests  for 
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almost  $15  million.  Yet  the  grants  made  In  response  to  these 
requests  were  only  $2.8  million  as  compared  to  total  requests  of 
$70  million.  I believe  this  demionstrates  a complete  and  utter 
lack  of  commitment  to  the  problem  at  the  Federal  level. 

In  closing,  I would  note  that  the  New  York  City  1971-Y2 
fiscal  year  budget  for  drug  abuse  is  $87.5  million,  of  which 
only  $2.38  mill!  rn  is  Federal,  and  Model  Cities'  money  for  drug 
abuse  totals  $2.55  million.  Finally,  let  me  make  the  Ironic  point 
that,  despite  recommendations  for  stepped-up  efforts  in  the 
addiction  field  itself,  we  cannot  end  drug  abuse  without  a 
thorough  regard  for  the  context  in  which  it  takes  root.  Drug 
abuse  symbolizes  hopelessness  and  frustration.  Drugs  are  a 
survival  issue.  The  soaring  budget  --  I would  urge  appropriations 
of  $700,000,000  --  is  a perverse  indicator  of  national  health. 
Young  people  are  saying  we  don't  care  about  living  in  the  world 
we  see  in  front  of  us.  The  Nation,  therefore,  cannot  end  drug 
abuse  without  rebuilding  our  cities  and  without  developing  a set 
of  worthy  goals  for  our  society.  V/hlle  pleading  for  additional 
Federal  help  to  cope  with  Nev;  York's  tremendous  addiction  problem, 
I am  also  calling  for  national  leadership  on  these  much  broader 
issues  as  well . 


SENATOR  JACOB  K.  JAVITS  RECOMMENDED  INCREASES 
APPROPRIATIONS 
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Drug  Abuse  700,000,000  381,000,000  (Presidential  announcem 

LABOR  PROGRAMS  ~ 

Public  Service  Emplo3rment  1,000,000,000  1,000,000,000 

Neighborhood  Youth  Corps 

Summer  Jobs  Programs  270,700,000  165,700,000 
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Letter  of  Hon.  Walter  F.  Mondale,  U.S.  Senator  From 

Minnesota 


HARRISON  A.  WILUAMS,  JR..  N_I„  CHAIRMAN 
JENNINGS  RANDOLPH,  W.  VA.  JACOB  K.  JAVITS.  N.Y. 
CLAIBORNE  PELL.  R.l.  WINSTON  PROinf.  VT. 

EDWARD  M.  KENNEDY,  MASS.  PETER  H.  DOMINICK.  COLO. 


THOMAS  P.  EAOLETON,  MO. 
ALAN  CRANSTON,  CALIP. 
HAROLD  K.  HUGHES.  IOWA 
ADLAI  E.  STEVENSON  HI.  ILL. 


, STAPP  DtRaCYOfI 


QICwHcb  Genetic 

COMMITTEE  ON 
LABOR  AND  PUBLIC  WELFARE 
WASHINGTON.  D.C.  20510 


July  20,  1971 


Honorable  Warren  G.  Magnuson 
Chairman 

Subcommittee  on  Labor/HEW 
Appropriations 
United  States  Senate 
Washington,  D.  C.  20510 

Dear  Maggie; 

Appropriations  for  HEW  are  at  the  heart  of  the  current 
debate  about  reordering  national  priorities.  The  Administra- 
tion has  said  a great  deal  about  helping  people,  but  a 
number  of  its  budget  recommendations  belie  that  concern. 

As  you  recommend  HEW  appropriations  for  the  next  year, 

I hope  that  you  can  look  closely  at  a number  of  areas  that  I 
think  are  being  short-changed.  I have  enclosed  a series  of 
specific  recommendations. 

I would  appreciate  it  if  this  letter  and  enclosures  could, 
be  made  a part  of  the  hearing  record. 

I bring  these  problems  to  your  attention  because  I know 
you,  too  are  dedicated  to  the  solution  of  our  country's  human 
problems.  You  can  be  sure  I will  support  you  on  the  Senate 
floor  and  elswhere  in  your  constant  struggle  to  bring  appropriations 
up  to  the  level  of  national  needs. 

With  warmest  personal  regards. 


Enc . 
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PUBLIC  LIBRARIES  - SERVICES  AND  CONSTRUCTION 


There  can  be  no  question  that  good  libraries  are 
valuable  assets  for  balanced  childhood  development. 

They  are  important  instruments  for  encouraging  develop- 
ment of  the  reading  skills  educators  are  coming  to 
emphasize,  more  and  more.  Nonetheless^  the  Administra- 
tion proposes  to  completely  eliminate  public  library 
construction  funds  which  were  at  $7  million  last  year. 

In  addition,  requested  federal  funds  for  public 
library  services  is  down  $22.7  million,  from  $40.7 
million  to  $l8  million. 

In  both  categories,  I recommend  appropriation,  at 
a minimum ^of  funds  at  last  year's  levels. 


HEALTH  MANPOWER  - DIRECT  NURSING  LOANS 


As  you  know,  extensive  new  legislation  for  nurses 
has  just. passed  the  Senate.  Some  of  the  bill's  major 
components  were  loan  provisions.  Although  the  intention 
to  expand  this  assistance  was  clear,  the  Administration 
has  cut  direct  nursing  loans  by  $7.5  million,  from 
$17.1  to  $9.6  million.  Until  we  are  able  to  act  on 
the  increased  authorization  provided  by  S.  17^7,  we 
should  at  least  avoid  slipping  backward,  and  maintain 
the  program  at  its  present  level. 


t.tmitation  of  reimbursable  social  services 


The  Administration  has  sought  language  to  limit 
funds  for  needed  and  valuable  services  under  public 
assistance,  including  day  care.  If  we  are  to  make  it 
possible  for  welfare  mothers  to  find  employment,  such 
services  as  day  care  must  be  furnished.  Limiting 
reimbursement  to  the  states  would  be  not  only  unwise, 
but  is  inconsistent  with  the  Administration's  desire 
to  encourage  welfare  recipients  to  become  employed. 
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SPECIAL  PROGRAMS  FOR  THE  AGING 


t-h«f  of  our  population  with  severe  problems 

that  are  often  overlooked  is  the  aged.  I deplore  the 
virtual  moratorium  this  year  on  research  for  the  aging. 
Another  example  is  the  cut  in  the  Administration's 
request  for  special  community  programs  for  the  aging 
from  $9  million  to  $5.4  million.  It  Is  time  we  SA- 
strated^a  proper  concern  for  our  senior  citizens  bv 
increasing  rather  than  decreasing  funds  for  this  program 
I recommend  appropriations  of  at  least  $10  million. 


ALCOHOLISM 


The  alcoholism  bill  passed  in  1970  clearly  intended 
a sweeping  attack  on  alcoholism.  The  $170  million 
authorized  over  a two  year  period  is  an  indication  of 
the  urgency  felt.  Yet  the  Administration  has  proposed 
an  increase  of  only  $6  million  for  existing  programs 
and  does  nothing  to  initiate  the  large  sCal/2.remedy 
Congress  had  in  mind.  In  fact  CEO  is  restricting  its 
alcoholsm  benefits  to  Indians ^ which  produces  an  85^ 
drop  from  last  year. 

If  the  intent  of  Congress  is  to  be  put  into 
active  reality  alcoholism  programs  need  to  be  funded 
at  the  full  level  of  authorizations  and  I so  recommend. 


COMMUNICABLE  DISEASE 


The  Administration  is  proposing  to  spend  $6.3 
million  less  this  year  to  control  communicable  disease. 

The  total  for  all  such  diseases  is  $9  million,  whi^il^  a 

national  commission  recommended  over  $23  million  Just 

to  bring  VP. under  control.  It  is  clearly  false  economy 

to  allow  contagious  disease^  to  maintain  its  grip 

on  our  population  and  then  try  to  treat  the  people 

after  they  are  sick.  Funding  levels  in  this  area 

need  to  be  increased  at  least  $2  million  above  last  year's. 
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TRAINING  GRANTS 


The  Administration  is  proposing  a "comparative 
transfer"'  of  research  and  training  grants  from  NIH 
to  the  Bureau  of  Health  Manpower  Education.  There 
is  considerable  concern  in  the  medical  community  that 
this  move  and  its  accompanying  appropriation  request 
will  strike  a harmful  blow  to  training  grants.  Two 
frequently  noticed  examples  are  psychiatry  residence 
support  and  NIH  support  of  biomedical  graduate  train- 
ing. 

It  is  suggested  that  $23  million  in  training 
grants  be  restored  Just' to  keep  us  from  losing  ground 
in  this  vital  area. 


SOCIAL  AND  REHABILITATION  SERVICE 


I fully  endorse  the  outstanding  testimony  of  Dr.  Frederick 
Kottke  from  the  'University  of  Minnesota  who  appeared 
before  your  Subcommittee  on  July  l6th  to  comment  on  Social 
and  Rehabilitation  Services.  I will  not  try  to  summarize 
his  comments  here,  but  will  encourage  favorable  consideration 
of  the  $25.6  million  increase  which  he  recommended. 


HEADSTART 


Now  that  Headstart  has  been  transferred  to  HEW 
from  OEO  there  is  no  excuse  for  not  operating  this 
populaf and  effective  program  at  its  maximum  potential. 
I recommend  appropriations  at  the  full  authorization 
level  of  $500  million  which  is  provided  in  the  OEO 
amendments  ordered  reported  by  the  Senate  Labor  and 
Public  W^elfare  Committee  today. 
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Statement  of  Hon.  Frank  Church,  U.S.  Senator  From  Idaho 

Mr.  Chairman,  since  January  1969  the  unemployment  rate  has  risen 
precipitously  from  3.4  percent  to  5.6  percent,  adding  nearly  2.8  million 
persons  to  the  jobless  rolls.  Today  there  are  more  than  5 million  unemployed 
individuals. 

Practically  all  segments  of  our  economy  have  felt  the  impact  of  this 
economic  slowdown  — whether  in  the  form  of  mass  layoffs,  shorter  work  weeks, 
smaller  paychecks,  rising  prices,  or  just  slow  business.  And  all  age 
groups  have  been  affected  by  the  widespread  unemployment  which  has  affected 
every  region  in  the  Nation.  But,  older  workers  and  their  families  have  been 
especially  hard  hit. 

Today  there  are  nearly  500,000  individuals  55  and  older  who  have  lost 
their  jobs.  This  represents  an  84  percent  increase  for  this  age  group  since 
January  1969.  Many  of  these  persons  have  discovered  that  they  have  lost  more 
than  their  jobs.  Thousands  have  also  lost  their  pension  coverage  --  even 
though  they  may  have  worked  most  of  their  lives  to  provide  a little  "nest  egg" 
for  retirement. 

Once  unemployed,  these  older  workers  run  a grave  risk  of  being  without 
work  for  a long  period  of  time.  Today  there  are  171,000  persons  in  the  55-plus 
age  category  who  have  been  unemployed  for  15  weeks  or  longer,  or  almost  months. 
Compared  with  January  1969,  this  represents  a startling  195  percent  increase 
in  their  long-term  joblessness. 


63-792  O - 71  - Pt.  4-51 


For  many  of  these  individuals,  Operation  Mainstream  has  literally  been 
a lifesaver.  Thousands  of  disadvantaged  older  persons  have  been  able  to  help 
themselves  out  of  poverty  by  providing  urgently  needed  public  services  in 
their  communities. 

An  excellent  example  is  the  Green  Thumb  program,  which  is  conducted  by 
the  National  Farmers  Union.  Approximately  3,000  participants  --  ranging  in 
age  from  55  to  94  --  have  helped  to  beautify  our  Nation's  countryside  in  m.any 
ways.  For  example,  they  have  planted  over  4 million  trees;  built  hundreds  of 
roadside  parks  for  recreational  purposes;  and  restored  numerous  historical 
sites . 

Outstanding  pilot  programs  --  such  as  Green  Thumb,  Green  Light,  Senior 
Aides,  and  the  Senior  Community  Service  projects  --  have  provided  ample 
evidence  of  the  soundness  of  the  concept  of  comimunity  service  by  older 
Americans.  It  is  for  these  reasons  that  I appear  here  today  to  urge  increased 
funding  for  these  successful  programs.  Specifically,  I propose  that  the 
Administration's  budgetary  request  for  Manpower  Training  Services  be  increased 
by  $2.2  million,  from  $1,566,396,000  to  $1,568,596,000.  The  purpose  of  this 
proposed  $2.2  million  increase  is  to  raise  the  budget  estimate  for  Mainstream 
from  $38.8  million  to  $41  million. 

The  benefits  of  this  undertaking,  I strongly  believe,  are  many.  For 
example,  this  can  provide  new  job  opportunities  for  the  hard-care  unemployed. 
At  the  same  time,  it  can  also  provide  an  effective  means  for  delivering 
badly  needed  public  services  --  services  which  many  communities  are  now  unable 
to  provide  for  their  citizens. 

This  $2.2  million  increase  can  also  help  to  provide  new  Green  Thumb 
programs  in  additional  States. 
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Moreover,  service  programs  can  be  tailored  to  the  special  needs  of  the 
elderly,  especially  for  those  who  must  work  part-time  to  supplement  inadequate 
retirement  benefits.  For  many  aged  or  aging  Americans,  serving  in  their 
communities  can  be  a most  rewarding  experience.  For  others,  it  can  mean  a 
new  career  or  an  opportunity  to  engage  in  purposeful  activity. 

The  enthusiastic  acceptance  of  these  existing  demonstration  programs 
strongly  suggests  that  there  are  many  low-income  older  persons  in  virtually 
every  community  who  are  ready,  willing  and  able  to  perform  services  benefiting 
their  localities.  Greater  utilization  of  their  skills,  experience  and  wisdom 
would  not  only  assist  the  elderly  job  seeker,  but  the  public  as  well. 

Mr.  Chairman,  I urge  prompt  and  favorable  action  on  my  amendment  to 
provide  an  additional  $2.2  million  for  Operation  Mainstream. 

######## 


Department  of  Labor  Appropriations 
Manpower  Training  Services 
Operation  Mainstream 
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many  of  these  hard-core  unemployed  workers,  Operation 
istream  has  been  literally  a lifesaver. 


For  many  older  Americans,  Mainstream  pilot  programs  (such 
as  Green  Thumb,  Green  Light,  Senior  Aides,  and  the  Senior 
Community  Service  programs)  provide  a second  career  for 


3079 


•d 

•H 

43 

1 > 

cu 

g 

1 O 

(0 

3 

1 M 

Vi 

3 CO 

3 

42 

a 

cu 

cu  8 

H 

1 

Vi  1-1 

42 

• 6 

u 

V)  X 

3 

3 

i S 

O 

CO  O 

3 

3 

(0 

C U 

3 

3 

1 VI 

00 

1-1  CU 

Vi 

4J 

c 

CO  a 

3 

O 

CO 

•H 

S 

§ 

N-r 

C 

a. 

3 

i—i 

3 ) 

M 

3 

CO 

<u 

1-1  1 

00 

3 

a 

Xi 

O 

VI 

4J  O 

Vi 

3 

»> 

CM 

3 O 

a VI 

CO 

O 

CU  oo 

CO 

Vi 

S ^ 

<U 

CO 

r-l  CM 

3 

15 

JS 

B 

1—4 

3 

3 

vt 

5 

o 

3 

3 

o 

cu 

Vi  O 

3 

u 

3 -U 

Vi 

3 

3 

Vi 

lU 

3 

1-1 

3 

O 

c 

O 

3 

VI 

. b 

1-1 

1 O 

•r-l 

d 

3 

00  r-l 

3 

VI 

<u 

CO 

3 r 

00 

42 

CO 

o 

0) 

1-1  CM 

3 

3 

CO 

c 

1-i 

d r-l 

1-1 

3 

0) 

4J 

3 

d 

3 

I-l 

cO 

•H 

•H 

3 g 

3 

3 

) 3 

Vi 

c 

<VI  O 

3 

I— 1 

3 

■d 

<U 

3 

Vi 

<VI 

1-1 

•r( 

o. 

1 

.-1  C|^ 

3 

. > 

X 

1 

3 

3 

43 

3 

•i-l 

(U 

O 

3 d 

•H 

O 

d 

o 

O cU 

42 

d 

•H 

C 

00 

1-1  CO 

VI 

VI 

•H 

a 

Vi 

VI  3 

3 

3 

•H 

•H 

1-1  3 

42 

o 

Vi 

d 

d 

(U 

d Vi 

VI 

3 

3 

(U 

Vi 

d O 

•I-l 

O. 

00 

cO 

4J 

3 3 

43 

o 

CO 

13 

1-1  ♦ 

g 

. -u 

0) 

c 

3 VI 

3 

3 

a 

Vi 

•iH 

1-13  3 

U 

42 

•H 

X -Q  3 

3 

H 

> 

4-1 

0) 

VI  o 

> 

> 

d 

CO 

1 — 1 

d Vi 

O 

3 

O 

CO 

O 

a 

42  r-l  3 

3 

3 

3 

CO 

B 

o 

VI  3 O. 

VI 

3 

•i-i 

<u 

1-1  O 

O 

VI 

3 

d 

cO 

a. 

:s  3 c£) 

s 

O 

•I-l 

CO 

o 

a 

o 

Vi 

(U 


3080 


Statement  of  Hon.  Hubert  H.  Humphrey  of  Minnesota 


HUBERT  H.  HUMPHREY 

MINNESOTA 

QiCntteb  Senate 

WASHINGTON.  D.C.  20S10 

July  16,  1971 


The  Honorable  Warren  G.  Magnuson 
United  States  Senate 
Washington,  D.  C.  20510 

Dear  Warren: 

Thank  you  for  the  consideration  that  was  given  to  my  fellow 
Minnesotan,  Dr,  Frederic  Kottke  of  the  University  of 
Minnesota  College  of  Medicine.  His  testimony  in  support 
of  additional  appropriations  for  physical  medicine  and 
rehabilitation  services  carefully  documents  the  need  of 
additional  funds  for  these  vital  medical  and  health  care 
programs.  I do  hope  that  you  will  give  his  testimony  the 
most  careful  and  serious  consideration.  Dr.  Kottke  is  one 
of  the  outstanding  men  in  this  field  and  is  highly  regarded 
not  only  in  America  but  throughout  the  world. 

Now  may  I call  your  attention  to  another  matter  about  which 
I have  spoken  to  you;  namely,  the  National  Medical  Library 
and  its  program  of  service  to  our  colleges  of  medicine,  our 
regional  medical  centers,  and  the  American  medical  pro- 
fession, That  Library  has  been  suffering  from  lack  of 
appropriations  for  years;  in  fact,  its  appropriation  has  been 
practically  static  the  last  several  years.  This  means  that, 
with  the  inflation  and  the  cost  of  services  going  up,  the 
appropriation  for  the  Medical  Library  has  resulted  in  a 
reduction  in  the  work  that  the  Library  can  do  and  in  the  kind 
of  assistance  that  it  can  extend  to  doctors,  regional  medical 
centers,  and  universities. 

I have  had  a long-term  interest  in  the  National  Medical 
Library,  starting  back  in  the  1950' s when  I was  holding 
hearings  on  the  subject  of  bio-medical  information.  The 
National  Medical  Library  provides  a very  valuable  service  to 
our  medical  profession  and  to  our  colleges  of  medicine,  I have 
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The  Honorable  Warren  G.  Magnuson 
Page  2 

July  16,  1971 

recently  visited  the  Library  and  asked  the  people  out  there 
to  give  me  some  documentation  as  to  their  needs.  Enclosed 
is  a folder  that  represents  the  information  that  I requested. 

I hope  you  will  take  the  time  to  look  it  over.  It  would  be  most 
he  Ipful. 


Sincerely, 


Hubert  H.  Humphrey 
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STATEMENT  OF  BUDGET  REQUIREMENTS  FOR 
NATIONAL  LIBRARY  OF  MEDICINE  IN  FY  1972 


The  National  Library  of  Medicine  is  responsible  for  acquiring  and 
organizing  the  steadily  increasing  volume  of  biomedical  information 
produced  in  the  United  States  and  abroad.  It  is  also  involved  in 
providing  financial  and  other  assistance  to  medical  libraries  throughout 
the  country,  and  in  exploring  new  applications  of  technology  to  promote 
the  most  efficient  processing  of  biomedical  information.  These  tasks 
are  crucial  to  improving  medical  communications  for  health  services, 
education  and  research.  At  the  same  time  that  the  NLM  and  other  medical 
libraries  are  trying  to  keep  pace  with  an  unprecedented  information 
explosion,  the  resources  essential  to  support  this  effort  have  not  been 
made  available.  No  adequate  cost-of-living  increment  has  been  provided 
to  defray  the  rapidly  increasing  operating  costs.  If  the  Library  is  to 
function  effectively  as  a vital  part  of  the  Nation’s  effort  to  advance 
biomedical  research  and  improve  health  care,  it  must  have  the  financial 
and  human  resources  with  which  to  work.  Table  1 depicts  the  relatively 
stable  budget  and  personnel  situation  that  has  existed  for  the  past  five 
years. 

An  optimal  level  of  funding  would  require  that  an  increase  of 
approximately  $3.5  million  and  13  new  positions  be  added  to  the  present 
budget  for  fiscal  year  1972:  approximately  $2  million  for  Medical  Library 
Assistance  (grants)  and  $1.5  million  for  the' Library ' s intramural  programs 
(Direct  Operations).  An  explanation  of  how  the  additional  funds  would 
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be  used,  program  by  program,  is  provided  in  the  accompanying  narrative 
and  in  the  summary  table.  (See  Table  2). 

As  a minimal  increase  it  is  requested  that  $2  million  and  13  new 
positions  be  added  to  the  present  budget  for  fiscal  year  1972;  $800,000 
for  Medical  Library  Assistance  and  $1.2  million  for  the  Library's 
intramural  programs  (Direct  Operations) . An  explanation  of  how  the 
additional  funds  would  be  used  under  the  minimum  level  plan  is  also 
provided  in  the  accompanying  narrative  and  in  the  summary  table, 

(See  Table  3). 
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EXTRAMURAL  PROGRAMS 
(Medical  Library  Assistance) 

The  Medical  Library  Assistance  Act  (MLAA)  of  1965  as  amended  provides 
support  for  expanded  health  information  services  through  seven  specific 
assistance  programs;  resources,  regional  medical  libraries,  training, 
research,  publications,  special  scientific  projects,  and  construction,* 

The  total  (extramural  and  intramural)  efforts  of  the  National 
Library  of  Medicine  in  1969  represented  only  0,03%  of  the  overall 
national  fundings  for  health  activities.  However,  the  very  existence 
of  these  funds  is  significant  because  they  are  unique  and  are  the  only 
existing  mechanisms  designed  solely  for  the  improvement  of  the 
resources  and  services  of  U.S.  medical  libraries. 

The  problem  of  biomedical  communications  is  being  steadily 
exacerbated  by  the  rapidly  increasing  number  of  scientists  who  generate 
new  knowledge  requiring  a vastly  augmented  number  of  publications.  This 
information  must  be  collected  and  made  available  by  the  medical  libraries. 
They  are  rapidly  being  inundated. 

I.  TRAINING 

NEED  - 

The  NLM  Training  Programs  are  of  two  types:  service  and 

research.  Major  support  is  directed  towards  developing 
medical  librarians  and  other  information  specialists  who 


* The  construction  program  is  no  longer  administered  by  the  NLM. 
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will  provide  service  to  the  health  community.  At  the  time 
of  the  passage  of  the  Medical  Library  Assistance  Act  in  1965, 
it  was  estimated  that  several  thousand  more  medical  librarians 
were  needed.  The  NLM  programs  at  their  current  level  of 
funding  can  only  support  approximately  100  trainees  a year. 

It  is  hoped  that  these  programs  will  have  a catalytic 
effect.  Through  the  training  of  leaders  greater  benefit 
will  accrue  than  would  be  provided  by  the  simple  addition 
of  100  more  librarians  into  the  manpower  pool.  Because 
of  the  time  and  effort  required  to  develop  a proposed 
curriculum  and  a sound  educational  plan  for  submission  for 
grant  support,  the  NLM  with  its  current  level  of  funding 
has  been  forced  to  discourage  new  applicants  from  applying 
for  training  grants. 

OPTIMAL  LEVEL,  $200,000  - 

This  additional  funding  would  allow  the  expansion  of  several 
highly  successful  training  programs  and  provide  for  the 
support  of  several  new  programs  to  train  information 
specialists  other  than  librarians,  such  as  specialists  in  the 
use  of  multi-media  techniques  and  in  medical  education.  It 
would  also  hopefully  allow  for  the  development  of  experi- 
mental training  programs  including  short-term  non-degree 
training  or  re- training  for  hospital  and  other  medical 


librarians. 
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MINIMAL  LEVEL,  $200,000  - 

This  is  identical  to  the  optimal  level  as  it  is  felt  that 
at  least  $200,000  is  essential  if  these  programs  are  to 
attain  a satisfactory  operating  level. 

II.  RESEARCH 

NEED  - 

The  Research  Grant  Program  supports  research  efforts  to 
understand  and  improve  the  ways  in  which  health  knowledge 
is  transmitted.  The  basic  goal  of  the  program  is  to 
develop  better  systems  for  handling  information.  The 
program  is  designed  to  learn  how  we  can  encourage  health 
workers  to  take  full  advantage  of  the  information  systems 
now  available  and  to  develop  new  systems  which  are  more 
responsive  to  their  needs. 

OPTIMAL  LE\^EL,  $150,000  - 

At  this  level  we  would  be  able  to  support  five  or  six 
additional  research  projects  in  areas  of  high  priority  need. 
Special  efforts  would  be  made  to  support  projects  which 
would  adapt  modem  information  processing  techniques  for  use 
in  medical  libraries.  Efforts  would  also  be  made  to 
encourage  studies  designed  to  determine  how  the  quality  of 
care  provided  by  the  practicing  physician,  particularly  in 
rural  areas  and  in  urban  inner-cities  (where  there  is 
limited  availability  of  consulting  services)  can  be 
improved  through  the  provision  of  better  information  services. 
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MINIMAL  LEVEL.  $50,000  - 

At  this  level  we  will  be  able  to  support  one  or  two  high 
priority  projects  in  areas  of  major  need. 

III.  RESOURCES  GRANTS 

The  Resources  Grant  Program  improves  the  services  available  to  health 
workers  from  their  own  libraries.  The  medical  library  is  the  only  part  of 
the  health  community  which  did  not  share  appreciably  in  the  increased 
health  funding  of  the  1950 's  and  eajrly  1960's.  By  1965,  it  was  clear 
that  if  medical  libraries  were  to  serve  a meaningful  purpose  there  would 
need  to  be  significant  Federal  aid  for  staff  and  for  improved  collections. 
During  the  first  five  years  of  the  Medical  Library  Assistance  Act,  grants 
totalling  more  than  $11,800,000  were  awarded  to  over  400  institutions  in 
49  states. 

The  program  includes  two  t3rpes  of  grants.  The  first  type,  a small 
$3,000  Improvement  Grant  is  awarded  to  an  institution  only  if  it  agrees 
to  provide  adequate  space  and  at  least  a half-time  worker  for  the  library. 
The  grant  is  not  an  operational  subsidy  for  the  library,  but  is  intended 
to  motivate  the  institution  into  making  a commitment  of  continuing  support 
which  will  exceed~the'FedeTai  grant-both  in  duration  and  amounts  — 

The  second  type  of  grant  is  the  Resource  Project  Grant,  which  is 
intended  to  stimulate  established  libraries  to  improve  and  expand  the 
scope  of  their  services.  The  project  can  be  for  a one-  to  three-  year 
period  and  may  propose  anything  from  a reclassification  of  the  collection 
to  the  introduction  of  innovative  technology  in  librarianship. 

NEED  - 

At  the  start  of  fiscal  year  1971,  the  Library  had  120 
approved  projects  for  $650,000  which  it  was  unable- ±o 
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pay  due  to  a lack  of  funds.  During  the  first  eight  months 
of  fiscal  year  1971,  under  the  amended  resource  grants 
program,  applications  for  400  projects  were  received  requesting 
over  3 million  dollars  in  first  year  support.  The  large 
demand  clearly  indicates  a need  for  additional  support  in 
this  area. 

OPTIMAL  BUDGET,  $895,000  - 

This  $895,000  would  significantly  reduce  the  current  backlog 
of  approved  unfunded  projects.  It  would  allow  the  funding 
of  some  100  resource  improvement  grants  to  hospitals  to 
stimulate  the  creation  and  improvement  of  basic  library 
resources.  It  also  would  provide  for  the  funding  of  some 
400  project  grants  to  aid  larger  libraries  in  improving  the  . 
services  provided  to  their  primary  users  and  in  extending 
service  to  the  surrounding  communities. 

MINIMAL  BUDGET,  $400,000  - 

This  amount  would  allow  us  to  proceed  at  only  half  the 
projected  rate  in  meeting  the  needs  for  improving  information 
services  in  hospitals  and  other  health  care  institutions. 
Emphasis  would  be  placed  on  the  provision  of  improvement 
grants  to  primairy  health  care  institutions. 
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IV.  REGIONAL  MEDICAL  LIBRARY  PROGRAM 

Tlie  Regional  Medical  Library  Program  is  intended  to  improve  library 
services  for  the  entire  health  community  through  the  provision  of  a 
coordinated  program  of  document  delivery  and  bibliographic  services. 

The  funding  for  this  program  has  remained  relatively  constant  for  the 
last  several  years.  During  this  same  period  a rapid  rise  in  the  number 
of  professional  and  paraprof essional  health  schools  has  occurred. 

Recently  additional  demands  have  been  placed  on  this  system  due  to  the 
requirements  associated  with  the  Library’s  development  of  its  AIM-H-JX 
computer-based  on-line  system  of  bibliographic  retrieval.  This  increase 
in  user  population  has  been  further  aggravated  by  a decrease  of  $500,000 
of  support  for  medical  library  services  previously  provided  by  the 
Regional  Medical  Program  of  the  Health  Services  and  Mental  Health  Admin- 
istration, Given  this  context,  the  need  for  increased  funding  for  this 
program  becomes  very  clear.  In  addition,  at  the  current  level  of  funding 
it  will  be  possible  to  provide  only  the  minimal  level  of  document  delivery 
and  reference  services.  There  will  be  no  chance  to  develop  a much  needed 
program  designed  to  improve  the  methods  of  information  delivery  and  to 
explore  newer  and  more  successful  ways  of  providing  information  on  a 
regional  basis, 

OPTIMAL  LEVEL,  $498,000  - 

At  this  level  NLM  would  be  able  to  support  expanded  inter- 
library  loan  and  regionalized  reference  and  MEDLARS  service, 
as  well  as  initiate  a small  grants  program  to  explore  better 
methods  of  providing  regional  service. 
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MINIMAL  LEVEL,  $100,000  - 

At  this  level  it  would  only  be  possible  to  provide  the 
additional  funds  necessary  to  keep  pace  with  the  growth  . 
in  the  provision  on  a regional  basis  of  interlibrary  loans. 

V.  PUBLICATIONS 
NEED  - 

The  Publication  Program  attempts  to  ameliorate  the  problems 
created  by  the  information  explosion  by  supporting  projects 
which  synthesize  and  combine  scientific  information  into 
more  readily  available  and  usable  forms.  The  program  also 
supports  the  writing  of  key  articles  in  which  a senior 
scientist  reviews  the  relevant  literature  in  a field  and 
develops  a critical  study  on  an  important  and  timely  topic 
which  will  have  wide  applicability. 

OPTIl'IAL  LEVEL,  $210,000  - 

With  this  increase  in  funding  the  Library  \-7ill  be  able  to 
support  approximately  eight  additional  publication  projects. 
Special  emphasis  ;d.ll  be  given  to  projects  for  making  the 
latest  research  knowledge  available  in  forms  which  are 
useful  to  the  practicing  health  professional. 

MINIMAL  LEVEL  OF  FUNDING,  $50,000  - 

This  level  of  increased  funding  would  allow  the  Library  to 
support  one  or  two  high  priority  publication  projects.  Areas 
where  critical  reviews  or  other  practitioner-oriented  material 
is  needed  include  cancer  and  heart  disease  and  preventive 


medicine. 
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INTRAMURAL  PROGRAMS 

I.  LISTER  HILL  NATIONAL  CENTER  FOR  BIOMEDICAL  COMMUNICATIONS 

The  goal  of  the  Lister  Hill  National  Center  for  Biomedical  Communi- 
cations is  to  improve  health  care,  medical  education,  and  biomedical 
research  through  the  development  and  application  of  information  technology. 
The  Center  seeks  ways  in  which  such  technology  can  be  demonstrated  to  offer 
more  cost-effective  means  of  providing  needed  services.  Each  demonstration 
is  a prototype  which  can  provide  valid  information  for  assessing  the 
utility  and  economics  of  the  applications. 

OPTIMAL  LEVEL  - 

The  present  budget  for  fiscal  year  1972  represents  a 
$100,000  decrease  below  the  contractual  level  of  the  prior 
year's  budget.  The  addition  of  $500,000  would  permit 
expansion  of  the  developmental  efforts  of  the  Center.  In 
particular  it  would  allow:  (1)  $200,000  for  augmentation 
of  the  Alaska  Satellite  Communication  Project;  (2)  $175,000 
for  expansion  of  the  Nev;  England  interactive  television 
network;  and  (3)  $125,000  for  expansion  of  a new  on-line 
national  bibliographic  service, 

A.  The  Alaska  Satellite  Communications  Project  is  now 
limited  to  communications  which  could  in  other  parts  of  the 
country  be  handled  by  telephone.  This  limitation  results 
primarily  from  the  fact  that  high-frequency  communications 
require  terminal  equipment  which  costs  ten  times  as  much  as 
that  required  for  VHP  frequencies.  The  limitation  is. 


3095 


however,  primarily  a characteristic  of  the  NASA  Application 
Technology  Satellites,  not  of  future  satellites,  whose 
terminal  equipment  costs  can  be  expected  to  drop  sharply. 
Testing  and  use  of  higher  frequency  capabilities  for  medical 
services  are  urgently  needed  to  provide  direction  to  future 
satellite  development.  Launching  such  an  experiment  would 
require  $200,000  beyond  the  presently  budgeted  funds  of 
the  Center. 

B.  The  New  England  Interactive  Television  Network  is 
being  implemented  in  segments.  Present  funding  will  allow 
development  of  sections  of  the  network  near  Dartmouth,  from 
Dartmouth  to  the  University  of  Vermont,  and  from  the 
University  of  Vermont  to  Montpelier.  Only  four  or  five 
hospitals  can  be  included.  The  addition  of  $175,000  would 
allow  extension  of  the  backbone  microwave  system  between 
the  two  medical  schools  to  include  the  University  of 

New  Hampshire  and  permit  several  more  hospitals  to  be 
connected  to  the  network.  This  in  turn  would  allow  more 
extended  sharing  of  teaching  between  the  schools  and  provide 
medical  services  to  remote  hospitals,  a development  which 
may  open  the  way  to  a mutually  supporting  system  of  insti- 
tutions for  health  care  and  medical  education. 

C.  The  National  Library  of  Medicine  will  be  instituting 
a national  bibliographic  service  in  fiscal  year  1972,  based 
on  an  experimental  service  (AIM-IWX)  offered  in  1971  and 
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providing  hospitals  and  medical  libraries  access  to  the 
100  most  useful  journals  in  clinical  medicine.  Over  fifty 
hospitals  and  libraries  have  used  the  service  and  have  been 
enthusiastic  in  their  response  to  it. 

6ne  quarter  of  the  requests  entered  into  the  systen 
have  been  directly  related  to  patient  care.  In  such  cases 
the  system  has  proven  entremely  timely  for  physicians. 
Present  funding  will  allow  expansion  of  the  service  to 
major  medical  libraries  in  1972,  but  not  to  a significant 
group  of  hospitals.  The  addition  of  $125,000,  would  allow 
purchase  of  terminals  for  selected  hospitals  and  thus 
permit  further  testing  of  the  usefulness  of  such  a service 
in  translating  health  research  into  improved  health  care. 

MINIMAL  LEVEL- 

A minimum  of  $500,000  is  required  here,  the  same  as  in  the 
optimal  plan,  to  adequately  fund  this  high  priority’-  program. 
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II.  NATIONAL  MEDICAL  AUDIOVISUAL  CENTER 

The  NMAC,  which  became  part  of  NIII  in  1967,  plans  and  administers  a 
program  for  improving  the  quality  and  increasing  the  use  of  biomedical 
audiovisuals  iri  schools  of  the  health  professions  and  in  the  biomedical 
scientific  community  in  general.  The  Center  acquires  and  distributes 
films,  videotapes,  and  other  audiovisuals;  provides  reference  and  research 
services  related  to  biomedical  audiovisuals,  as  well  as  consultation  on 
their  development  and  use;  and  conducts  research,  training,  and  experi- 
mental production  to  develop  media  support  for  medical  education, 

OPTIMAL  LEVEL  - 

The  NMAC  has  shifted  its  program  emphasis  away  from 
standard  audiovisual  production  to  imaginative 
manipulation  of  its  media  in  support  of  all  phases 
of  medical  education.  The  audiovisuals  which  NMAC 
formerly  produced  for  other  agencies  brought  a 
significant  reimbursement  income,  which  in  fiscal 
year  1971  amounted  to  $200,000.  Tne  decline  in 
production  will  cause  a decrease  in  reimbursement 
income.  This  in  turn  will  create  a deficit  In - 
funds  available  for  purchasing  consumable  supplies, 
since  only  five  percent  of  the  present  budget  for 
fiscal  year  1972  can  be  used  for  such  purchases. 

To  make  up  this  deficiency  in  the  1972  budget,  the 
NMAC  will  require  an  additional  $100,000.  The 
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Center  will  also  need  five  new  positions  if  it  is  to 
make  the  most  efficient  use  of  its  resources  in  pursuing 
these  innovative  programs.  The  cost  of  these  positions,- 
as  well  as  small  upward  adjustments  necessary  to  keep 
pace  with  inflation,  add  another  $100,000  to  the  NMAC's 
requirements  for  a total  increase  of  $200,000  above  the 
present  1972  budget. 

\ 

MINIMAL  LEVEL  - 

The  requirements  for  additional  funding  which  are  outlined 
above,  when  increasing  costs  and  declining  reimbursement 
income  are  taken  into  account,  would  enable  the  NMAC  only 
to  continue  approximately  at  its  present  level  of  program 
activity.  The  NLM  does  not  believe,  therefore,  that  its 
minimal  level  requirements  for  NMAC  can  be  placed  any 
lower  than  the  $200,000  requested  above. 
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III.  LIBRARY  OPERATIONS 

Prior  to  1965  the  National  Library  of  Medicine  consisted  entirely  of 
what  today  are  its  Library  Operations  (LO) . Still  the  NLM's  largest 
single  component,  LO  provides  bibliographic,  reference  and  loan  services 
as  a central  resource  for  a nationvjide  network  of  regional  and  local 
medical  libraries.  It  is  also  responsible  for  a growing  list  of  NLM 
bibliographic  publications,  the  most  comprehensive  of  which.  Index  Medicus, 
is  a monthly  listing  of  citations  to  current  world-wide  biomedical 
literature.  Index  Medicus,  the  annual  Cumulated  Index  Medicus,  and  the 
other  published  bibliographies  are  all  produced  from  a computerized  data 
base  stored  in  MEDLARS,  the  Xibrary's  Medical  Literature  Analysis  and 
Retrieval  System.  That  data  base  is  also  used  by  Library  Operations 
reference  staff  to  provide  individual  bibliographies  to  health  professionals, 
OPTIMAL  LEVEL  - 

Among  its  other  functions.  Library  Operations  is  responsible 
for  acquiring  for  the  NLM  collection  the  most  significant 
portion  of  the  world's  output  of  biomedical  books  and 
monographs  and  a steadily  increasing  number  of  journals. 

Although  the  cost  of  these  publications  has  increased  at  a 
rate  of  12%  annually — much  more  rapidly  than  the  consxxmer 
price  index — the  NLM  has  not  been  provided  with  a 
cost-of-living  increment.  The  increased  output  of 
literature  has  also  placed  heavy  burdens  on  the  Library's 
manpower.  Accordingly,  the  NLM  is  requesting  $120,000  to 
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cover  higher  costs  of  acquisitions  necessary  for  the 
collection;  $105,000  for  increased  costs  of  providing 
service,  including  expenses  such  as  postage  and  supplies; 
and  $75,000  for  five  new  positions  to  alleviate  the  heavy 
burden  currently  placed  on  existing  staff.  This  request 
represents  a total  increase  of  $300,000  over  the  1972 
budget  estimate  for  Library  Operations. 

MINIMAL  LEVEL  - 

Because  the  requirements  for  additional  funding  outlined 
above  are  all  related  to  increased  costs  of  doing  business 
and  added  burdens  on  existing  manpower,  the  same  require- 
ments-“$300,000  and  five  new  positions--are  necessary  for 
Library  Operations  to  function  at  a ndnimal  level. 
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IV.  TOXICOLOGY  I^:FOP^L\TION  PROG.Wl 

Tlte  basic  objective  of  the  Toxicology  Information  Program  (TIP)  is 
the  implementation  of  the  1966  President's  Science  Advisory  Committee. 

(PSAC)  Report  on  the  "Handling  of  Toxicological  Information."  As  the 
PSAC  Panel  found,  the  sources  of  toxicological  information  and  data 
are  extremely  voluminous  and  are  scattered  not  only  in  the  scientific 
literature  but  throughout  the  files  of  Federal  and  State  agencies, 
universities,  private  research  centers,  and  industrial  laboratories. 

Since  its  establishment  within  the  National  Library  of  Medicine  in 
1967,  the  Toxicology  Information  Program  (TIP)  has  considered  its  mission 
to  be:  (1)  the  creation  of  toxicology  data  banks  with  data  taken  from 

the  scientific  literature,  the  files  of  collaborating  Government  agencies, 
and  from  industry;  and  (2)  the  dissemination  of  data  and  information  to 
the  scientific  community. 

The  relatively  low-level  funding  that  has  been  available  to  this 
Program  since  its  inception  has  made  it  necessary  to  take  a fairly 
narrow  approach  in  both  these  areas--information  collection  and 
dissemination--and  the  Program  has  restricted  itself  almost  entirely  to 
the  subject  area  of  pesticide  toxicology.  However,  there  is  now  a 
general  awareness  of  the  potential  dangers  arising  from  the  many  chemical 
substances  entering  the  environment.  There  is  also  a concomitant  expansion 
of  Government  regulatory  activities  connected  with  occupational  and 
environmental  hazards  due  to  chemicals.  Therefore,  it  is  clear  that  a 
national  toxicology  information  and  data  program  must  be  expanded 
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eventually  to  encompass  all  classes  of  substances  that  threaten  man  and 
the  ecosystems  which  support  liis  existence. 

The  Toxicology  Information  Program  (TIP)  is  working  on  the  premise 
that  the  following  solutions  to  these  problems  should  be  implemented  by 
TIP  at  the  earliest  possible  date,  contingent  only  on  adequate  funding. 

(1)  Development  and  maintenance  of  centralized  toxicology  data 
bases  (usually  in  computerized  systems); 

(2)  provision  for  unrestricted  access  to  these  data  bases,  either 
through  queries  to  the  program  or  via  remote  temiinals  located  at 
the  facilities  of  the  govemm.ent  agency,  corporation,  university, 
or  other  user; 

(3)  preparation . and  dissemination  of  printed  "products"  such  as 
state-of-the-art  reports,  evaluated  and  analyzed  information,  and 
data  compilations; 

(4)  expanded  development  of  intensive  collaboration  with  other 
Federal  agencies,  to  provide  more  mutual  access  to  information  and 
data  files  located  in  the  various  agencies; 

(5)  encouragement  of  cooperation  am.ong  industrial  companies--perhaps 
through  trade  associations--so  that  they  will  provide  toxicological 

data  and  information  to  TIP  as  a national  focal  point,  for  inclusion 

in  centralized  data  bases,  accessible  to  all  users  in  Government  and 

in  the  private  sector. 

OPTIMAL  LEVEL,  $500,000  - 

To  perform  these  activities  adequately,  TIP  would  require 
an  additional  $500,000  and  three  positions  in  fiscal  year 
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1972.  The  money  ^^ould  be  allocated  to  the  following 
activities : 

(1)  Increased  data  extraction  and  file  building  efforts 
concerning  the  toxicology  of  compounds  that  affect  man  and 
his  food  chain,  eitlier  in  the  general  environment  or  through 
occupational  exposure,  with  particular  emphasis  on  industrial 
substances  such  as  heavy  metals  and  sjmthetic  organic  chemicals 
and  acute  as  well  as  long-term  toxic  effects  (e.g.,  carcino- 
genicity, teratogenicity,  and  degenerative  effects  on  the 
cardiovascular  system) --$205 , 000. 

(2)  Increased  preparation  by  subject  experts  of  state- 
of-knowledge  reports,  technical  reviews,  and  data  compilations, 
for  distribution  to  the  scientific  community--$210,000. 

(3)  Expanding  the  content  of  the  on-line  interactive 
computer  files  v;ith  formatted  data,  as  well  as  with  abstracts 
and  other  whole  text  files;  and  increasing  the  participation 
of  other  Government  agencies,  research  institutes,  universities 
and  industries  in  such  systems,  both  as  donors  of  information 
and  data  files  and  as  users  of  the  computerized  information 
pooi--$85 , 000. 

MINIMAL  LEVEL,  $200,000  - 

If  an  additional  $200,000  and  three  positions  became  available 
in  fiscal  year  1972  the  funds  for  the  above  activities  would 
generally  be  reduced  proportionately. 
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HUBERT  H.  HUMPHREY 
m;  '.nesota 

^S>etxale 

WASHINGTON,  D.C.  20SI0 

March  17,  1971 


The  Honorable  Warren  Magnuson 
United  States  Senate 
Washington,  D..  C.  20510 

Dear  W arren: 

As  you  may  recall,  one  of  my  major  interests  during  my  term 
in  the  Senate  from  1958-1964,  when  I served  as  Chairman 
of  the  Subcommittee  of  the  Senate  Government  Operations 
Committee,  was  the  importance  of  coordinating  the  activities 
of  federal  agencies  in  the  area  of  information  retrieval  and 
dissemination..  Our  subcommittee  was  instrumental  in 
establishing  a Clearing  House  for  Federal,  Scientific  and 
Technical  Information.  Subsequently,  we  were  able  to  secure 
much  needed  legislation  for  improving  medical  libraries  and 
health  communications  services  through  the  passage  of  the 
Medical  Library  Assistance  Act  of  1965. 

The  Medical  Library  Assistance  Extension  Act  of  1970 
provided  a three-year  extension  of  the  original  legislation. 

This  act  was  unanimously  approved  because  both  houses  of 
Congress  agreed  that  major  health  library  deficits  continue  to 
exist  but  have  in  fact  increased  as  demands  for  health  infor- 
mation continue  to  expand  at  an  alarming  rate.  The  Medical 
Library  Assistance  Extension  Act  was  specifically  designed  to 
help  correct  this  situation. 

I have  recently  received  a letter  from  Dr.  Luther  Terry,  now 
Vice  President  of  the  University  of  Pennsylvania  in  Philadelphia 
and  former  Surgeon  General,  expressing  his  concern  over  the 
fact  that  this  program  has  never  been  fully  funded.  As  a matter 
of  fact,  the  appropriations  have  averaged  only  43%  of  funds 
actually  authorized  by  Congress. 
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The  Honorable  Warren  Magnuson 
Page  2 

March  17,  1971 

I am  further  told  by  the  distinguished  former  Surgeon  General, 
who  previously  served  as  an  advisor  to  the  National  Library 
of  Medicine,  that  these  programs,  specifically  designed 
for  improving  library  collections  and  services  to  hospitals, 
medical  schools  and  allied  health  institutions,  need  at  least 
another  $2  million  above  the  current  budget  request  if  we  are 
to  keep  up  with  the  "publication  explosion"  in  medical  sciences 
and  the  need  for  accurate  and  speedy  information  delivery 
systems. 

In  your  own  state  of  Washington,  there  are  many  small  and 
medium  sized  hospitals  that  have  a serious  need  for  these  funds 
which  will  in  turn  benefit  the  general  practitioner  as  well  as 
the  research  scientist.  The  basis  of  good  health  care  and 
delivery  of  adequate  medical  service  is  intrinsically  related  to 
the  amount  and  quality  of  information  that  is  readily  accessible 
to  the  physicians,  researchers,  medical  students,  and  all  the 
allied  health  professions. 

Dr.  Terry  has  explained  to  me  that  the  man  who  is  the  most 
knowledgeable  about  the  needs  is  Dr.  Lee  L.  Langley,  Associate 
Director  for  Extramural  Programs,  National  Library  of  Medicine. 
He  administers  the  library  grant  programs  and  is  most  keenly 
aware  of  the  urgency  for  an  increased  appropriation  at  this  session 
of  the  92nd  Congress, 

It  would  be  a favor  to  me,  Warren,  because  I am  so  interested 
in  this  subject,  if  you  would  invite  Dr.  Langley  in  to  give  you  a 
more  detailed  briefing  than  is  possible  by  this  letter. 

I'll  be  talking  to  you  in  the  near  future.  Many  thanks. 


Sincerely 


Hubert  H.  Humphrey 
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Statement  of  Hon.  Edward  W.  Brooke,  U.S.  Senator  From 

Massachusetts 


QlCnHcb  Senate 

COMMITTEE  ON  APPROPRIATIONS 

Washington,  d.c.  zosio 

July  23,  1971 


^.^nairman 

Subcommittee  on  Labor,  Health,  Education  and  Welfare 
Rooin  1108,  New  Senate  Office  Building 
Washington,  D.  C.  20510 

Dear  Mr.  Chairman: 

I had  sincerely  hoped  to  be  able  to  take  a much  more  active 
part  in  the  deliberations  of  the  Subcommittee.  Regretfully,  however,  I 
am  experiencing  a slow  recovery  from  my  bout  with  viral  pneumonia 
and  am  still  functioning  on  a very  restricted  schedule.  Thus,  I will 
not  be  able  to  attend  the  Subcommittee  markup  on  the  bill.  ^ 

However,  I have  carefully  reviewed  the  testimony  of  the 
many  witnesses  who  have  appeared  before  the  Subcommittee  and  wish 
to  share  with  you  my  particular  interest  in  certain  appropriations 
requests. 

I clearly  recognize  that  determining  priorities  within  the  health 
budget  is  an  extremely  difficult  undertaking,  for  on  the  merits,  virtually 
every  program  deserves  the  maximum  requested  funding.  My  letter, 
therefore,  is  not  intended  to  argue  solely  for  additional  appropriations 
for  the  items  I am  emphasizing,  but  merely  to  focus  attention  on  the 
programs  I believe  to  be  of  the  highest  priority. 

My  first  concern  of  course  is  with  the  President's  request  for 
$l-billion  for  emergency  employment.  You  and  I both  know  the  serious 
co.nsequences  of  unemployment  among  the  people  of  our  state.  Massachusetts 
now  has  an  unemployment  rate  well  above  the  national  average,  with 
185,  000  people  out  of  work.  This  appropriation  is  essential  if  those  who 
are  currently  out  of  work  are  to  be  returned  to  productive  activity,  and  if 
a healthy  economy  is  to  be  restored.  ^ 

1 : 

Secondly,  I am  concerned  with  the  area  of  mental  health.  It  has 
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been  estimated  that  nearly  one  in  ten  Americans  suffers  from  some 
form  of  mental  illness  and  approximately  40%  of  the  country's  hospital 
beds  are  occupied  by  the  mentally  ill.  In  a time  when  the  nation  is 
witnessing  a great  increase  in  the  use  of  drugs,  as  well  as  increases 
in  the  personal  disorientations  manifested  in  crime,  alcoholism,  and 
delinquency,  I believe  strongly  that  we  must  accelerate  our  efforts  to  provide 
adequate  services  for  the  mentally  ill. 

Community  Mental  Health  Centers  have  been  very  successful 
in  promoting  new  and  enlightened  methods  of  treatment.  Effective  programs 
operating  at  local  levels  are  a rarity  in  any  discipline  and  should  be 
encouraged  wherever  possible.  With  this  in  mind  I urge  approval  of  an 
appropriation  of  $25  million  in  construction  grants,  and  an.  increase 
in  staffing  grants  of  another  $25-million,  bringing  the  funds  for  this 
category  up  to  $130  million.  There  is  already  a backlog  of  $24-million 
in  approved  but  unfunded  projects  and  I have  no  doubt  but  that  the  full 
amount  could  be  used. 

Numerous  witnesses  have  repeatedly  emphasized  that  adequate 
funds  for  research  and  training  is  actually  an  investment  in  future  budgetary 
savings.  Clearly  prevention  and  early  treatment  of  a disease  is  desirable 
both  from  a humanitarian- and  budgetary  standpoint.  I therefore  urge  that 
we  appropriate  the  full  authorization  of^$20  tnillion  to  Child  Mental  Health, 

In  addition,  1 hope  that  the  Subcoi-nmittee  will  restore  the  $6.  7 million 
cut  in  the  psychiatric  residency  training  program.  Estimates  indicate 
that  only  5%  of  the  children  who  need  psychiatric  treatment  are  currently 
able  to  receive  help. 

The  University  Affiliated  Programs  for  the  Mentally  Retarded  is 
also  a very  progressive  and  successful  program.  I have  had  the  opportunity 
to  talk  to  the  directors  of  several  of  the  programs  and  I have  great  confidence 
in  thein  and  the  admiration  for  the  advances  they  have  made.  I therefore 
urge  the  approval  of  an  additional  $4,  5.50,  000  above  the  budget  recommendation 
for  this  program,  as  requested  by  the  Research  Center  Directors. 

In  December,  Congress  unanimously  passed  the  Comprehensive 
Alcoholism  Prevention  and  Treatment  Act  which  authorized  an  expenditure 
of  $100  million.  My  understanding  is  that  the  budget  requests  no  funds  for 
this  measure.  There  are  presently  nine  million  alcoholics  in  the  United 
States.  An  estimated  50  percent  of  all  highway  accidents  are  caused  by 
drivers  under  the  influence  of  alcohol.  Surely  this  problem  is  of  national 
concern  and  should  receive  our  attention.  Therefore,  I recommend  that 


3108 


$40  million  be  approjjriated  Cor  this  program. 

Turning  briefly  to  lead  paint  poisoning,,  the  HEW  "White  Paper" 
documented  that  400,  000  children  were  poisoned  aanuaUy  by  paint  with 
lead  in  it.  vSixteen.  thousand  of  these  required  treatment;  3,  200  incvirred 
moderate  brain  damage;  800  had  been  so  severely  damaged  that  they  required 
treatment  for  the  rest  of  their  lives;  200  died.  Obvioxisly  this  is  a condition  that 
can  no  longer  be  tolerated.  The  cure  is  already  known  and  future  prevention  is 
within  our  power.  We  must  provide  adequate  detection  and  treatment  prog  rams 
and  t virge  the  .app rop riation  of  the  full  $5  million  recommended  by  the  flouse 
Report. 

Senator  Frank  Church,  Chairman  of  the  Committee  on  Aging,  of 
which  I am  a mertTber,  stressed  the  need  for  increased  funding  for  pmograms 
affecting  the  na'-.ion's  elderly.  He  mitlinod  areas  which  are  particularly 
meritorious  and  in  which  appropriations  sho«ild  be  increased.  I wish  to 
emphasize  the  community  programs  and  rese.arch  anvl  training  in  NfCHD. 

I strongly  support  the  Ge  rontological  Society's  recommendation,  that  funding 
for  HICHD  be  raised  from  $103,  232,  000  to  $108,  052,  000  with  a provision 
for  a Tine  item  of  $12  million  for  aging  research.  I hope  that  the  Subcommittee 
will  look  favorably  on  this  request  for  a total  appropriation  increase  of 
$21,020,000, 

I also  favor  increasing  the  funding  for  Regional  Medical  Programs 
to  its  1970  level,  I know  that  you  are  fully  aware  of  the  successes  of  several 
of  these  programs  and  again  there  can  be  no  question  of  the  need  to  provide 
and  support  adequate  services  at  the  local  level. 

I also  urge  an  increase  of  $8  million  for  Schools  of  Public  Health 
as  requested  by  the  A.ssociation  of  Schools  of  Public  Health.  This  would 
include  an  increase  of  $2.1  million  for  Federal  trainees,  $3  million  for 
project  training  and  $3  million  in.  fonTuila  grants.  The  17  Schools  of  Public 
Health  have  provided  a groat  si'-rvico  in  training  public  health  personnel  and 
face  a serious  roductioji  in  effort  if  those  fujids  arc  not  forthcoming. 

Finally,  I concur  with  the  Houso  Report  in  urging  that  the  budget 
for  rat  control  project  grant  programs  should  l)e  restored  to  its  1971  level 
of  funding  and  that  the  110%  limitation  on  the  amount  of  funds  that  can  be 
granted  to  a state  for  services,  training  and  administrative  expenses  should 
be  eliminated. 
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Mr.  Chairman,  your  attenhion  to  this  expression  of  my  interest 
in  the  foregoing  items  is  sincerely  appreciated.  Permit  me  to  express 
my  highest  respect  for  your  leadership  and  counsel,  and  accept  my 
assurances  that  I will  in  the  future  play  a far  more  active  role  as  a 
member  of  this  Subcommittee. 

With  kind  regards,  I am 


EWB/rrm 


Ed- 


Sin 


W.  Brooke 


yours 


cc;  Senator  Cotton 
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Statement  of  Hon.  Frank  Church,  U.S.  Senator  From  Idaho 


Mr.  Chairman,  thank  you  for  the  opportunity  to  appear  here  this  morning  to 
testify  on  issues  of  vital  concern  for  the  Nation's  elderly. 

As  Chairman  of  the  Senate  Committee  on  Aging,  I also  wish  to  compliment 
you  and  your  Subcommittee  for  the  genuine  interest  that  you  have  always 
demonstrated  for  older  Americans.  This  was  certainly  the  case  last  year  when 
you  helped  provide  $500,000  to  fund  the  Retired  Senior  Volunteer  Program  for 
the  first  time.  It  was  also  demonstrated  when  you  approved  an  additional  $500,000 
for  the  Foster  Grandparent  program,  which  helps  low-income  elderly  persons  to 
help  themselves  by  providing  vital  supportive  services  for  young,  disadvantaged 
children.  And  it  was  clearly  apparent  when  $650,000  in  funding  was  provided 
to  pay  for  the  elderly's  delegate  expenses  to  the  White  House  Conference  on  Aging. 

These  measures,  I am  pleased  to  say,  had  strong  bipartisan  support,  as  so 
often  occurs  on  issues  affecting  the  aged. 

This  was  forcefully  demonstrated  earlier  this  year  when  the  Administration 
submitted  its  budget.  As  you  may  recall,  that  budget  called  for  a $2.5  million 
cutback  in  funding  for  the  Older  Americans  Act.  It  would  have  provided  only 
28  percent  of  the  $105  million  authorized  to  be  spent.  And  it  would  have  cut 
many  programs  to  the  bone,  despite  an  urgent  need  for  stepped-up  funding. 

However,  members  from  both  sides  of  the  aisle  protested  these  shortsighted 
and  ill-advised  reductions.  Joint  hearings  — evaluating  the  Administration  on 
Aging  and  the  progress  of  the  White  House  Conference  on  Aging  — were  then  held 
in  March  and  April  by  the  Committee  on  Aging  and  the  Subcommittee  on  Aging  of 
the  Senate  Labor  and  Public  Welfare  Committee.  At  our  concluding  hearing,  the 
Administration  not  only  rescinded  its  original  budgetary  request,  but  also 
proposed  a $7.85  million  increase  in  funding  for  special  programs  for  the 
aging  and  a $2,15  million  raise  for  aging  research  and  training. 

However,  the  revised  budget  requests  only  about  38  percent  of  the  authorized 
funding  under  the  Older  Americans  Act.  For  these  and  other  reasons,  I strongly 
believe  that  far-reaching  action  is  still  needed  on  several  fronts  to  improve 
the  budget. 


SPECIAL  PROGRAMS  FOR  THE  AGING 

Particularly  important  is  the  need  for  a $10.5  million  increase  in  funding 
for  special  programs  for  the  aging  • — raising  the  Administration's  request  from 
$33.7  million  to  $44.2  million.  Of  this  total,  I propose  that  the  community 
programs  on  aging  (Title  III)  be  increased  from  $9  million  to  $15  million,  and 
the  Foster  Grandparent  program  from  $10.5  million  to  $15  million. 

Community  Programs  on  Aging:  Perhaps  the  lifeline  of  services  for  older 

Americans  is  the  community  programs  on  aging  which  help  the  elderly  in  a wide 
variety  of  ways,  including  transportation  for  the  infirm  and  frail;  home  delivered 
meals;  homemaker  and  home  health  services;  telephone  reassurance  calls;  and  many 
others . 

For  many  older  Americans  these  services  mean  the  difference  between  living 
independently  and  being  institutionalized  at  a much  higher  public  cost.  And 
for  some,  these  services  have  literally  meant  the  difference  between  life  and 
death. 

Hoxsrever,  the  $9  million  budget  estimate  will  fund  approximately  700  community 
projects,  the  same  nimber  as  during  the  past  fiscal  year.  But,  compared  v/ith 
fiscal  year  1969,  this  represents  a reduction  of  about  400  projects.  Yet, 
nearly  6 years  of  successful  operations  have  amply  demonstrated  the  need  to 
expand  community  programs  on  aging,  instead  of  holding  the  line  or  retreating. 

Under  my  proposal,  an  additional  460  community  programs  could  be  funded. 

And  the  number  of  elderly  persons  being  served  would  be  increased  from  1 million 
to  nearly  1.7  million.  With  these  services,  more  older  Americans  v/ould  be  able 
to  live  in  dignity,  instead  of  subsisting. 
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Foster  Grandparent  Program:  Another  area  of  special  concern  is  the  Foster 

Grandparent  program.  In  a recent  report  from  the  Administration  on  Aging  to 
the  Senate  Committee  on  Aging,  we  were  informed  that  "hundreds  of  requests  for 
Federal  help  to  start  new  projects  are  turned  away  each  year  for  lack  of  funds." 
Yet  the  budget  for  fiscal  1972  requests  the  same  amount,  $10.5  million,  as  was 
appropriated  last  year.  This  will  fund  about  68  projects. 

However,  my  proposed  funding  increase  — from  $10.5  million  to  $15  million  — 
would  add  30  new  projects  to  the  Foster  Grandparent  program.  It  would  also 
provide  new  opportunities  for  satisfying  part-time  employment  for  1,800  low-incomc 
persons  60  and  older,  raising  the  present  total  from  4,200  to  6,000.  An  addi- 
tional 3,600  neglected,  retarded  and  otherwise  disadvantaged  children  would 
receive  important  supportive  services  which  are  not  now  available. 

These  are  compelling  reasons.  But  there  are  others.  In  a recent  report, 
entitled  "Cost-Benefit  Analysis  of  the  Foster  Grandparent  Program,"  it  v;as 
pointed  out: 

"The  funding  rate  of  the  Foster  Grandparent  Program  is  thus  a 
sound  investment  having  a rate  of  return  of  at  least  200%  or  300% 
in  terms  of  direct  benefits  and  savings." 

Yet,  the  market  for  their  services  has  hardly  been  tapped.  According  to 
the  latest  data  available,  more  than  8,000  eligible  elderly  poor  are  on  the 
waiting  list  at  the  68  projects.  In  addition,  there  are  thousands  — perhaps 
hundreds  of  thousands  --  of  potential  applicants  v;ho  know  nothing  about  the 
existence  of  this  program. 


RESEARCH  AND  TRAINING 

One  of  the  major  problems  in  the  field  of  aging  is  the  lov7  priority 
assigned  to  research  and  training.  For  example,  of  the  $69.15  million  requested 
for  research  and  training  to  be  administered  by  the  Social  and  Rehabilitation 
Service,  only  $5.8  million  is  specifically  earmarked  for  aging  research  and 
training. 

Mr.  Chairman,  I urge  that  funding  for  SRS  research  and  training  be  increased 
by  $3.7  million  from  $69.15  million  to  $72.85  million.  Specifically,  I propose 
that  research  for  Social  and  Rehabilitation  projects  be  raised  from  $24,125 
million  to  $25,825  million.  This  would  be  designed  to  boost  funding  for  aging 
research  by  $1.7  million,  from  $2.8  million  to  $4.5  million.  Additionally,  I 
urge  that  appropriations  for  training  in  the  field  of  aging  be  increased  from 
$3  million  to  $5  million. 

Research:  This  is  a modest  increase,  considering  the  documented  needs  in 

both  of  these  crucial  areas.  But  this  proposal  can  have  important  as  well  as 
far  reaching  benefits. 

For  example,  this  proposed  increase  could  fund  an  additional  25  research 
and  demonstration  projects.  With  this  money,  nev;  studies  could  be  launched 
to  consider  alternative  living  arrangements  for  the  elderly  and  other  important 
issues  affecting  older  Americans. 

Important  but  still  unanswered  questions  about  the  aging  process  present 
cogent  arguments  for  expanding  R & D efforts.  Moreover,  even  though  present 
research  and  demonstration  has  been  limited,  it  has  repeatedly  proved  to  be 
a sound  investment. 

Training:  A dearth  of  trained  personnel  continues  to  be  one  of  the  most 

pressing  problems  for  upgrading  or  providing  services  for  the  elderly.  According 
to  one  report  --  "The  Demand  for  Personnel  and  Training  in  the  Field  of  Aging"  — 
it  is  estimated  that  more  than  80  percent  of  all  persons  serving  the  elderly 
have  never  had  formal  preparation  for  their  work. 

But  unless  action  is  taken  nov/  to  expand  training  opportunities,  the  elderly 
will  continue  to  face  a critical  shortage  of  qualified  personnel  to  provide  the 
care  and  services  v;hich  they  need. 

Adequate  funding  is,  of  course,  a number  one  priority.  Under  the  proposed 
budget,  approximately  352  persons  will  participate  in  the  long-term  training 
program.  However,  my  proposal  for  an  additional  $2  million  could  make  available 
new  opportunities  for  440  professionals  to  provide  vital  leadership  during  this 
decade.  Or,  it  could  train  20,000  persons  to  participate  in  the  short-term 
courses.  From  an  economic  standpoint,  additional  funding  for  training  would 
also  seem  to  be  a very  prudent  investment.  It  can,  for  example,  help  assure 
that  more  older  Americans  receive  the  services  v/hich  they  need  for  health  and 
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independent  living.  This  can  help  to  reduce  the  rising  costs  of  institu- 
tionalized care. 


NATIONAL  INSTITUTE  OF  CHILD  HEALTH  AND  HUIIAN  DEVELOPMENT 

Major  increases  in  funding  are  also  urgently  needed  for  research  and 
training  in  the  National  Institute  of  Child  Health  and  Human  Development. 

Unlike  research  under  the  Older  Americans  Act,  gerontological  research  under 
NICHHD  focuses  on  biomedical,  sociological  and  psychological  aspects  of 
aging.  In  addition,  the  aging  branch  of  NICHHD  trains  professionals  in 
biomedicine.  On  the  other  hand,  training  under  the  Older  Americans  Act  is 
designed  primarily  for  practitioners,  such  as  managers  of  retirement  homes. 

Quite  clearly,  the  NICHHD  budget  for  aging  research  and  training  is  in 
full  scale  retreat,  although  there  is  a critical  need  for  increased  efforts. 
Compared  with  last  year's  appropriation,  the  Administration  is  proposing  a 
12  percent  cutback  --  from  $0,762  million  to  $7,180  million. 

Mr.  Chairman,  I strongly  support  the  Gerontological  Society's  recommenda- 
tion that  funding  for  NICHHD  be  raised  from  $103,232  million  to  $100,052  million. 
This  vrauld  have  the  effect  of  increasing  the  appropriations  for  aging  research 
and  training  from  $7,180  raillion  to  $12  million,  for  a $4,820  million  boost 
in  funding. 

With  this  money,  further  research  can  be  initiated  for  treatment  of 
chronic  diseases  which  plague  aged  and  aging  Americans.  In  addition,  social 
and  psychological  research  can  be  conducted  to  make  the  later  years  more 
satisfying  and  rewarding.  Moreover,  additional  personnel  can  be  trained  to 
serve  older  people  in  medicine. 

Dr.  Jerome  Kaplan  summed  up  the  need  for  this  approach  when  he  testified 
before  the  Senate  Committee  on  Aging  in  March: 

"We  must  have  knowledge  about  the  aging  process,  disease,  and  their 
related  behavioral  components  if  v/e  are  to  deal  effectively  with  the  needs 
of  our  people.  Simultaneously,  we  must  have  the  training  and  education  programs 
that  produce  qualified  professionals  v/ho  provide  services  to  our  people.  ' 

"There  is  one  axiom:  research,  training,  professional  education,  aid 

services  go  hand  in  hand.  Each  is  necessary  to  the  othev  but  not  sufficient 
in  itself.' 


SENIOR  OPPORTUNITIES  AND  SERVICES 

Now,  I would  like  to  turn  to  funding  for  the  Office  of  Economic  Opportunity. 
The  Administration's  budget  proposes  that  $830.4  million  be  spent  for  community 
development  programs.  Of  this  total,  $388  million  is  recommended  for  community 
action  operations,  including  $8  million  for  the  Senior  Opportunities  and 
Services  program. 

Mr.  Chairman,  I urge  a $2  million  increase  in  funding  for  community 
development  programs,  from  $830,4  million  to  $832.4  million.  The  purpose 
of  this  amendment  is  to  increase  appropriations  for  SOS  by  $2  million,  from 
$8  million  to  $10  million. 

The  reasons  for  taking  this  action,  I believe,  are  many.  SOS  has  been 
one  of  the  most  successful  of  all  the  poverty  programs.  Approximately  800,000 
elderly  persons  are  served  in  many  ways,  including  training  to  prepare  older 
persons  for  part-time  or  full-time  jobs;  screening  applicants  for  subsidized 
housing  units;  consumer  education  programs  to  assist  aged  persons  in  buying 
food  and  budgeting  their  money;  and  employment  opportunities  in  these  programs. 
With  ray  proposed  $2  million  increase,  an  additional  200,000  older  persons  could 
be  served. 

A recent  evaluation  by  Kirschner  Associates  found  that  SOS  programs  are 
an  effective  means  for  identifying  and  meeting  the  needs  of  the  aged  poor. 
Moreover,  the  report  noted: 
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SOS  programs  have  a low  unit  cost  per  beneficiary. 

The  projects  have  produced  significant  improvements  in  the  aged's  sense 

of  dignity  as  well  as  their  physical  and  emotional  well-being. 

SOS  programs  have  been  enthusiastically  accepted  at  the  community  level. 

In  fact,  SOS  projects  have  generated  40  cents  in  local  resources  for  every 
Federal  dollar  spent,  which  is  the  largest  nonfederal  share  of  any  OEO  program. 


CONCLUSION 

Mr.  Chairman,  the  net  impact  of  my  proposals  vrould  be  to  provide  an 
appropriations  increase  of  $21.02  million  for  several  programs  serving  the 
elderly.  This  is  a very  modest  increase  considering  their  urgent  needs. 

But,  I also  believe  it  is  realistic  considering  the  budgetary  situation  and 
the  many  requests  you  receive  to  increase  funding  for  other  programs. 

In  terms  of  added  costs,  this  will  amount  to  about  a dime  per  person  in 
the  United  States.  Surely  we  can  afford  this  extra  cost  for  20  million  older 
Americano,  who  have  v/orked  most  of  their  lives  for  the  progress  we  now  enjoy. 


Department  of  Health,  Education  and  Welfare  Appropriations 
Social  and  Rehabilitation  Service 
Research  and  Training 
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of  dignity  as  well  as  their  physical  and  emotional  well-being. 


Under  the  Church  proposal,  funding  Community  Programs  ($6  million  increase) 
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These  services  enable  many  older  Americans  to  live  independently,  instead 
of  being  institutionalized  at  a much  higher  public  cost. 
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According  to  the  latest  data  available,  there  are  more  than  8,000 
eligible  low-income  persons  who  are  on  the  waiting  list  at  the  68 
projects.  However,  they  are  unable  to  obtain  work  because  there  are 
not  enough  positions  available. 
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Statement  of  Hon.  Thomas  F.  Eagleton,  U.S.  Senator  From 

Missouri 

Mr.  Chairman,  Senator  Church,  Chairman  of  the  Senate 
Special  Committee  on  Aging,  has  presented  to  your  committee  ' 
proposals  for  increased  funding  for  a number  of  programs 
authorized  under  the  Older  Americans  Act  and  the  Economic 
Opportunity  Act. 

As  a member  of  that  Committee,  and  as  Chairman  of 
the  Subcommittee  on  Aging  of  the  Labor  and  Public  Welfare  Committee, 

I appreciate  the  opportunity  to  present  this  statement  in  support 
of  those  proposals. 

In  summary,  we  are  proposing  increases  of  — 

— $14.2  million  for  Older  Americans  Act  programs, 

— $4.82  million  for  research  in  aging  in  the  National 
Institute  of  Child  Health  and  Human  Development, 

— $2  million  for  OEO's  Senior  Opportunities  and  Services, 

— $2.2  million  for  Operation  Mainstream, 

a total  increase  of  $23.22  million  to  provide  additional 
services  and  opportunities  for, this  generation  of  older  Americans 
and  the  research  that  can  make  possible  a better  life  for  future 
generations  of  the  aged. 

^ Older  Americans  Act  Programs 

As  you  know,  the  Administration's  budget  submitted  in  January 
recommended  reducing  funds  for  several  OAA  programs  --  for  the  Title 
III  community  grant  program  by  $3.65  million,  for  the  Poster 
Grandparent  Program  by  $3  million,  and  for  research  and  training 
programs  by  $2.15  million. 

On  April  27,  at  the  concluding  session  of  joint  hearings 
by  the  Special  Committee  on  Aging  and  the  Subcommittee  on  Aging, 
Secretary  Richardson  announced  the  recision  of  these  budget 
reductions.  ^3  welcome  as  this  announcement  was,  the  restoration 
of  funding  of  these  programs  to  fiscal  1971  levels  represents  ‘ 
progress  byi  standing  still. 


The  Title  III  corr.munlty  grant  program,  a Federal-State- 
local  cooperative  effort  to  develop  services  for  the  aged  at 
the  community  level,  is  the  heart  and  soul  of  the  Older  Americans 
Act. 

Although  the  authorization  levels  contained  in  the  I969 
Amendments  to  the  Older  Americans  Act  clearly  expressed  the 
intention  of  Congress  that  this  effort  he  expanded,  funding 
has  dropped  from  $14.5  million  in  fiscal  I969  to  $9  million  in 
the  last  two  fiscal  years.  To  continue  this  level  of  funding 
this  year  would  mean  the  initiation  'of  very  few  new  community 
projects. 

Our  proposal  to  increase  funding  for  the  Title  III  community 
program  from  $9  million  to  $15  million  would  permit  the  funding 
of  460  new  projects,  serving  approximately  700,000  additional 
elderly  people  in  a variety  of  ways,  among  them  home-delivered 
meals,  transportation,  homemaker  and  home  health  services,  and 
multipurpose  senior  centers. 

The  Foster  Grandparent  Program,  which  provides  part-time 
employment  opportunities  for  low-income  persons  aged  60  and  over 
to  furnish  supportive  services  to  disadvantaged  and  institutionalized 
children,  is  one  of  the  most  successful  and  popular  programs 
funded  by  the  federal  government.  It  has  recently  been  transferred 
from  the  Administration  on  Aging  to  ACTION  amid  promises  that 
it  would  have  increased  priority  and  visibility  in  that  agency. 

However,  the  standstill  appropriation  of  $10,5  million 
requested  by  the  Administration  would  do  no  more  than  refund 
the  68  existing  projects.  The  Administration  on  Aging  has 
reported  that  it  has  turned  away  hundreds  of  applications  for 
new  projects  each  year,  and  that  there  are  now  some  8,000  persons 
on  waiting  lists  at  the  existing  projects. 

Our  proposal  to  increase  fiscal  1972  funding  from  $10.5 
million  to  $15  million  would  provide  new  part-time  employment  . 
opportuniti|es  for  1,800  low-income  elderly  persons. 

The  research  and  training  activities  authorized  by  Titles 
IV  and  V oij  the  Older  Americans  Act  have  been  transferred  from 
the  Administration  on  Aging  to  the  Social  and  Rehabilitation 
Service  and'  would,  under  the  revised  budget  requests,  be  funded 
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at  fiscal  1971  levels. 

Although  Administration  witnesses  before  Congressional 
committees  continually  refer  to  the  need  for  additional  research 
and  the  development  of  models  for  the  delivery  of  social 
services  to  the  aged,  the  budget  requests  for  research  and 
development  funds  under  the  Older  Americans  Act  have  declined 
from  $4,155,000  in  fiscal  I969,  to  $3,250,000  in  fiscal  1970, 
and  $2,800,000  in  fiscal  1971  and  1972.  The  initial 
request  for  fiscal  1972  was  only  $1,850,000. 

Our  proposal  to  increase  funding  for  Title  IV  from 
$2.8  million  to  $4.5  million  could  fund  an  additional  25 
research  and  development  projects. 

Again,  a standstill  budget  for  the  training  of  personnel 
in  the  field  of  aging  is  difficult  to  justify  in  view  of  the 
fact  that  the  vast  majority  of  those  working  with  the  elderly 
today  have  had  no  formal  training  and  that  the  demand  for 
trained  personnel  is  expected  to  increase  two-  or  threefold 
in  the  next  decade. 

Our  proposal  to  increase  fiscal  1972  funds  for  training 
from  $3  million  to  $5  million  could  train  440  additional 
professionals  in  the  aging  field. 

National  Institute  of  Child  Health  and  Human  Development 

Biomedical  and  behavioral  research  in  aging,  conducted 
under  the  auspices  of  the  National  Institute  of  Child  Health 
and  Human  Development,  would  suffer  a severe  setback  if  funded  at 
the  level  requested  by  the  Administration.  In  recent  years, 
appropriations  for  this  purpose  have  remained  generally  constant, 
with  little  allowance  for  rising  costs  resulting  from  inflation 
and  virtually  no  room  for  growth.  The  fiscal  1972  budget  request 
would  greatly  accelerate  the  backward  slide  in  this  area  by 
imposing  a cut  of  about  12  percent  on  aging  research., 

This  misallocation  of  resources  is  not  only  inequitable, 

it  is  short ' sighted  as  well.  Persons  over  65  account -for  an- 

inordinately  large  share  of  the  Nation's  total  health  care 
I . ' 

costs;  by  some  estimates  as  much  as  two-thirds  of  our  ‘ 

expenditures  for  health  care  can  be  attributed  to  treating 

elderly  persons.  A modest  investment  in  aging  research  holds 


3122 


the  promise  of  producing  valuable  information  regarding  the 
process  of  aging  and  degenerative  diseases,  thus  helping  to  extend 
the  healthy  middle  years  of  life  and  reducing  the  eimounts  now 
spent  for  health  care  for  the  elderly. 

The  Immediate  effect  of  funding  in  accordance  with  the 
budget  estimate  of  $7.18  million  would  be  to  preclude  the 
awarding  of  any  new  aging  research  grants  in  fiscal  1972. 

(See  attached  letter  from  Dr.  Gerald  D.  LaVeck,  M.D.,  Director 
of  NICHD) . As  the  Subcommittee  knows,  the  term  "new  awards" 
refers  not  only  to  projects  just  getting  under  way  but  also  to 
projects  that  have  been  funded  over  a period  of  time  in  the  past 
and  have  the  misfortune  to  come  up  for  renewal  in  the  current 
year. 

A case  in  point  is  the  work  being  conducted  at  the  Duke 
University  Center  for  the  Study  of  Aging  and  Human  Development. 

At  the  core  of  the  Duke  project  is  a pair  of  interrelated 
longitudinal  studies  of  the  physical,  psychological  and  social 
effects  of  aging.  The  first  of  these  has  been  following  the  agl^g 
process  in  a carefully  selected  group  of  260  elderly  volunteers 
since  1955-  The  intention  is  to  follow  these  individuals  to 
termination.  The  other  study  has  been  following  a separate 
group  of  500  subjects  since  I987.  Attached  is  a letter  from 
Professor  George  L.  Maddox,  Program  Coordinator,  describing 
the  studies  under  way  at  Duke.  Also  attached  is  an  evaluation 
of  the  Duke  studies  submitted  by  the  National  Institutes  of 
Health  in  connection  with  hearings  on  research  in  aging  held 
by  the  Subcommittee  on  Aging. 

The  relevant  facts,  abstracted  from  these  documents,  are ; 
1.  — The  research  being  conducted  at  Duke  can  no 
longer  be  funded  if  the  Administration’s  budget 
request  should  be  adopted.  The  Duke  project  is 
up  for  renewal  in  fiscal  1972  and  is  therefor  a 
"new  award"  that  cannot  be  funded  unless  appropriations 
are  increased. 

2J  — NIH  Itself  has  concluded  that  "Termination  of 
s\ipport  of  the  research  grant  to  Duke  University  would 
have  a seriously  crippling  effect  on  scientific  and 
practical  progress  in  the  field  of  hun;an  aging.  . . . 
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The  value  of  such  studies  increases  disproportionately 
across  a time-span." 

In  short,  the  irreplaceable  information  accumulated 
over  the  last  sixteen  years  will  go  down  the  drain  for  failure 
to  continue  the  project  to  its  conclusion,  despite  NIH 
tes4;imonial3  to  its  worth.  And  this  is  but  one  instance 
of  work  that  will  not  be  done,  fundamental  knowledge  that 
will  not  be  acquired,  prior  investments  that  will  be  dissipated, 
if  Congress  fails  to  provide  adequately  for  the  aging  research 
program  of  NICHD. 

It  will  not  suffice,  Mr.  Chairman,  to  attempt  to  remedy 
years  of  neglect  in  the  vital  field  of  aging  research  by 
restoring  funds  to  last  year's  level.  To  stand  still  in 
this  area  is,  in  fact,  to  go  backward  because  of  the  ever 
rising  costs  that  afflict  scientific  research  just  as  our 
entire  economy  is  hit  by  inflation.  The  scientific  community 
has  united  behind  the  Gerontological  Society's  recommendation 
that  funding  for  NICHD  be  increased  by  $4.82  million.  An 
increase  of  this  amount  would  permit  the  funding  level  for 
aging  research  and  training  to  *be  raised  from  $7.l80  million 
(the  budget  request  figure)  to  $12  million. 

I join  with  Senator  Church  in  urging  that  this  recommendation 
be  adopted  by  the  Subcommittee. 

Senior  Opportunities  and  Services 

030's  Senior  Opportunities  and  Services  program  serves 
the  elderly  poor  in  a wide  variety  of  ways. 

Our  proposal  that  fiscal  1972  funding  be  increased  from 
the  fiscal  1971  level  of  $8  million  to  $10  million  would 
enable  the  number  of  projects  to  be  increased  from  246  to 
307  and  the  number  of  people  served  to  be  increased  from 
800,000  to  1 million. 

Operation  Mainstream 

Under  Operation  Mainstream,  authorized  by  the  Economic 
Opportunity 'Act,  and  administered  by  the  Department  of  Labor, 
pilot  programs  such  as  Green  Thumb,  Green  Light,  Senior  Aides, 
and  Senior  Community  Service  programs  provide  community  service 
employment  opportunities  for  persons  55  and  over. 
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The  need  for  these  opportunities  is  greater  than  ever 
today  decause  of  the  especially  hard  impact  of  the  current 
economic  slowaown  on  older  workers.  As  of  June  of  this  year; 
unemployment  for  persons  55  and  over  had  reached  nearly  500 >000. 
171,000  persons  in  this  age  bracket  had  been  out  of  work  for 
15  weeKs  or  longer.  And  these  figures  do  not  include  "chose 
older  persons  who  have  simply  given  up  and  dropped  out;  of  the 
labor  force. 

Our  proposal  for  increasing  Operation  Mainstream  itinding  . 
from  $38.8  million  to  $4l  million  would  make  available  an 
additional  700  conmiunity  service  job  opportunities. 

Mr.  Chairman,  20  million  Americans  — one  out  of  every  10  » 
are  65  or  over.  Of  this  number,  at  least  one  quarter  live  in 
poverty  and  desperately  need  the  services  and  employment 
opportunities  that  can  be  provided  through  the  above  programs. 

We  are  asking  that  funding  for  these  programs  and  for 
basic  research  in  aging  be  increased  by  a total  of  $23.22  f • 
million  over  the  amounts  requested  by  the  Administration. 

This  is,  in  our  terms,  a modest  sum.  Yet  the  cnanneling  of 
it  into  these  service  and  employment  programs  can  result  in  a 
significant  difference  in  the  lives  of  as  many  as  a million 
older  Americans,  I hope  the  Committee  will  agree  that  this. 
is  an  investment  worth  making. 
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DEPARTMENT  OF  HEALTH,  EDUCATION.  AND  WELFARE 


PUBLIC  HEALTH  SERVICE 

national  institutes  of  health 

BETHESOA.  MARYLAND  20014 

April  8, ^971 


Dr.  Denham  Harman 

Chairman,  American  Aging  Association 
Department  of  Biochemistry 
The  University  of  Nebraslta 
Omaha,  Nebraska  68105  ■ 

Dear  Dr.  Harman; 


Thank  you  for  your  letter  of  March  31.  I was  most  interested  to  read 
about  the  American  Aging  Association  at  the  time  of  its  establishment 
last' fall,  and  I am  happy  to  have  the  additional ^ information  which  you 
sent  to  me  about  your  new  organization. 


The  appropriation  requested  for  the  National  Institute  of  Child  Health 
and  Human  Development  in  the  President's  budget  for  Fiscal  Year  1972  is' 
$103.2  millioh,  of  which  $7.2  million  are  allocated  for  our  aging' 

•program.  This  represents  a $1.4  million  reduction  compared  to  funds 
spent  in  Fiscal  '.Year  1971  for  this  program.  This  will  mean,  for 
* example,  that  no  new  aging  research  grant  awards- can  be  made  in 

Fiscal  Year  1972.  The  table  that  follows  provides  a more  detailed  ; ■ 
analysis;  ./  ■ . 

'NICHD  AGING  RESEARCH  PROGRAM 

V ; 1971  1972^.^u^«^j-fc'^ 

' ■ ..  ^ , 1970  Estimate  Es-fe-ima^-. 

(In  thousands) 


Research  Grants  >•  ‘$3,226:  . $3';592  ‘ $2,251 
Fellowships  251,.  I 263  251 
Training  Grants  ..  ■;  2,063  2,008  2,008 


Subtotal 


$5,540 


$5,863  $4,510 


Gerontology  Research  Center  2,132 
Other  Aging  Research  428 

\ I . . 

. Total,  j $8,100\ 


2,140  2,178 

530  ; 492 

$8,533  $7,180 


I hope  this  information  is  helpful  to  you.  Thank  you  for  sending  me 
the  newsletter,  and  please  feel  free  to  contact  me  again  if  we  can  be 
of  any  assistance  W you".  - ri'/  /: 


Sincerely  yours,  ^ 


Gerald  D.  LaVeck,  M.D. • 

Director 

National  Institute  of  Child  Health 
and  Human  Development  . • 
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^uke  ^niUcreitg  ^ckical  (Uentcr 

{ OUMHAM,  MOUTH  CAROLINA 


CCNTKR  won  THC  STUOY  or  AOIMa 
AND  HUMAN  OCVCI.OAMSNV 

July  7,  1971 


Senator  Thomas  F.  Eagle ton 
New  Senate  Office  Building 
Room  4230 
Washington,  D.C. 

Dear  Senator  Eagle ton: 

This  is  in  response  to  your  request  for  information  about  the 
current  status  and  future  prospects  for  research  at  the  Duke  University 
Center  for  the  Study  of  Aging  and  Human  Development 

Over  the  last  fifteen  years  the  Center  has  developed  an  integrated, 
multidisciplinary  program  of  research  and  training  in  the  interest  of 
serving  older  persons.  This  unique  program  currently  involves  forty- 
six  inves tigacors  working  in  close  proximity  to  each  other  on  a common 
theme;  the  central  nervous  system,  aging,  and  adaptation.  Specific 
emphasis  has  been  placed  on  the  integration  of  physiological,  psycho- 
logical, and  sociological  components  of  adaptation  in  the  middle  and 
later  years  of  life. 

The  range  and  complexity  of  the  Center's  research  is  illustrated 
in  the  appended  precis  of  specific  projects  of  the  Aging  Program.  But 
attention  should  be  called  particularly  to  one  of  the  projects  which  is’ 
the  core  of  the  entire  program.  I refer  to  the  two  longitudinal  studies 
in  which  Ewald  W.  Busse,  M.D,  is  principal  investigator  ("The  Effect  of 
Aging  Upon  the  Nervous  System:  Longitudinal  Studies  of  the  Physical, 

Psychological,  and  Social  Effects  of  Aging").  Both  of  these  studies 
involve  to  some  degree  most  of  the  investigators  iii  the  Aging  Program 
at  the  Center.  The  older  of  the  two  studies  has  followed  carefully  the 
development  of  260  elderly  community  volunteers  periodically  since  1955.  ■ 
The  intention  is  to  follow  these  individuals  to  termination.  This  study 
is  invaluable  in  providing  a rare  opportunity  to  assess  repeatedly  those 
physical,  psychological  and  social  changes  among  very  old  individuals 
in  the  last  years  of  life  which  make  it  possible  to  maintain  themselves 
effectively  outside  institutions  and  in  the  community, 

A second  longitudinal  investigation  was  begun  in  1967  as  a logical 
extension  of  the  firs’t  study.  ITie  new  study,  using  a randomly  drawn 
sample  of  500  subjects , between  the  ages  of  45  and  70,  concentrates  specif- 
ically on  factors  which  predict  successful  adaptation  to  the  stressful 
events  encountered  with  increasing  frequency  after  the  middle  years  of 
life.  These  studies  are  unique  in  their  breadth,  depth,  and  continuity. 
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They  are  complemented  by  the  other  research  projects  described  briefly 
in  the  appendix  to  this  letter. 

Unfortunately  the  continuation  of  this  program  of  research^ which 
has  been  so  carefully  developed  over  the  past  fifteen  years,  is  currently 
in  doubt.  The  Duke  Center's  current  program  project  grant  from  the 
National  Institute  of  Child  Health  and  Human  Development  is  scheduled 
to  terminate  Novermber  30,  1971.  A new  program  project  grant  was  sub- 
mitted to  that  Institute  on  January  13,  1971,  and  received  a thorough 
three  day  review  by  a site  visit  team  of  sixteen  scientists  and  staff 
members  representing  the  NIH  on  March  11,  12,  and  13.  The  Advisory 
Council  of  the  Institute  has  deferred  action  on  the  proposal  pending 
an  extraordinary  Council  Site  Visit  scheduled  for  September. 

It  is  our  understanding,  however,  that  even  if  the  final  action  of 
NICHD  were  approval  with  the  highest  priority,  the  Institute  would  not 
have  funds  to  support  the  Duke  Center.  We  understand,  in  fact,  that  no  ~ 
new  research  grants  or  competitive  renewal  of  grants  can  be  funded  dur- 
ing Fiscal  1972  according  to  current  projections.  This  situation 
apparently  makes  the  history  and  potential  scientific  or  applied  value 
of  any  particular  program  of  research  in  aging  irrelevant. 

While  we  are  not  privy  to  the  specific  recommendation  regarding 
support  of  the  Duke  Center  made  to  the  Institute  by  the  distinguished 
site  visitors  following  their  visit  on  March  11,  12,  and  13,  we  have 
every  reason  to  be  confident  that  their  recommendation  was  substantially 
favorable.  If  this  conclusion  is  correct,  we  would  have  expected 
approval  of  a major  part  of  the  $1,159,157  requested  for  the  period 
December  1,  1971  to  November  30,  1972,  and  of  the  $5,554,966  dollars 
requested  for  the  projected  five  years  of  the  project. 

We  appreciate  your  interest  in  research,  training  and  service  for 
older  people  and  in  the  work  of  the  Duke  Center.  We  will  be  pleased  to* 
supply  any  additional  information  about  the  Center  that  you  require. 


Sincerely  yours. 


George  L.  Maddox 

Professor  and  Program  Coordinator 


GM/mv  \ 
Appendix 
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NIH  Statement  Submitted  to  Senaoe  -»uv,cv..iLmj.ttee  on  Aging  ( 

^ . ..  \ 

QUESTION:  What  would  be  the  long-term  effects  of  termination  of  the  grant  to  » 

Duke  University?  2 

ANS17ER:  Termination  of  support  of  the  research  grant  to  Duke  University  would 

have  a seriously  crippling  effect  on  scientific  and  practical  progress  in  the  t 

field  of  human  aging.  fl 

Relative  to  the  importance  of  the  field,  the  nature  and  problems  of-  human  aging  • 

are  neglected  in  all  of  the  relevant  sciences  and  professions.  The  Duke  Univer-  i 

sity  Center  for  the  Study  of  Aging  and  Human  Development  is  the  only  university- 
based  effort  in  America  large  enough  and  continuous  enough  to  constitute  the  * 

necessary  "critical  mass"  for  sustained,  multidisciplinary  studies  in  aging.  ; 

It  is  also  interdisciplinary  among  pathologists,  neurologists,  psychiatrists, 
psychologists,  sociologists  and  social  workers.  The  "interdisciplinary  team" 
approach  is  often  recommended  but  seldom  practiced  in  American  science;  Duke 
is  a rare  exception.  The  Duke  group  has  produced  about  500  scientific  and  ; 

professional  articles  and  10  books  of  good  quality.  \ ' ?; 

The  Duke  Center  is  carrying  out  two  multidisciplinary  studies  of  aging  humans, 
in  which  a wide  spectrum  of  variables  --  from  physical  health  to  social  habits 
and  circumstances  are  studied  in  the  same  individuals  across  time.  Such 
comprehensive  longitudinal  studies  are  rare  and  historically  have  had  a high 
casualty  rate  because  of  the  difficulties  in  keeping  a high  quality  team  to- 
gether over  the  long  periods  of  time  necessary.,  V^lie  value  of  such  sLu.Ues 
increases  disproportionately  across  a time-span^  Interruption  of  financial 
support  to  these  two  studies  probably  would  break  up  the  "team."  This,  in  turn, 
probably  would  destroy  the  projects  because  of  the  difficulty  in  remotivating 
and  reactivating  the  study  panels,  and  because  of  the  even  greater  difficulty 
of  inducing  later  scientists  to  pick  up  the  exact  work  of  the  earlier  scientists. 
Destruction  of  these  longitudinal  projects  at  this  time  would  result  in  the  waste 
of  most  of  the  information  gathered  to  date.  Good,  comprehensive  data  on  the 
flow  of  changes  within  adult  humans  over  time  is  practically  non-existent,  and 
is  badly  needed.  ' 

The  Duke  group  is  also  unusually  valuable  in  raising  the  visibility  of  the  prob- 
lems of  human  aging  in  science,  the  professions,  and  society.  For  example, 

Dr.  Ewald  Busse  of  this  group  is  the  incumbent  President  of  the  American  Psy- 
chiatric Association,  where  he  has  reminded  his  colleagues  of  psychiatry's 
neg^ct  of  the  problems  of  older  Americans. 
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Statement  of  Hon.  Winston  Prouty,  U.S.  Senator  From 

Vermont 


Mr.  Chairman: 

As  ranking  Minority  Member  of  the  Senate  Special  Committc'  on 
Aging,  I “welcome  this  opportunity  to  urge  you  and  your  Subcommittet-  to  act 
favorably  on  proposed  increases  in  appropriations  to  support  service  programs 
essential  to  immediate  expansion  of  satisfying  life  experiences  for  today's 
older  Americans  and  to  strengthen  research  aimed  at  increasing  quality  of 
life  both  for  those  who  are  now  old  and  those  who  will  become  aged  in  the 
future. 

My  recommendations  for  increases  for  specific  items  in  the  proposed 
FY  1972  budget  total  $21.02  million.  I trust  and  hope  you  will  share  my 
view  that  this  is  a small  additional  price  to  pay  in  our  efforts  to  broaden 
horizons  for  more  than  20  million  persons  now  past  65  and  tens  of  millions 
in  the  future . 

These  requests  are  made  with  a deep  sense  of  appreciation  for  the 
responsiveness  of  you  and  your  Subcommittee  to  such  needs  in  the  past, 
including  your  favorable  action  on  recommendations  made  by  me  and  others 
last  year  related  to  funding  of  the  Administration  on  Aging  and  the  White 
House  Conference  on  Aging.  The  need  for  continuing  progress  is  no  less 
today  than  then. 

Community  Programs  on  Aging  under  Title  III  of  the  Older  Americans  Act 
constitute  a most  obvious  need  for  increased  funding.  I urge  that  appropria- 
tions for  this  purpose,  often  described  as  the  heart  of  the  Older  Americans 
Act,  be  increased  from  the  proposed  $9  million  to  $15  million,  an  upward 
revision  of  $6  million. 

Senior  centers,  meals  on  wheels,  homemaker  services,  friendly  visitor 
programs  and  similar  activities  involving  and  benefiting  older  persons  under 
Title  III  Community  Grants  have  broadened  horizons  and  improved  life  quality 
for  roughly  one  million  older  Americans  during  the  past  year.  These  grants 
have  made  possible  development  of  programs  in  accordance  with  priorities  set 
by  older  persons  themselves  at  State  and  community  levels.  It  is  vital  that 
we  keep  in  operation  those  programs  which  have  already  demonstrated  their 
value  and  extend  their  benefits  to  others  as  rapidly  as  practical.  An  increase 
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of  $6  million  for  this  purpose  seems  a minimum  if  the  intent  of  the  Older 
Americans  Act  is  to  be  satisfied  by  expanding  such  services  now  to  an 
additional  700,000  persons  or  more. 

The  Foster  Grandparents  Program,  which  has  proved  highly  successful  in 
bringing  new  meaning  to  low- income  persons  over  60  while  providing  important 
supportive  services  to  disadvantaged  children,  should  also  be  expanded  through 
increased  funding.  I recommend  that  the  budget  request  be  increased  from 
$10.5  million  to  $15  million.  This  would  permit  increasing  the  number  of 
older  persons  engaged  in  this  income-producing  part-time  pursuit  from  4,200 
to  6,000  and  an  increase  of  3,600  in  the  number  of  children  it  serves. 

That  there  is  a large  waiting  list  of  potential  participants  for 
Foster  Grandparents  service  but  emphasizes  how  valuable  it  has  been  to  the 
aged  and  the  communities  it  serves. 

The  Senior  Opportunities  and  Service  Program  under  the  community 
action  programs  under  the  Office  of  Economic  Opportunity  is  another  work- 
service  program  for  older  Americns  which  deserves  expanded  support.  I recommend 
an  increase  in  appropriations  for  SoO.S,  by  $2  million  over  the  $8  million 
proposed  in  the  Administration  budget.  This  would  bring  total  funding  for 
O.E.O,  community  development  programs  from  $830.4  million  to  $832,4  million. 

The  proposed  $2  million  increase  would  permit  the  Senior  Opportunities  and 
Service  Program  to  serve  an  additional  200,000  older  persons  above  the  current 
800,000  at  low  unit  cost  per  beneficiary,  with  heightened  dignity  for  its 
participants  and  in  ways  that  have  been  enthusiastically  accepted  at  the 
community  level . , 

Expanded  Research  in  Aging  in  the  National  Institute  of  Child  Health 
and  Human  Development  is  equally  important  to  the  long  view  of  aging  in  America. 
Ultimate  solution  of  the  most  critical  problems  of  aging  today  and  tomorrow 
demands  greater  emphasis  on  gerontological  research  in  biomedical,  sociological 
and  psychological  aspects  of  aging  such  as  are  carried  out  by  NICHHD. 

The  Gerontological  Society  has  recommended  funding  for  NICHHD  research 
in  aging  be  increased  from  $7.18  million  proposed  in  the  budget  to  $12  million. 
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I concur  fully  with  the  recommendation  by  the  Gerontological  Society  and 
urge  you  to  act  favorably  upon  it.  ^ 

Both  immediate  and  long  term,  needs  of  older  Americans  can  be  met 
only  if  we  devote  a reasonable  portion  of  our  National  product  to  increasing 
our  knowledge,  through  research,  on  the  aging  process,  disease  and  related 
psychological  and  sociological  elements.  $12  million  for  such  reasearch  in 
the  National  Institute  of  Child  Health  and  Human  Development  seems  to  be  a 
minimum  budgetary  allocation. 

Research  and  Training  ProgratiS'of  the  Social  and  Rehabilitation  Service, 
related  as  they  are  to  the  work  of  the  Administration  on  Aging,  likewise 
deserve  funding  at  a higher  level  than  currently  proposed.  I concur  with 
recommendations  you  have  received  that  funding  for  SRS  research  and  training 
be  increased  by  $3.7  million  from  $69.15  million  to  $72.85  million.  With  such  an 
increase  new  demonstration  and  research  proje<_ts  could  be  undertaken. 
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SUBCOMMITTEE  RECESS 

Senator  Magnuson.  We  will  recess  until  Monday  at  10  o’clock,  when 
Ave  wil  resume  hearings  A\dth  departmental  AAutnesses. 

(Whereupon,  at  5 p.m.,  Friday,  July  16,  the  subcommittee  Avas 
recessed,  to  recon \’ene  at  10  a.rn.,  Monday,  July  19.) 
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